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Introduction
Various strategies have been portrayed for digestive 
anastomosis. We depict an alternate, straightforward, and 
safe method that can be utilized in patients with digestive 
sicknesses, for example, jejunoileal atresia and hole that has 
proximal widened fragments. In this method, an a traumatic 
entrails cinch was applied on the proximal enlarged gut at a 90° 
point. In the limited distal fragment, we resected the entrails at 
a 0° point and went on at a 30° point from the ant mesenteric 
side. At long last, a two-layer interfered with anastomosis was 
performed. We applied this procedure to a 31-day-old patient 
who had a partitioned jejunostomy because of malrotation and 
hole with a proximal expanded inside. Neither anastomotic 
confusions nor taking care of and section issues were seen 
postoperatively [1].

There are numerous anastomotic strategies for digestive 
atresia and stenosis and for patients with proximal widened 
enterostomy because of hole. In this paper, we depict an 
alternate, physiological, helpful, and basic anastomotic 
procedure. The careful administration of gastrointestinal 
atresia varies relying upon the kind of atresia, area, related 
oddities, and length of the digestive tract. Tightening of the 
stretched duodenum, resection of the expanded proximal and 
start to finish duodenoduodenostomy, duodenojejunostomy, 
and gastrojejunostomy are methods utilized in duodenal 
atresia and stenosis. In jejunoileal atresia, the proximal jejunal 
atretic portion is resected at the tendon of Treitz at a 90° point 
and the distal section is resected at a 45° point. Benson and 
Nixon's finish to-angled anastomosis, tightening proximal 
jejunoplasty, various anastomoses, and exteriorization have been 
performed, albeit, in gastrointestinal problems, like volvulus, 
confounded meconium ileus, and malrotation, enterostomies are 
performed. During the conclusion of these stomas, critical size 
errors should be visible between the proximal and distal gut. We 
fostered a careful fix strategy that can be utilized in proximal 
expanded gastrointestinal fragments [2].

Numerous procedures have been portrayed for digestive atresia 
treatment. Significant complexities incorporate anastomotic 
release and useful gastrointestinal obstacle at the anastomosis 
site. Tightening the proximal widened gut dodges spillage 
and distension of the thick inside wall into the distal gut that 
might create a motility issue, yet this procedure has possible 
complexities because of the long anastomosis site [3]. 

Many techniques have been described for intestinal atresia 
treatment. Major complications include anastomotic leak and 
functional intestinal obstruction at the anastomosis site. Tapering 
the proximal dilated bowel avoids leakage and protrusion of the 
thick bowel wall into the distal bowel that may produce a motility 
disorder, but this technique has potential complications due to 
the long anastomosis site. Tapering is done at the antimesenteric 
site and may have a blood supply problem that can be prevented 
by having a 0° excision at the mesenteric site, as described in 
this technique. End-to-oblique anastomosis is carried out using 
the techniques of Nixon and Benson. In contrast, we leave 
adequate full-thickness tissue on both mesenteric sides to 
allow safe anastomosis and resolve the size disparity problem 
physiologically. A judicious funnel-shaped anastomosis is done 
to propel the intestinal contents along the lumen in a linear 
fashion. Although, we applied this technique to only a limited 
number of patients, we consider this technique to be safe, simple, 
and useful. At the same time, physiologic passage could reduce 
complications, such as anastomotic leak, functional obstruction, 
and feeding intolerance. We recommend this method of intestinal 
anastomosis in cases of proximal dilated segments. [4]

Conclusion
Tightening is finished at the ant mesenteric site and may have a 
blood supply issue that can be forestalled by having a 0° extraction 
at the mesenteric site, as portrayed in this method. End-to-
angled anastomosis is completed utilizing the methods of Nixon 
and Benson. Conversely, we leave satisfactory full-thickness 
tissue (4 mm wide) on both mesenteric sides to physiologically 
permit safe anastomosis and resolve the size divergence issue. 
A prudent channel molded anastomosis is finished to move the 
gastrointestinal items along the lumen in a straight style.
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