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CASE REPORT

A case of intermittent bilious emesis 
in a term neonate: a case report and brief review 
of literature
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Abstract 

Background Neonatal intestinal obstruction is a complex condition that poses challenge in management. Prompt 
recognition and appropriate management are crucial to prevent complications. We present a case of a term neonate 
with intermittent bilious vomiting.

Case presentation The baby underwent routinely performed investigations, including abdominal radiography 
and ultrasound, which provided inconclusive results. However, contrast-enhanced computed tomography revealed 
a web at duodenojejunal flexure. Exploratory laparotomy confirmed the diagnosis, and surgical intervention was per-
formed. The baby’s postoperative course was prolonged with a gradual transition from parenteral nutrition to enteral 
feeds.

Conclusion This case highlights a rare cause of intestinal obstruction, the unusual location of duodenal web, 
the importance of maintaining a high index of suspicion for intestinal obstruction, even in the absence of clas-
sical signs, and the value of utilizing contrast-enhanced computed tomography when initial investigations are 
inconclusive.

Keywords Intestinal obstruction, Neonate, Duodenal web, Laparotomy

Background
Intestinal obstruction is a common cause of admission 
to neonatal intensive care unit. The varied aetiology and 
clinical presentation in these cases often poses a diag-
nostic and therapeutic challenge. These infants may 
also experience a prolonged postoperative period due to 
various complications. Prompt diagnosis and timely sur-
gical intervention are essential to prevent further com-
plications. The estimated reported incidence of neonatal 
intestinal obstruction is 1 in 2000 live birth [1]. Though 

clinical presentations in neonatal intestinal obstruction 
are diverse, presence of maternal polyhydramnios, bilious 
emesis, failure to pass meconium and abdominal disten-
sion are some of the cardinal clinical signs of neonatal 
intestinal obstruction [2]. Clinical history and examina-
tion coupled with imaging is often helpful in arriving at 
a diagnosis. An abdominal radiograph remains the first 
investigation in these cases. The abdominal gas pattern is 
distinctive and can aid in localising the site of obstruc-
tion in several cases. However, the typical gas pattern 
may not be observed, and the radiograph remains incon-
clusive. Thus, a high index of suspicion for obstruction 
and the use of other imaging modalities might help in 
an earlier diagnosis. Delay in the diagnosis and surgical 
intervention may result in loss of a significant portion of 
bowel and associated complications [1]. The present case 
shows a rare cause and location of intestinal obstruc-
tion in a term neonate who presented with intermittent 
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bilious emesis without other cardinal signs of intestinal 
obstruction.

Case presentation
A singleton girl baby was delivered at a gestational age 
of 39 completed weeks through lower segment caesar-
ean section due to non-progression of labor. The baby 
weighed 2780  g and did not require any resuscitation 
after birth. Mother was 35  years, primigravida and had 
regular antenatal visits. Prenatal ultrasonography done at 
20 weeks and 34 weeks were reported normal. There was 
no obvious external congenital anomalies. The baby was 
nursed by the mother and breast feeding initiated.

At 6  h of life, the baby presented with multiple bil-
ious vomiting and was admitted to intensive care. On 
examination, there was no obvious external congenital 
malformation with patent anal opening and no abdomi-
nal distension. Differentials of upper gastrointestinal 
obstruction and sepsis were kept. Intravenous fluids 
started after admission, orogastric tube was inserted 
and kept on continuous drainage. Empirical antibiotics 
started after sending blood culture. Abdominal radio-
graph performed at 16  h of life suggested paucity of 
colonic and rectal gas but there was no specific pattern 
(Fig. 1). Abdominal ultrasound revealed dilation of stom-
ach and duodenum with normal orientation of superior 
mesenteric vessels. Complete blood counts were normal, 
C-reactive protein was 0.9  mg/dl. There was no signifi-
cant drainage through orogastric tube for 24 h. The baby 
also passed meconium within 24  h of life and thereaf-
ter. The case was discussed with paediatric surgeon and 
a decision to initiate feeds through orogastric tube was 
taken. While advancing feeds, there was recurrence of 
bilious vomiting on day 6. A repeat abdominal radiograph 
findings was non-specific and inconclusive. After dis-
cussing with radiologist, a contrast enhanced computed 
tomography (CECT) of abdomen was performed on day 
8, which revealed a web at the duodenojejunal flexure 
(Fig.  2). Exploratory laparotomy was performed on day 
10. Abdomen was approached via a right supraumbili-
cal transverse incision. Intraoperative findings revealed 
a transition zone at the duodenojejunal junction with 

Fig. 1 Erect abdominal radiograph showing paucity of colonic 
and rectal gas

Fig. 2 CT image showing duodenal web with proximal bowel dilatation
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a dilated proximal bowel loop (Fig.  3). Resection of the 
web and duodenojejunal anastomosis (classical diamond 
anastomosis) was performed, trans-anstomotic naso-
jejunal tube was placed. The baby was started on total 
parenteral nutrition in postoperative period. She con-
tinued to have bilious aspirate through orogastric drain-
age, gradually reducing by 7th postoperative day. Enteral 
feeds were commenced through the naso-jejunal trans-
anastomotic tube. As the baby tolerated feeds, volume of 
feeds were escalated over the next four days and paren-
teral nutrition discontinued. Later, by day 14th postop-
erative day, baby was accepting direct breast feeds. She 
was discharged on day 24 of life and weighing 2630 g at 
time of discharge.

Discussion
The present case shows congenital duodenal web as a 
cause of intestinal obstruction in a term neonate. The 
neonate presented with intermittent bilious emesis and 
there was no significant abdominal distension at time of 
admission. Baby also passed meconium regularly. The bil-
ious emesis was negligible while the baby was nil per oral 
and was more pronounced while baby was on feeds.

Gastrointestinal webs are not a very common cause of 
intestinal obstruction in neonates. Although it can occur 
anywhere along the gastrointestinal tract, the small intes-
tine and stomach are the most common site of occur-
rence. Some authors consider intestinal webs, including 
duodenal, jejunal, and ileal webs, to be a type of intesti-
nal atresia [3, 4]. The second portion of the duodenum is 
the most frequent site of intestinal webs (85–90% cases) 
followed by third and fourth part of duodenum [3, 5, 
6]. Congenital duodenal web refers to complete or par-
tial luminal blockage in the duodenum and arises from a 

membranous web or intraluminal diverticulum. Structur-
ally, the web consists of mucosa and submucosa and lacks 
muscular layer [7]. Typically, a small opening is present 
at the centre of the duodenal web, which differentiates 
it from duodenal atresia. Although there is limited epi-
demiological information available regarding duodenal 
webs, they are believed to be less common, with an esti-
mated incidence ranging from 1 in 10,000 to 1 in 40,000 
[8].

A study spanning 32 years and examining 138 neonatal 
cases of duodenal obstruction revealed that vomiting was 
the most common symptom which was present in 90% 
of cases, and bilious vomiting in 66% of cases. Abdomi-
nal distension (25%), dehydration (24%), and weight loss 
(17%) were the other reported signs and symptoms [9]. 
More than half (56%) of the neonates developed symp-
toms within 24  h of birth. Plain abdominal roentgeno-
grams were diagnostic in 58% of cases [9]. In our case 
although the baby exhibited repeated instances of bil-
ious vomiting, abdominal radiographs reports were 
unremarkable. Sarin YK et al. have reported 18 cases of 
duodenal web and found that the average age of the pres-
entation was around 8 days, with bilious vomiting being 
the most frequent symptom [7]. But, the classical radio-
graphic signs of small intestinal atresia was not evident 
in all cases, similar to the index case. In another case 
series, the authors have discussed 12 cases of congenital 
duodenal web and noted that the first and second parts 
of the duodenum were the most frequently affected sites. 
However, our case presented a rare occurrence of duo-
denal web at the duodenojejunal flexure [10]. It is clear 
from the above discussion that congenital duodenal 
web, though less common, remains a differentials in sus-
pected cases of small intestinal obstruction in neonate. 

Fig. 3 Intraoperative picture showing congenital duodenal web at duodeno-jejunal flexure
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Intermittent bilious vomiting may provide an additional 
clue and CT abdomen may be of help in such cases.

Gupta et  al. have reported congenital duodenal web 
that were found near duodeno-jejunal flexure with good 
outcome in 2 out of 3 cases [6]. Webs at duodeno-jejunal 
flexure are always surgically challenging and at the same 
time poses a huge challenge to the treating neonatolo-
gist due to heightened risk of sepsis during post operative 
period.

The case we have presented is mostly one of the very 
few cases who have atypical presentation with the site of 
obstruction being at the duodenojejunal flexure, which 
itself is a rare site, There has been no recurrence any 
symptoms till now. The neonate is healthy during follow-
up visit and has been growing well.

Conclusion
The case highlights congenital duodenal web as a rare 
cause of small intestinal obstruction in neonates. Inter-
mittent bilious emesis is an important clinical mani-
festation and should help in suspecting an underlying 
problem and CT abdomen may be of significant help in 
cases where initial investigations are inconclusive.
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