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TYPE II ILEAL ATRESIA IN A PREMATURE LOW BIRTH WEIGHT NEONATE MIMICKING AN INTRA-ABDOMINAL MASS: A CASE REPORT

ABSTRACT
Background: Jejunoileal atresia is a common cause of neonatal intestinal obstruction, with type II atresia accounting for approximately 10–15% of cases. However, atypical presentations may obscure early diagnosis, particularly in premature and low birth weight neonates. Type II ileal atresia is uncommon and may present with nonclassical clinical and radiologic features, leading to diagnostic delay and increased morbidity.

Case Presentation: We report a premature low birth weight neonate who presented with recurrent bilious vomiting, abdominal distension, and a palpable right-sided abdominal mass shortly after birth. Initial imaging demonstrated a homogeneous right-sided intra-abdominal opacity with displacement of bowel loops, raising suspicion of an intra-abdominal mass rather than intestinal obstruction. The clinical course was further complicated by severe neonatal anemia and associated congenital anomalies, including congenital talipes equinovarus and hydronephrosis, which contributed to the diagnostic complexity of the case. Despite supportive management, symptoms persisted, prompting exploratory laparotomy. Intraoperatively, a type II ileal atresia was identified, characterized by blind-ending bowel segments connected by a fibrous cord with preserved mesentery. Resection of the atretic segment and primary ileoileal anastomosis were performed. The postoperative course was uneventful, and the patient achieved good feeding tolerance and clinical recovery.

Conclusion: This case highlights a rare diagnostic pitfall in which type II ileal atresia mimicked an intra-abdominal mass. Awareness of such atypical presentations and early surgical consultation are essential to avoid delays in diagnosis and to optimize outcomes in high-risk neonatal populations.
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INTRODUCTION
Congenital intestinal atresia represents one of the most common causes of neonatal intestinal obstruction and continues to contribute substantially to neonatal morbidity and mortality despite significant advances in neonatal intensive care and pediatric surgery [1]. Jejunoileal atresia constitutes the majority of intestinal atresia cases, with an estimated incidence ranging from 1 in 3,000 to 1 in 5,000 live births worldwide [2]. The prevailing pathophysiological mechanism involves an intrauterine mesenteric vascular insult, resulting in ischemic necrosis and subsequent resorption of the affected bowel segment, producing a wide spectrum of anatomical disruptions [3].
The anatomical classification of intestinal atresia was classically described by Louw and Barnard, who categorized jejunoileal atresia into four types based on bowel continuity and mesenteric integrity. It is traditionally classified into four anatomical types based on bowel continuity and mesenteric integrity, with type II characterized by blind-ending proximal and distal segments connected by a fibrous cord with preserved mesentery [4]. Although less frequent than types I and III, type II atresia poses distinct diagnostic and surgical challenges due to its variable morphology and less predictable radiologic appearance [5]. Early diagnosis is critical, as delayed recognition has been associated with increased risks of bowel compromise, sepsis, prolonged parenteral nutrition, and adverse surgical outcomes, particularly in vulnerable neonatal populations [6]. Clinically, jejunoileal atresia most often presents with bilious vomiting, progressive abdominal distension, and failure to pass meconium within the first 24 to 48 hours of life [7]. However, atypical presentations have increasingly been reported, including partial obstruction, preserved bowel movements, or misleading abdominal findings that obscure the underlying diagnosis [8]. In such cases, conventional imaging modalities such as plain abdominal radiography and ultrasonography may demonstrate nonclassical patterns, contributing to diagnostic uncertainty and potential delay in surgical intervention [9].
Prematurity and low birth weight further complicate the diagnostic and therapeutic course of intestinal atresia, as these neonates frequently exhibit nonspecific clinical signs, limited physiological reserves, and increased susceptibility to metabolic instability, anemia, and infection [10]. Several studies have demonstrated that premature neonates with intestinal atresia experience higher rates of postoperative complications, prolonged hospitalization, and mortality compared with term infants, underscoring the importance of meticulous preoperative optimization and timely surgical management [11]. The clinical complexity of jejunoileal atresia is further amplified by its association with other congenital anomalies, including renal, limb, anorectal, and craniofacial abnormalities, which may reflect a broader developmental disturbance or shared embryological insult [12]. These associated anomalies may not only influence perioperative risk stratification but also confound the clinical picture, particularly when abdominal masses or extrinsic compressive effects are suspected during initial evaluation [13].
Rarely, jejunoileal atresia may masquerade as an intra-abdominal mass, mimicking neoplastic or cystic pathology on physical examination and radiologic assessment [14]. In such scenarios, collapsed bowel loops, fluid filled segments, or fibrous connections between atretic ends may generate mass like appearances, leading clinicians toward alternative diagnoses such as renal tumors, neuroblastoma, or mesenteric cysts [15]. Reports describing this deceptive presentation remain scarce, and awareness of this diagnostic pitfall is limited, especially in resource limited or referral-based healthcare settings [16-17].
In this report, we describe a rare case of type II ileal atresia in a premature low birth weight neonate presenting as an apparent intra-abdominal mass, resulting in significant diagnostic ambiguity during initial assessment. This report aims to highlight an uncommon but critical diagnostic challenge, emphasize the importance of maintaining a high index of suspicion for intestinal atresia in atypical presentations, and contribute novel insight into the expanding clinical spectrum of type II ileal atresia in high-risk neonates.

CASE PRESENTATION
A male neonate aged four days was referred to a tertiary care center for further evaluation of suspected neonatal intestinal obstruction. He was born prematurely at approximately 35 weeks of gestation via cesarean section due to placenta previa. The birth weight was 2,010 g, consistent with low-birth weight status. Immediate postnatal adaptation was reported as satisfactory, although Apgar scores were not documented. The patient was initially managed at a referring hospital for three days prior to transfer.
Since the first day of life, the neonate had experienced recurrent episodes of bilious vomiting following oral feeding, occurring four to five times daily. The vomiting was accompanied by progressive abdominal distension, predominantly involving the upper abdomen. A palpable mass in the right lower quadrant was noted shortly after birth, which was non tender and did not appear to cause discomfort upon palpation. The passage of meconium within the first 24 hours of life could not be clearly ascertained, although intermittent bowel movements were reported. No episodes of fever, seizures, or respiratory distress were observed.
On admission, the neonate appeared pale but hemodynamically stable. Vital signs revealed tachycardia with heart rates ranging from 140 to 170 beats per minute, respiratory rates between 42 and 60 breaths per minute, and oxygen saturation of 95 to 99 percent on minimal oxygen support. The abdomen was distended and soft, with visible bowel contours and increased bowel sounds on auscultation. A poorly defined, soft mass was palpated in the right lower quadrant, with dullness on percussion over the mass and tympanic resonance elsewhere. The liver and spleen were not palpably enlarged.
Physical examination revealed additional congenital anomalies, including right sided congenital talipes equino varus and dysmorphic facial features characterized by hypertelorism and low set ears. No overt signs of sepsis were present. Cardiopulmonary examination was otherwise unremarkable. Initial laboratory investigations demonstrated severe anemia with a hemoglobin level of 6.6 g/dL, mild thrombocytopenia, leukocytosis, and hyponatremia. The severe anemia was considered multifactorial and likely related to prematurity and perinatal factors, although no active bleeding or hemolytic process was identified during evaluation. Renal function parameters were within acceptable limits for age. Due to the severity of anemia, the patient underwent staged packed red blood cell transfusions as part of preoperative optimization.
Plain abdominal radiography revealed asymmetric bowel gas distribution, with absence of gas in the distal bowel and a homogeneous opacity occupying the right abdomen, displacing bowel loops toward the left side. No classic radiographic features of jejunoileal atresia, such as dilated proximal loops or a herring bone pattern, were identified. Abdominal ultrasonography demonstrated dilated intestinal loops and bilateral hydronephrosis, more pronounced on the right side, without evidence of free intraperitoneal fluid or a definitive solid organ mass. Based on these findings, differential diagnoses included intra abdominal mass lesions such as renal or neurogenic tumors, as well as extrinsic compression causing partial intestinal obstruction.
The patient was managed conservatively with bowel rest, nasogastric decompression, intravenous fluids, parenteral nutrition, and broad spectrum intravenous antibiotics while further evaluation was undertaken. Despite supportive management, bilious gastric aspirates persisted, and abdominal distension remained unchanged. Exploratory laparotomy was subsequently performed. Intraoperative findings revealed a type II ileal atresia, characterized by blind ending proximal and distal ileal segments connected by a fibrous cord with preserved mesenteric continuity. No intrinsic bowel mass or extrinsic compressive lesion was identified. The proximal bowel segment was moderately dilated, while the distal segment appeared narrow but viable. The remainder of the small and large bowel was examined and found to be patent. No malrotation was observed.
The atretic segment was located approximately 25 cm proximal to the ileocecal valve. A short segment of nonviable bowel measuring approximately 5 cm was resected prior to performing primary ileoileal anastomosis. Adequate small bowel length was preserved to minimize the risk of short bowel syndrome.
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Figure 1. Surgical management consisted of resection of the atretic segment followed by primary end to end ileoileal anastomosis. (A) Laparotomy exposure after sterile preparation of the abdominal field. (B) Dilated proximal small bowel loops indicating obstruction. (C) Identification of type II ileal atresia, showing blind proximal and distal ileal segments connected by a fibrous cord with intact mesentery before surgical resection and primary ileoileal anastomosis.
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Figure 2. Intraoperative findings during primary end-to-end ileoileal anastomosis.
(A) Dilated proximal ileal loops following identification of the obstructed segment.
(B) Surgical alignment of the proximal and distal ileal ends before performing primary end-to-end ileoileal anastomosis. (C) Visualization of the ileocecal region demonstrating cecal duplication with duplicated appendix, an associated congenital anomaly identified during exploration.

The postoperative course was uneventful. Enteral feeding was gradually initiated following the return of bowel function, and the patient demonstrated good tolerance without recurrent vomiting or abdominal distension. The neonate showed progressive clinical improvement and was discharged in stable condition with appropriate weight gain and satisfactory bowel function on follow up.

DISCUSSION
A small number of reports have described intestinal atresia presenting with mass-like abdominal findings on imaging. These cases highlight that collapsed bowel loops or fluid-filled segments may simulate intra-abdominal tumors or cystic lesions. Compared with previously reported cases, the present patient demonstrated additional diagnostic complexity due to prematurity, severe neonatal anemia, and associated congenital anomalies. Jejunoileal atresia remains a leading cause of neonatal intestinal obstruction, yet its clinical presentation can be highly variable, particularly in premature and low birth weight neonates [18]. Although classical manifestations include early bilious vomiting, progressive abdominal distension, and failure to pass meconium, atypical presentations continue to challenge early diagnosis and timely surgical intervention [19]. This variability is most pronounced in less common anatomical subtypes, such as type II ileal atresia, where preserved mesenteric continuity and fibrous intersegmental connections may alter both clinical and radiologic appearances [20].
Type II jejunoileal atresia is characterized by blind ending bowel segments connected by a fibrous cord, with intact mesentery and preserved vascular supply [20]. Compared with types I and III, this subtype has been less frequently reported and is therefore less familiar to clinicians, contributing to diagnostic uncertainty [21]. Several contemporary series have emphasized that uncommon variants of intestinal atresia are disproportionately represented among cases with delayed diagnosis and atypical imaging findings [22].
In the present case, the diagnostic challenge was further compounded by the appearance of an apparent intra-abdominal mass on both physical examination and imaging studies. Plain abdominal radiography demonstrated a homogeneous right sided opacity with displacement of bowel loops, while ultrasonography suggested extrinsic compression rather than intrinsic luminal obstruction. Similar deceptive radiologic patterns have been described in rare reports where collapsed bowel segments, fluid filled loops, or fibrous atretic connections simulate solid or cystic abdominal masses [23]. Such findings may divert diagnostic consideration toward neoplastic, renal, or neurogenic etiologies, as occurred in this patient [24].
Imaging pitfalls in neonatal intestinal obstruction are well documented, particularly in premature infants where bowel gas patterns are often subtle and nonspecific [25]. Ultrasonography, although valuable for identifying dilated bowel loops and associated anomalies, may be limited in differentiating intrinsic atresia from extrinsic compression or pseudo mass effects [26]. Recent radiologic reviews emphasize that the absence of classic signs such as multiple dilated proximal loops or a herring bone pattern does not exclude jejunoileal atresia, especially in early or partial obstruction states [27].
Prematurity and low birth weight represent additional risk factors for delayed diagnosis and adverse outcomes in intestinal atresia [28]. Several multicenter studies have demonstrated that premature neonates are more likely to present with atypical symptoms, metabolic instability, and hematologic abnormalities, all of which may obscure the underlying surgical pathology [29]. In the present case, severe neonatal anemia further complicated the clinical picture, necessitating staged transfusion and careful preoperative optimization prior to definitive surgical management [30].
The association of jejunoileal atresia with other congenital anomalies has been widely reported, supporting the theory of a broader developmental or vascular insult during fetal life [31]. Renal anomalies, limb deformities, anorectal malformations, and craniofacial dysmorphism have all been described in conjunction with intestinal atresia, although their coexistence in a single patient remains uncommon [32]. The presence of bilateral hydronephrosis and congenital talipes equino varus in this case underscores the importance of comprehensive anomaly screening in neonates presenting with intestinal obstruction [33].
From a surgical perspective, primary resection and end to end anastomosis remains the preferred approach for type II ileal atresia when bowel viability and length permit [34]. Contemporary outcome studies suggest that bowel preserving strategies are particularly critical in premature and low birth weight infants to minimize the risk of short bowel syndrome and long term nutritional dependence [35]. Favorable outcomes have been reported when early diagnosis is achieved and meticulous perioperative care is provided, even in high risk neonatal populations [36].
What distinguishes the present case from previously reported series is the convergence of multiple high risk features within a single clinical scenario. These include type II ileal atresia, prematurity, low birth weight, severe neonatal anemia, associated congenital anomalies, and a misleading presentation mimicking an intra abdominal mass. While isolated reports have described individual aspects of this constellation, their simultaneous occurrence has rarely been documented in the literature [21,31,37]. This combination significantly increases the risk of diagnostic delay and highlights an important but under recognized clinical pitfall.
The present report therefore adds novel insight to the expanding spectrum of jejunoileal atresia presentations. It reinforces the need for heightened clinical suspicion of intestinal atresia in neonates with bilious vomiting and abdominal distension, even when imaging suggests alternative diagnoses [25,27]. In particular, clinicians should remain cautious when interpreting apparent abdominal masses in premature infants, as intrinsic bowel pathology may masquerade as extrinsic disease [24,38].
In resource limited or referral based healthcare settings, where advanced imaging modalities may be unavailable or delayed, awareness of such atypical presentations becomes even more critical [29,39]. Early surgical consultation and timely exploratory laparotomy remain essential components of management when clinical suspicion persists despite inconclusive imaging findings [40]. Ultimately, prompt recognition and definitive treatment are key determinants of survival and long term outcome in neonates with complex intestinal atresia [41].

This report contributes to the scientific literature by documenting an unusual presentation of type II ileal atresia mimicking an intra-abdominal mass in a premature low birth weight neonate. Such atypical presentations may lead to diagnostic uncertainty and delayed surgical intervention, particularly in high-risk or resource-limited settings. By highlighting this diagnostic pitfall, this case aims to increase clinical awareness and encourage clinicians to maintain a high index of suspicion for intestinal obstruction in neonates presenting with bilious vomiting, even when imaging findings appear atypical.

CONCLUSION
This case highlights a diagnostically challenging presentation of type II ileal atresia in a premature low birth weight neonate mimicking an intra-abdominal mass. Atypical radiologic findings, prematurity, severe neonatal anemia, and associated congenital anomalies contributed to diagnostic uncertainty and delayed recognition of the underlying intestinal obstruction. This report emphasizes an important clinical pitfall and reinforces that bilious vomiting in neonates should always raise strong suspicion for intestinal obstruction, even when imaging findings suggest alternative diagnoses such as an intra-abdominal mass. Early surgical consultation and timely intervention are essential to optimize outcomes in high-risk neonatal patients.
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