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Nonspecific symptoms of intussusception
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ntussusception occurs when a proximal portion

of digestive tract is telescoped into the distal

bowel segment. Intussusceptum is the bowel

portion that invaginated, whereas intussusipiens
is the portion that contained intussusceptum.
Intussusception is the most common cause of intestinal
obstruction between 3 months — 6 years of age. It is
rare in children younger than 3 months and decreases
in frequency after 36 months, most often between 5—
9 months.!-3

Intussusception nomenclature is based on the
relationship between intussusceptum and
intussusipiens. For example, ileocolic intussusception
means that the ileum is the intussusceptum and the
colon is the intussusipiens. Ileocolocolic type occurs
when the ileum is telescoped into the proximal colon,
and then come together into the distal colon.

The specific symptoms include paroxysmal
colicky pain in a previously well child, vomiting, pas-
sage of stool containing blood and mucus per anum,
and a palpable ill-defined, sausage-shaped tumor
mass in the right upper abdomen. Frequently, the
symptoms are not specific and may mislead the diag-
nosis. b5

This paper reports 2 cases of intussusception with
nonspecific symptoms.

Report of the Case
Case l

A T-year-old girl was admitted to the hospital on
October 19, 1998. She complained of having a colicky

abdominal pain for 3 days especially around the
umbilical area and vomiting. No stool passed during
the last 3 days. Micturition decreased within the last
six hours.

Physical examination revealed a severely ill,
well-nourished child with a body weight of 16.5 kg
and a height of 112 e¢m. Respiratory rate was 42 per
minute. Pulse rate was 140 per minute, regular and
weak. Rectal temperature was 37.4°C. Signs of se-
vere dehydration were noted (dehydration score
was 13). The heart and lungs were normal. Abdomi-
nal examination revealed an increased peristalsis,
with a palpable ill-defined, tender tumor mass in
the upper left abdomen, sized 8 x 5 cm. Others were
unremarkable.

Blood examination documented normal routine
blood data. Hb was 12.7 g/dl and leukocyte was 6000/
mm?. Differential count for eosinophil, rod, segment,
and lymphocyte were 2, 3, 60, and 35 percent, re-
spectively. Neither blood nor mucus was present on
stool examination. The working diagnoses were de-
hydration and abdominal tumor. An 8-hour infusion
of lactated Ringer’s solution was given to overcome
the dehydration.
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Figure 1. Plain X — ray could not identify any tumor mass

Clinical course

On the 27 day of hospitalization, the patient had a
good general condition with normal vital signs. No
more signs of severe dehydration. Vomiting,
abdominal pain, and the tumor mass were still
present. Regular meals and vitamin were given.
Plain abdominal x-ray was performed, but could not
identify any tumor mass (Figure 1).

On the 3™ day, rectal examination revealed
no abnormalities. Barium enema showed barium
contrast entered and filled the rectum, sigmoid, as-
cending colon and stopped at splenic flexure. The
colon was dilated and cupping appearance was seen
at splenic flexure, giving a suggestion of intussus-
ception at splenic flexure (Figure 2). Barium repo-
sition failed to reduce the intussusception and she
was referred to surgery department.

On the 4™ day, she was treated convention-
ally with a diagnosis of obstructive ileus and differ-
entially diagnosed as having intussusception or as-
caris bolus. The general condition was good and

Figure 2. Barium fills the rectum up through the splenic flexure.
The colon is dilated. Note the cupping appearance (arrow)

the vital signs were normal, but the child still com-
plained of having abdominal pain. Oral intake was
stopped. She was treated with IVFD 5% dextrose
and oxygen was given.

On the 5% day, laparotomy was performed.
Ileocolocolic intussusception was found with the
tip of the intussusceptum reached the proximal of
descending colon. Reposition was performed us-
ing milking technique. After liberating the invagi-
nated bowel segment, a mobile caeccum and hy-
pertrophic mesocaecal lymph node were found.
The terminal ileum and the caecum were fixed to
mesocolon and abdominal wall. Post operatively,
she was treated with Ampicillin 3 x 1 g,
Metampiron 2 x 1 g, Tranexamic acid 2 x 250 g,
and Cimetidine 2x200 g.

On the 7th day, the general condition was good
and the vital signs were normal. No vomiting, but the
stool had not passed yet. The peristalsis was normal.
She was treated with Amoxicillin and vitamin C orally.

On the 14t day, the general condition was good
and the vital signs were normal. She was discharged
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Figure 3. Plain abdominal x-ray shows no obvious abnormality

and treated as an outpatient in the Department of
Pediatric Surgery.

Case 2

A six-month-old girl was admitted to the hospital
on April 19, 1999. She passed stool containing
blood and mucus 1 hour before admission but had
no vomiting. She had intermitten fever for a week.
Micturition was normal. There was a history of
having diarrhea a week prior to admission, and
antidiarrheal medication was given by a physician
at a primary health center.

Physical examination revealed a moder-
ately ill, undernourished child with a body weight
of 7 kg and a height of 68 cm. Respiratory rate
was 44 per minute, regular, pulse rate was 130 per
minute, rectal temperature was 38.9°C. Heart and
lungs were normal. Abdominal examination re-
vealed a normal peristalsis without palpable tu-
mor. Others were unremarkable. Rectal examina-
tion revealed blood and mucus on the examiner’s
fingertip.

Blood examinations were as follows: Hb 10.2 g/
dl; leukocyte 14,960/mm?; platelets 214,000/mm?;

Figure 4. Cupping (black arrow) and coiled spring appearance
(white arrow) at hepatic flexure

differential count for rod, segment, lymphocyte, and
monocyte were 2,77,15, and 6 percent, respectively.
Erythrocytes and leukocytes > 10/HPF were found
on stool examination.

Plain abdominal x-ray showed no obvious ab-
normality (Figure 3).

The working diagnosis was bacillary dysentery,
which differentially diagnosed as intussusception. She
was treated with cotrimoxazole, breast-feeding, and
soft food.

Clinical course

On the 2 day of hospitalization, the general
condition was weak. She vomited 4 times. Paroxysmal
colicky pain recurred in approximately 15-minute
intervals accompanied by loud cries. Stool containing
blood and mucus was passed. Abdominal examination
revealed a tender ill-defined sausage-shaped mass in
the right upper abdomen. Plain abdominal x-ray
showed air-fluid level with a stepladder appearance,
the gut was dilated, no signs of peritonitis, indicating
an obstructive ileus. A diagnosis of intussusception
was suspected and she was then referred to the
Department of Surgery.
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On the 3" day, barium enema showed cup-
ping and coiled spring appearance at the hepatic
flexure (Figure 4). Barium as well as pneumatic
reposition failed to reduce the intussusception.
Therefore, a laparotomy was performed and re-
vealed an ileocolocolic intussusception down
through the sigmoid colon. The intussusception was
reduced by milking-technique. Post operatively,
Ampicillin and Gentamycin were given intrave-
nously and oral intake was stopped.

On the 5™ day, the general condition was good
and the vital signs were normal. Her peristalsis as well
as her micturition and bowel movement were normal.
The antibiotics were continued orally and she was
given soft food.

On the 6t day, she was discharged in good gen-
eral condition and treated as an outpatient in pediat-
ric surgery department.

Discussion

The typical clinical manifestations of intussusception
consist of severe paroxysmal colicky pain, frequent
vomiting, passage of stool containing blood and mucus,
and tumor mass in the right upper abdomen. Blood
generally is passed within the first 12 hours but
sometimes this typical symptom does not occur in the
initial stage of the disease. 1#

In the first case, vomiting caused dehydration.
The abdominal mass could not be identified on plain
abdominal x-ray. There was no passage of blood and
mucus per anum although the intussusception had
developed for 3 days prior to hospitalization. This
type of case, by Janik, is termed “nonischemic intus-
susception”, which is more difficult to diagnose, and
usually the patient has undergone a prolonged hos-
pitalization before the diagnosis is established using
barium enema,® as in the first case. The first patient
was discharged on the 14t day of hospitalization af-
ter surgical reposition was made.

In the second case, diarrhea was the initial
symptom followed by passage of stool containing
blood and mucus one week later. The bloody diar-
rhea then directed the working diagnosis as bacil-
lary dysentery which mostly caused by Shigella sp.
Bloody diarrhea at 6 months of age does not ex-

clude the possibility of intussusception, which is the
most common cause of intestinal obstruction be-
tween 3 months and 6 years of age, especially when
solid food is suspected as the etiology of the intus-
susception. As a comparison, the peak incidence
of bacillary dysentery is between the ages of 6
months and 3 years. 4

Barium as well as pneumatic reposition failed
to reduce the intussusception in both patients. In-
creasing pressure during barium reduction may lead
to bowel perforation, which will produce intractable
peritonitis. For this reason, pneumatic reduction
was performed. Although it might also produce per-
foration, the negative effect would have been
milder.”® The second patient was discharged on the
6t day of hospitalization after surgical reposition
was performed.
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