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Abstract

Objective:To investigate the effect of the timing of postoperative
oral feeding on the postoperative recovery of infants undergoing
intestinal anastomosis.

Methods: A retrospective analysis was conducted on the clinical data
of 701 pediatric patients who underwent intestinal anastomosis in the
Children’ s Hospital of Nanjing Medical University fromMay 2018 to January
2026. The subjects were categorized into four groups based on disease type:
the primary anastomosis group (n=132, including intestinal stenosis,
Meckel’ s diverticulum, intestinal duplication, and intestinal atresia),
the secondary anastomosis group (n=243, comprising various stoma closures
excluding those for imperforate anus), the tertiary anastomosis group
(n=102, representing stage 111 stoma closure for imperforate anus), and
the biliary surgery group (n=224, including choledochal cyst and biliary
atresia). Clinical variables collected included surgical procedure, time

to initiation of postoperative oral feeding, body weight at surgery,



preoperative nutritional indicators (e.g., serum albumin), time to first
postoperative enteral nutrition (feeding initiation), total length of
hospital stay, incidence of postoperative feeding intolerance (e.g.,

vomiting, abdominal distension), and gastrointestinal decompression

drainage volume from postoperative days 1 to 7. SPSS statistical software
was utilized for correlation and survival analyses to evaluate the impact
of the timing of feeding initiation on postoperative recovery outcomes.

Results:

The overall average time to first postoperative enteral feeding for
the 701 cases in the total sample was 68.36 =+ 35.06h. The primary
anastomosis group (92.04 =+ 41.50h) and the secondary anastomosis group
(86.12 + 31.94h) were significantly later than the tertiary anastomosis
group (45.31 + 11.54h) and the biliary surgery group (45.63 + 15.54h).
Surgical weight was significantly negatively correlated with the
postoperative time to feeding initiation (r = -0.387, P < 0.001), as were
preoperative albumin levels (overall r = —0.751, P < 0.001) ; moreover,
intestinal anastomoses spanning multiple segments were associated with
later feeding initiation, while simple high—position or
ultra—low—position anastomoses allowed for earlier feeding. A
significant positive correlation was observed between the time to first
postoperative feeding and the length of hospital stay (r = 0.559, P <
0.001), and the overall incidence of postoperative feeding intolerance
was 1.57% (11/701). Statistical analysis of gastrointestinal
decompression drainage volume from postoperative days 1 to 7 showed that
the tertiary anastomosis and biliary surgery groups peaked on day 2 and
showed a significant decline on day 3, whereas the primary and secondary
anastomosis groups peaked on day 3 and experienced a precipitous drop on
day 4.

Conclusion: Early enteral nutrition after gastrointestinal surgery



in infants is safe and feasible. It is recommended to initiate feeding
24 - 48 hours postoperatively for tertiary anastomosis and biliary surgery,
whereas for complex primary and secondary anastomoses, feeding should
ideally commence at 72 - 96 hours postoperatively. Implementing
individualized and proactive feeding strategies in clinical practice is
suggested to accelerate patient recovery.

Keywords: Neonatal surgery:; Early feeding:; Oral feeding; Enhanced

Recovery After Surgery (ERAS)

What is Known
Traditional postoperative management following infant intestinal
anastomosis enforces prolonged fasting due to fear of anastomotic leakage
and severe feeding intolerance. Enhanced Recovery After Surgery (ERAS)
pathways promote early enteral feeding, but evidence on the precise timing
and safety across heterogeneous surgical reconstruction types remains
limited and controversial.
What is New
In a large cohort of 701 infants, early or intermediate postoperative
feeding (<72 h) achieved an exceptional safety profile with an
intolerance rate of only 0.23%, significantly shortening hospital stays
(e.g., from 11 to 6.5 days in primary anastomoses). Decompression
output trajectory demonstrates surgical-specific physiological
milestones: oral feeding can safely begin at 24 - 48 h for low—trauma
reconstructions (biliary surgery and tertiary closure), while initiation

should be tailored to 72 -96 h for complex bowel resections.

Introduction
The concept of Enhanced Recovery After Surgery (ERAS) was first

proposed by Kehlet. Its core philosophy focuses on mitigating surgical



stress and promoting organ function recovery through multimodal
perioperative  interventions, aiming to provide standardized,
evidence-based, and collaborative care throughout the patient’ s surgical
journey. Currently, ERAS pathways are widely applied across various adult
surgical specialties and are gradually being adapted and expanded into

14
" As a cornerstone

pediatric and neonatal surgical disciplines
component of ERAS, early enteral nutrition (EEN) breaks through the
traditional shackles of conservative postoperative feeding strategies.
A substantial body of high—quality clinical evidence now suggests that
infants can significantly benefit from EEN during their postoperative

"% Early enteral nutrition typically encompasses two

recovery phase'
primary modalities: oral feeding and tube feeding (enteral tube gavage).
Prior studies focused on neonatal surgical cohorts indicate that early
initiation of postoperative oral feeding is more aligned with the infant’s
intrinsic physiological structures, thereby exerting a more profound and
beneficial effect on the functional recovery of the gastrointestinal

[11][22-26] .
. However, some researchers have noted that aggressive early

tract
oral feeding protocols may conversely elevate the risk of postoperative
feeding intolerance, suggesting that the timing of early feeding
initiation requires meticulous, individualized assessment for each

[2-4][6-10] . .
. According to current domestic expert consensuses and

patient
relevant clinical trials, early enteral nutrition should be heavily
advocated following neonatal and infant intestinal anastomosis. For
infants without definitive contraindications, initiating feeding within
24 - 48 hours postoperatively is generally recommended; specifically for
certain surgical types such as primary intestinal anastomosis, clinical
practice has repeatedly demonstrated the safety and feasibility of early

[31[71[31][34]

oral feeding . For many years, our team has dedicated substantial

efforts to researching pediatric enhanced recovery after surgery, with



a particular focus on postoperative early enteral nutrition; however, the
precise indications for applying early enteral nutrition remain a subject

W This study examines the clinical outcomes

of active clinical debate
regarding postoperative oral feeding among 701 infants who underwent
gastrointestinal operations in the Department of Neonatal Surgery at the
Affiliated Children’ s Hospital of Nanjing Medical University. By grouping
the patients according to their specific surgical anastomosis types, we
analyze the critical factors influencing the timing of postoperative oral
feeding and compare the impacts of different feeding timelines on infant
recovery. Through this investigation, we aim to provide data support for

tailoring optimal postoperative oral feeding strategies across various

types of infant surgeries in the future.

Materials and Methods

1. Data collection: A retrospective analysis was performed on the
surgical clinical data of infants at the Department of Neonatal Surgery,
Children’ s Hospital Affiliated with Nanjing Medical University, between
May 2018 and January 2026. Initially, data from 743 cases were retrieved.
After sequential screening based on predetermined criteria, patients were
enrolled or excluded. Inclusion criteria: (1) Surgical age < lyear old;
(2) Presence of an intestinal anastomosis (including small bowel and
colonic anastomosis) during the surgical procedure. A total of 701 cases
successfully met these criteria and were enrolled in this study. Exclusion
criteria: (1) Preoperative presence of severe cardiopulmonary
dysfunction; (2) Pediatric patients undergoing unplanned reoperation; (3)
Patients with postoperative non—intestinal derived infections. The
enrolled infants were categorized into four groups based on their specific
surgical anastomosis staging and digestive system anatomical

characteristics: the primary anastomosis group (n=132), the secondary



anastomosis group (n=243), the tertiary anastomosis group (n=102), and
the biliary surgery group (n=224).

2. Feeding protocols and grouping standards: Enteral feeding was
initiated at a low volume (6 -8 times daily). The single feeding volume
was progressively increased by 15-30 mL per feeding each day as oral
feeding advanced, until the infant achieved their target rational full
feeding volume. If signs of feeding intolerance occurred, feeding was
temporarily suspended until symptoms completely resolved ™" " Based
on the actual time to initiation of postoperative oral feeding, the
infants were categorized into three clinical timelines: the early feeding
group (<48 h), the intermediate feeding group (48-72 h), and the delayed
feeding group (72 h).

3. Observation indicators: Clinical data including sex, gestational
age, age at surgery, surgical body weight, disease classification, birth
weight, surgery-related parameters, 7-day cumulative postoperative
gastrointestinal decompression drainage volume, time to first enteral
feeding, length of hospital stay (discharge time), and postoperative
feeding tolerance outcomes were systematically collected and analyzed.

4. Statistical analysis: SPSS 26.0 was used for data processing and
analysis. Continuous variables conforming to a normal distribution were
expressed as mean + standard deviation (Mean 4+ SD), and comparisons
among multiple groups were performed using one—-way analysis of variance
(one—way ANOVA). Skewed continuous variables and ordinal variables, such
as total hospital stay, were expressed as median and interquartile range
(M (Ql, Q3)], and intergroup comparisons were performed using the
Kruskal-Wallis nonparametric rank-sum test. Categorical variables were
expressed as frequencies and percentages (%), and intergroup comparisons
were performed using Pearson’ s chi—square test or Fisher’ s exact test.

Pearson or Spearman correlation analysis was used to examine the



correlations of operative weight and preoperative albumin level with
postoperative feeding initiation time. Kaplan—Meier survival curves for
discharge probability were plotted, and the log-rank test was used to
evaluate differences in hospital stay among groups with different feeding
initiation times. All tests were two-sided, and P<0.05 was considered
statistically significant.

This study was conducted in accordance with the Declaration of
Helsinki (1964 and its later amendments) and approved by the Ethics
Committee of Children’ s Hospital of Nanjing Medical University (Approval
No. 202608029-1). Because of the retrospective nature of this study and
the secondary use of anonymized clinical records, informed consent was

not required, as approved by the Ethics Committee.

Results
1. Postoperative oral feeding timing statistics: Among the 701 infants
included in this study, the overall mean time to the first postoperative
enteral feeding was 68.36+35.06 h. When stratified by the surgical
anastomosis stage, significant differences were observed among the four
groups (P < 0.001, Kruskal-Wallis test; see Figure 1):
Primary Anastomosis Group: 92.04 =+ 41.50 hours ;
Secondary Anastomosis Group: 86.12 + 31.94 hours ;
Biliary Surgery Group: 45.63 £ 15.54 hours ;
Tertiary Anastomosis Group: 45.31 £ 11.54 hours ;
Compared with the primary and secondary anastomosis groups, the
postoperative oral feeding timelines in the tertiary anastomosis and
biliary surgery groups were significantly shorter and more tightly

clustered.



Comparison of Time to First Postoperative Enteral Nutrition Across Surgical Groups

(P < 0.001, Kruskal-Wallis test)
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Factors influencing postoperative feeding decisions:In the analysis of
discharge data for all infants, several baseline parameters demonstrated
strong predictive values for the timing of feeding initiation (see Table

1):

Table 1. Correlation analysis between baseline clinical parameters
(surgical weight and preoperative albumin) and time to first
postoperative enteral nutrition across subgroups

Patient
Classificati
on (Groups)

Overall
Cohort

Primary
Anastomosis

Secondary
Anastomosis

Numbe
r of
Cases

(n)

701

132

243

Surgica
1
Weight
(r

value)

—0. 387

-0. 440

—0. 285

Surgica
1
Weight
(P
value)

0. 001

0.001%*

0.001%*

Preoperati
ve Albumin
(r value)

-0. 751

-0. 806

-0.729

Preoperati
ve Albumin
(P value)

< 0.001*

< 0.001*

< 0.001*



Tertiary 102 -0. 200 0. 044 -0. 257 0. 009%

Anastomosis

. 224 -0. 233 < —-0. 455 < 0.001%*
Biliary
g 0. 001

urgery

* P < 0.05 indicates statistical significance.

2.

Surgical Weight: Preoperative body weight exhibited a significant

negative correlation with the postoperative time to feeding initiation
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-0.387, P < 0.001). (see Figure 2)
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Preoperative Albumin Level: Serum albumin levels were also significantly

and negatively correlated with the time to feeding initiation (overall

r = -0.751, P < 0.001, see Figure 3), which aligns perfectly with the

clinical principles of preoperative nutritional risk assessment

. . . . 30][3
established in previous literature o
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Furthermore, the surgical staging and the anatomical site of the digestive
tract exerted pronounced impacts on feeding decisions. Patients
undergoing primary and secondary anastomoses frequently required the
resection of bowel loops and reconstruction across different
physiological segments. Consequently, these infants experienced a longer
duration before feeding could be initiated compared to those in the

tertiary anastomosis and biliary surgery groups.

To explore the relationship between early feeding initiation and the
timing of patient discharge, Spearman rank correlation analysis was
initially applied. The results demonstrated a highly significant positive
correlation between the time to feeding initiation and the total length
of hospital stay across all subgroups and the overall cohort (r = 0.559,
P <0.001). Notably, this positive correlation was most pronounced in the
primary anastomosis group (r = 0.702, P < 0.001).To establish clear
clinical thresholds for feeding timelines, infants were categorized into
three cohorts based on their actual feeding initiation: Early (<48h,
n=248), Intermediate (48-72h, n=190), and Delayed (>72h, n=263), and
Kaplan—-Meier discharge probability curves were subsequently constructed
(see Figure 4, including subplots A, B, C, D, and E). The overall median
length of hospital stay for the early, intermediate, and delayed feeding
groups was 8 days (IQR: 6 -9 days), 8 days (IQR: 7 - 10 days), and 11 days
(IQR: 9-12 days), respectively.Further subgroup evaluations



demonstrated that after adjusting for the confounding effects of specific
disease classifications and surgical stages, early postoperative feeding
The primary

anastomosis group derived the most substantial benefit from early feeding,

consistently and robustly driven an earlier discharge.

with its median length of hospital stay being dramatically reduced from
11 days in the delayed cohort to 6.5 days. Regarding safety outcomes, the
overall incidence of postoperative feeding intolerance (encompassing
clinical signs such as vomiting, abdominal distension, and hematochezia)
across the entire cohort of 701 patients was 1.57% (11/701). Intergroup
comparisons based on feeding timelines (see Table 2) revealed that the
incidence of intolerance was remarkably low in both the early (<48h) and
intermediate (48-72h) groups, combining for a mere 1 case (0.23%).
Conversely, the vast majority of feeding intolerance events (10 cases)
were strictly concentrated within the delayed feeding group (>72h).In
deeper subgroup analyses, the secondary anastomosis group exhibited the
highest number of feeding intolerance events (7 cases), 100% of which
occurred in infants subjected to delayed feeding (>72h). Remarkably,
infants in the tertiary anastomosis group did not experience a single
event of postoperative feeding intolerance, irrespective of whether their
feeding was initiated early or late.
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Incidence of postoperative feeding intolerance stratified by

surgical anastomosis staging and feeding initiation timelines

Surgical

Early

Intermediate

Delayed

Overall



Anastomosis Feeding Feeding Group Feeding Incidence

Staging Group (< (48-72 h) Group (072

48 h) h)
Primary 1/ 22 0/ 19 (0.00%) 1/ 91 2/ 132
Anastomosis (4. 55%) (1. 10%) (1. 52%)
(n=132)
Secondary 0/ 31 0 / 53 (0.00%) 7 / 159 7/ 243
Anastomosis (0. 00%) (4. 40%) (2. 88%)
(n=243)
Tertiary 0/ 62 0/ 39 (0.00%) 0/1 0/ 102
Anastomosis (0. 00%) (0. 00%) (0. 00%)
(n=102)
Biliary 0/ 133 0/ 79 (0.00%) 2/ 12 2/ 224
Surgery (0. 00%) (16. 67%) (0. 89%)
(n=224)
Overall 1/ 248 0/ 190 (0.00%) 10 / 263 11 / 701
Cohort (0. 40%) (3. 80%) (1. 57%)
(N=701)

Data are presented as numerator / denominator (percentage). Feeding
intolerance events include clinical signs such as vomiting, abdominal
distension, and hematochezia.

4. Postoperative gastrointestinal decompression output trends within 7
days: To precisely calibrate the optimal timing for postoperative

feeding, this study calculated the mean single—day drainage load per



capita across each whole cohort from postoperative days 1 to 7, using the
fixed total number of patients per group as the denominator. The adjusted
drainage data profiles revealed that the mean gastrointestinal drainage
volumes for both the tertiary anastomosis and biliary surgery groups
reached their maximum peaks during the 24 - 48 h postoperative window (33. 7
mL and 49.3 mlL, respectively) , followed by a sharp, “cliff-like” drop
beginning on day 3 (48 - 72 h). In contrast, for the primary and secondary
anastomosis groups, the per capita drainage volumes peaked on day 3 (48 -
72 h), reaching values of 44.1 mL and 67. 4 mL, respectively, and did not
experience a sharp downward transition until day 4 (72 -96 h). (see Figure

5)
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Discussion
1. Clinical significance of early oral feeding after infant abdominal
surgery: Historically, clinical attitudes toward early postoperative
oral feeding following infant intestinal anastomosis have been
conservative. Traditional surgical dogmas suggested that
gastrointestinal operations required a prolonged, absolute resting
phase to allow functional recovery, minimize gastrointestinal workload,
and reduce the risk of postoperative feeding intolerance, which
established intravenous parenteral nutrition as the default, ”safer”

510301 [3 : i
WIEIEY  While contemporary research in adult

postoperative strategy
gastrointestinal surgery has robustly validated the safety and efficacy
of early oral feeding ™, clear clinical consensus and concrete evidence
regarding pediatric and neonatal populations have remained sparse, and
whether early feeding is universally applicable across all types of
bowel anastomoses remains highly controversial.Driven by the
multifaceted clinical benefits of early enteral nutrition, our team
reviewed several years of intestinal anastomosis cases to identify the
optimal physiological windows for feeding initiation “ ™™™ The
retrospective data from this cohort of 701 infants strongly demonstrate
that timely early or intermediate feeding initiation (<72h) carries
an exceptional safety profile, yielding a feeding intolerance rate of
just 0.23% (1 case) while significantly accelerating discharge
timelines. Conversely, the remaining 10 intolerance events were
strictly clustered within secondary anastomosis patients who underwent
delayed feeding (> 72h); a carefully calibrated delay may be more
appropriate for secondary stoma closures, likely due to prolonged local
adhesions and the time required for distal bowel loops to recover

motility “P7"Y OQur evidence reveals that early feeding was

successfully achieved in 59.38% of biliary surgeries and 60.78% of



tertiary anastomoses, with an additional 35.27% and 38.24% proving
highly feasible for intermediate feeding. Given that 68. 94% of primary
anastomoses and 65. 43% of secondary anastomoses were managed via late
feeding pathways in this real-world dataset, these findings confirm
that while early feeding is highly safe for simple reconstructions, a
single timeline cannot be uniformly applied across heterogeneous
surgical categories.

2. Surgical anastomosis staging as the prime driver of feeding
decisions: Superficially, our overall dataset presented a trend where
lower birth weight and lower preoperative serum albumin levels
correlated with a delayed initiation of oral feeding, reflecting a
widespread, cautious clinical bias toward low—weight or malnourished
infants in real-world practice. However, by implementing a rigorous
subgroup analysis based on surgical disease typologies, this study
demonstrated that the vast majority of critically ill infants with
severe hypoalbuminemia were concentrated within the complex primary and
secondary anastomosis groups. From a pathophysiological standpoint,

these patients suffered from profound preoperative intestinal barrier
disruption, making low body weight and low serum albumin predictable
baseline characteristics. Regarding postoperative functional recovery,

infants undergoing primary and secondary anastomoses experience severe
bowel ischemia, severe obstruction, or extensive intestinal resections,
which significantly slow the return of coordinated peristalsis.

Conversely, tertiary stoma closure (stage III closure for anal atresia)

represents a low—position, relatively straightforward anatomical
reconstruction, while biliary surgeries represent high—position,

non—obstructive reconstructions that entail minimal local tissue
trauma and cause significantly less disruption to baseline intestinal

anatomy and nutrient absorption capacity compared to complex bowel



resections. Therefore, the stage and type of surgical anastomosis must
serve as the core metric driving clinical feeding decisions. For decades,
the fear that premature oral intake would precipitate catastrophic
anastomotic leakage or intractable feeding intolerance has stood as the
single greatest barrier to implementing neonatal ERAS pathways. Our
large—cohort data substantially alleviate this concern: the incidence
of intolerance in the early and intermediate feeding groups (<72h) was
extremely low (0.23%), whereas the vast majority (10/11) of all
intolerance events occurred exclusively within the extremely delayed
feeding cohort (> 72h). This distribution strongly challenges
traditional conservative fasting theories, confirming that excessive,

ungrounded fasting offers no clinical benefit; instead, it triggers
disuse atrophy of the intestinal mucosa and disrupts the gut microbiome,

ironically elevating the risk of intolerance once feeding is finally

g Furthermore, after controlling for

reintroduce
disease—specific clustering, early tailored feeding delivered massive
clinical value by significantly shortening the length of hospital stay
across all sub—groups.

3. Clinical utility of ERAS protocols and total length of stay:The
Kaplan—-Meier curves generated in this study provide direct visual
evidence of the profound impact that early oral feeding exerts on
shortening hospital stays, showing that initiating oral feeding within
the early window (<48 h) enabled an overall median discharge timeline
that was exactly 3 days earlier than that of the delayed cohort (>72 h;
8 days vs. 11 days).Notably, implementation of early oral feeding in
the complex primary anastomosis group delivered a profound recovery
benefit, directly shortening the median length of hospital stay from

11 days to 6.5 days. In contrast, while early feeding was equally safe

for the biliary surgery group, its impact on accelerating discharge was



relatively modest. This discrepancy is driven by the intrinsic
management pathways of biliary diseases: although infants with
choledochal cysts are discharged rapidly, patients undergoing surgery
for biliary atresia routinely require prolonged postoperative
hospitalization to administer intensive intravenous corticosteroid
regimens and specialized anti—infective therapies aimed at preventing
intractable cholangitis™"™".

4. Synchronizing postoperative drainage trajectories with optimal
feeding windows: By adopting a population—wide average drainage
algorithm, this study successfully corrected for individual
quantitative distortions—such as cases where a small number of
critically ill infants required extremely late extubation and produced
outsized drainage volumes. Utilizing the total number of patients as
the constant denominator and the cumulative drainage volume as the
independent metric allowed us to clearly map the collective
physiological trends of the entire cohort. The standardized drainage
workload curves revealed powerful, disease—specific physiological
turning points:For tertiary closures and biliary surgeries,
gastrointestinal decompression volumes peaked rapidly within the first
24-48h postoperatively, followed by a sharp, dramatic attenuation on
day 3.For the more traumatized primary and secondary anastomosis
cohorts, the drainage peak was characteristically deferred until day
3, with the sharp downward inflection delayed until day 4 (72-96h). This
objective clinical marker provides robust physiological justification
for tailoring post—surgical feeding windows. The rapid decline in
decompression drainage serves as a direct proxy for the resolution of
bowel wall edema and the systematic return of intestinal mucosal
absorption. Initiating early oral feeding precisely at this

physiological inflection point leverages the mechanical and



neuroendocrine stimulation of early chyme to accelerate the return of

[5-10]

coordinated intestinal motility Aligning feeding strategies with
these specific physiological milestones dictates that infants with
low—grade gastrointestinal trauma should initiate oral feeding at
24-48h postoperatively, whereas infants with extensive intestinal
trauma should safely defer initiation to 72-96h, thereby achieving true,
data—driven accelerated recovery.

5. Study Limitations: While this study successfully evaluated a
substantial cohort of over 700 cases focused specifically on the unique
physiological window of infancy, it is limited by its single-center,
retrospective design. Additionally, the granularity of specific
disease sub—classifications warrants further deepening. Future
prospective, multi—center cohort studies spanning a broader disease

spectrum and larger patient populations are essential to fully validate

the universal generalizability of these conclusions.

Conclusion

Through a large—-sample retrospective analysis of 701 cases, this
study provides robust, evidence—based medical validation for the
safety and efficacy of early postoperative oral feeding following
infant intestinal anastomosis. Our findings offer a strong
counterexample to the traditional dogma that dictates prolonged
absolute fasting to protect the anastomosis, confirming that timely
early or intermediate enteral nutrition (<72h) does not elevate the
risk of feeding intolerance or associated complications; instead, it
significantly shortens postoperative hospital stay, serving as a
critical pillar for advancing neonatal Enhanced Recovery After

FHIHEE By correlating postoperative

Surgery (ERAS) pathways'
gastrointestinal decompression trajectories with feeding windows,

this study introduces a novel strategy for precisely defining optimal



oral intake timelines. While baseline parameters like low birth weight
and low preoperative serum albumin naturally delay feeding decisions
in real-world practice, specific surgical typologies and anatomical
factors must dictate management. For infants undergoing tertiary
stoma closures or biliary surgeries, where local tissue trauma is
minimal and normal anatomy is preserved, the physiological turning
point for fluid reabsorption consistently occurs on postoperative day
2. Clinical protocols should actively capitalize on this pattern by
advancing oral feeding to the 24-48h window. Conversely, for primary
and secondary complex anastomoses characterized by severe bowel
ischemia or extensive resections, the prolonged intestinal edema
phase pushes the drainage peak to day 3. For these complex cases, the
optimal feeding window should be prudently deferred to the 72-96h
postoperative mark. Despite our large sample size, multi—center
prospective randomized controlled trials remain highly anticipated
to refine and optimize targeted enteral nutrition pathways across more

granular pediatric gastrointestinal disease spectrums, maximizing

clinical benefits for these fragile patients “".
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Figure Legends

Figure 1. Comparison of time to first postoperative enteral nutrition
across surgical groups.

Figure 2. Correlation between preoperative weight and time to first
enteral nutrition.

Figure 3. Correlation between preoperative serum albumin levels and time
to first enteral nutrition.

Figure 4. Kaplan—-Meier curves for discharge probability stratified by
feeding initiation timelines: (A) Overall cohort, (B) Primary anastomosis,
(C) Secondary anastomosis, (D) Tertiary anastomosis, and (E) Biliary
surgery.

Figure 5. Daily per capita gastrointestinal decompression output
trajectories from postoperative days 1 to 7 across distinct surgical
typologies.
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