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ABSTRACT 

Intestinal obstruction due to intussusception is a common cause of paediatric surgical emergency. A 

prospective study of consequence cases with intussusception who managed from January 2009 to May 2011 at 

Omdurman Military Hospital in Khartoum, Sudan was done to examine the pattern of intussusceptions in chil-

dren and the management outcome. 

Twenty eight cases were seen over the study period with an age range of 3 months to 13 years with 

mean ± SD of 1.97 ± 2.74 years. Majority (64.3%) were less than one year of age. 71.4% of presented late. The 

classic triad of symptoms was seen in 28.6% cases. Ileoceacal and colocolic intussusceptions were observed in 

19 patients (67.9%), and 4 patients (14.3%) respectively. A leading point was found in 8 cases only. 21.4% of 

patients were treated by other physician as a case of gastroenteritis before been diagnosed as intussusceptions. 

A high index of suspicion leading to an early detection and facilitating an appropriate management. 
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ÖZET 

İntussusepsiyonlara bağlı barsak tıkanıklıkları çocukluk çağı acil cerrahi hastalıklarının önemli bir 

sebebidir. Ocak 2009 ile Mayıs 2011 tarihleri arasında Sudan / Hartum’daki Omdurman Askeri Hastanesine 

gelen intussusepsiyonlu çocuk hastalardaki sebepler ve hastaların klinik seyirleri prospektif olarak değer-

lendirildi. 

Yaşları 3 ay ile 13 yıl arasında değişen toplam 28 hastada (Ortalama ± SD, 1.97 ± 2.74 yıl), bu sure 

içerisinde izlendi. Hastaların çoğunluğu (%64.3) bir yaşından küçüktü. Vakalrın %71.4’ü gecikmiş olarak 

gelmişlerdi. Olguların %28.62sında klasik semptom triadı mevcuttu. Olguların 19’unda (%67.9) ileoçekal ve 

4’ünde (%14.3) kolokolik intussusepsiyon vardı. Olguların 8’inin (%21.4) hastaneye gelmeden once başka 

hekimler tarafından gastroenterit öntanısı ile takip edilmiş olduğu saptandı.  

 Hastalığın uygun ve başarılı tedavi için öncelikle tanısının akılda tutulması ve şüphelenilmesi önemli 

rol oynamaktadır. 

 

Anahtar kelimeler: Çocukluk çağı, intussusepsiyon, form, yaklaşım. 

 

INTRODUCTION 

Intussusception, the invagination of a por-

tion of the intestine into an adjoining part is an im-

portant condition in paediatric surgery. It is the 

common cause of intestinal obstruction in infants. It 

has been recognized for over 300 years. It is usually 

idiopathic in nature with a physical lead point being 

found rarely (1). Intussusception is the most com-

mon cause of intestinal obstruction among children 3 

months to 5 years of age (2). In most cases the etio-

logic cause is unknown.  
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The association with mesenteric lymphade-

nopathy has raised the possibility of an infectious 

cause (3). Accurate estimates of the incidence of 

intussusception are not available for most develop-

ing countries and for many developed countries. 

Intussusception rates reported from various parts of 

the world ranged from 24 to 230 cases per 100,000 

children annually (4,5). Reduction in intussusception 

rates were reported in some geographical regions but 

not in others (5). 

Intussusception in children is a common 

problem, and in some cases the diagnosis can be 

accomplished clinically on the basis of the classical 

presentation of crampy abdominal pain, blood in the 

stools, and, on physical examination, a palpable 

mass or empty right lower quadrant. However, these 

findings are not always present (6), and indeed the 

clinical presentation of intussusception is variable 

and protean.  

Most studies reporting the incidence of in-

tussusception are hospital-based. In general, these 

are retrospective chart reviews of patients with in-

tussusception presenting to a single hospital for a 

specific period (5). 

The aim of this study was to examine the 

pattern of the intussusception in children and the 

management outcome. 

 

PATIENTS AND METHODS 

This study was a 2-year prospective study 

included all children aged 13 years and below, who 

attended the pediatric surgical emergency depart-

ment and managed for intestinal obstruction due to 

intussusception between June 2009 and May 2011 at 

the Paediatric Surgical Department of Omdurman 

Military Hospital, Khartoum, Sudan. The consent 

was taken from parents prior to enroll into study. 

Data was collected using a predesigned question-

naire and analyzed included the patient’s age, sex, 

symptoms and signs, type of intussusception man-

agement outcome and postoperative complications. 

Other causes of intestinal obstruction were excluded 

from this study. 

Data were recorded using the Excel Mi-

crosoft office software. Statistical analysis was per-

formed using the SPSS 15.0 software. 

 

RESULTS 

A total of 28 children were managed in our 

centre for intestinal obstruction due to intussuscep-

tion. The ages of these patients ranged from 3 

months to 13 years with a mean ± SD of 1.97 ± 2.74 

years. Eighteen (64.3%) were under the age of one 

year. Seven (25 %) of the patients were between one 

and five years. There were 17 boys (60.7%) and 11 

girls (39.3%); M: F ratio = 1.5:1. 

Most of our patients presented late. 71.4% 

presented after more than 36 hours from the initial 

symptoms. Their presentation ranged from 1 to 52 

days with mean ± SEM of 9.05 ± 2.26 days. Clinical 

features were varying. Table 1 shows the clinical 

presentation of children with intestinal obstruction 

due to intussusception. The classical presentation of 

vomiting, abdominal pain (excessive cry), cons-

tipation and abdominal distension were observed. 

 

Table 1: Clinical symptoms. 

Clinical Features Patients 

(n) 

(%) 

Abdominal Pain 24 85.7 

Vomiting 23 82.1 

Constipation 5 17.9 

Diarrhea 10 35.7 

Passage of bloody stool 14 50 

Red current jelly stool 5 17.9 

 

Colicky abdominal pain, vomiting and pas-

sage of bloody mucoid stool were seen in 85.7%, 

82.1% and 50% cases respectively. The classic triad 

of symptoms was seen in 28.6% cases. Constipation 

was noted in 17.9%. The frequency of the various 

sings elicited is given in Table 2. 

 

Table 2: Frequency of signs. 

Sign Patients 

(n) 

(%) 

Abdominal distension 6 21.4 

Abdominal mass 21 75 

Mass protrusion from 

anus 

3 10.7 

Visible peristalsis 2 7.1 

Dehydratation 7 25 

 

Operative findings were consistent with the 

various types of intussusceptions as shown in figure 

1. various types observed were Ileoceacal, Colocol-

ic, Ileoileal, Ileoileocolic, Ileoceacal & reversed 

colocolic and Jujenoileal & Ileoileal intussuscep-

tions in 19 patients (67.9%), 4 patients (14.3%), 1 

patients (3.6%), 1 patient (3.6%), in 1 patient (3.6%) 

and 1 patient (3.6%) respectively, the remainder 

found to be negative as the condition found to be 

resolved spontaneously in 1 patient (3.6%).  

 

Figure 1: Operative findings. 

 

A lead point was found in 8 cases (28.6%). 

In four (14.3%) it was caecal tumour, two (7.1%) 

were Meckel’s diverticulum, one (3.6%) was an 
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appendix and in another one (3.6%) case it was an 

ileal polyp ( Table 3). It considered being idiopathic 

in origin in the remainder 20 cases (71.4%). 

 

Table 3: Leading points for intussusceptions. 

 Patients 

(n) 

 (%) 

No leading point 20 71.4 

Meckel's diverticulum 2 7.1 

Ceacal tumour 4 14.3 

Polyps 1 3.6 

Appendix 1 3.6 

Total 28 100.0 

 

Study showed a seasonality pattern, as a 

significantly higher number of cases (16/28) (57%) 

were observed in transitional season between sum-

mer and autumn and found to be statistically signifi-

cant (p = 0.04), The second peak was during summer 

(21.4%).  

Six patients (21.4%) were seen by other 

physician and treated as a case of gastroenteritis 

before been diagnosed as intussusceptions. 

Postoperative pyrexia, abdominal pain and 

abdominal distension were seen in 2 patients (7.1%) 

for each.  Surgical site and intravenous line sites 

infection were seen in 1 patient (3.6%) for each. 

There was re-intussusception seen in one patient 

(3.6%). There was one patient (3.6%) died post-

operatively, see Table 4. 

 

Table 4: Postoperative outcome. 

Complications 
Patients 

(n) 
(%) 

No complication 25 89.3 

Death 1 3.6 

Re-intussusception 1 3.6 

Wound and intravenous 

line sites infection 
1 3.6 

Total 28 100.0 

 

DISCUSSION 

Our study did not find any significant dif-

ference in the mean age or sex distribution of the 

patients from other reported regional in Nigeria and 

international studies (7-12). 

Most of our patients presented late. The 

mean duration of symptoms in our study was 9.05 

days with a range from 24 hours to 52 days. This 

was significantly higher than that reported interna-

tionally (7,13,14).  

Presence of the symptoms like a passage of 

blood and mucus in stool usually assumed as an 

episode of infective diarrhoea (1). 

Gandapur et al. from Abbottabad has re-

ported that in 69% cases, the initial diagnosis was 

infective diarrhea. These patients were referred to 

the diarrhea treatment unit (15). Other regional stud-

ies in Nigeria have made the similar observation 

(12,16). 

In our study many cases (21.4%) were ini-

tially treated as a case of gastroenteritis after an 

episode of acute diarrhea. 

The classical triad of symptoms, pain, vom-

iting and bloody stool was noted in only 28.6% 

cases. Sajid et al. noted that, the presence of this 

triad should raise the suspicion of intussusceptions, 

and in their series the classical triad was seen in 33% 

of cases (1).  

Most intussusceptions are antegrade, i.e. the 

proximal small intestine (intussusceptum) is drawn 

into the distal small intestine (intussuscipiens) by a 

bowel lesion acting as a “lead point” to which the 

intussusceptum is attached (17). 

Our study revealed that the antegrade ile-

oceacal (ileocolic) intussusceptions are the most 

common type of intussusceptions followed with 

colocolic type. This is in agree with others where 

Ileocolic intussusception was the commonest 

(12,16,18). 

The intussusceptions are more often retro-

grade and are not associated with a bowel lesion or 

lead point (19). Study showed a reversed colocolic 

in transverse colon intussusceptions in 1 patient 

(3.6%). A lead point observed in 8 cases (10.7%), 

while in 25 cases (89.3%) it was primary with no 

obvious cause.  

 

Limitations of the study 

This study has some limitations. First, it 

does not take into account patients who may have 

been admitted to another hospital. 

Second, in the present study, no post-

mortem data on intussusceptions were available. 

Autopsies are rarely performed in our region be-

cause of religious and traditional issues and these 

data are not available. Therefore, our data possibly 

underestimate intussusceptions rates and the inci-

dence rate of intussusceptions in our population 

might even be higher than currently thought. 

 

Conclusion 

The main emphasis needs to be placed on 

early diagnosis. This can only be achieved if a high 

index of suspicion resides in the mind of the first 

treating physician regarding the possibility of the 

presence of intussusception. It is essential that with a 

history of intermittent colicky severe abdominal 

pain, intussusception must be ruled out before any 

other diagnosis is considered. 

 

REFERENCES 

1. Hameed S, Mahmood K, Ahmad S, and Ali 

L. Intussusception; Management in infants and chil-

dren in our setup. Professional Med J Jun 2007; 

14(2):344-8. 



Ibrahim and Idris 

24 

2. Justice FA, Auldist AW, Bines JE. Intus-

susception: trends in clinical presentation and ma-

nagement. J Gastroenterol Hepatol. 2006;21(5): 842-

6. 

3. Huppertz HI, Soriano-Gabarro M, Grimprel 

E, et al. Intussusception among young children in 

Europe. Pediatr Infect Dis J. 2006;25(1 Suppl):S22-

S29. 

4. Boudville IC, Phua KB, Quak SH, et al. 

The epidemiology of paediatric intussusception in 

Singapore: 1997 to 2004. Ann Acad Med Singapore. 

2006;35(10):674-9. 

5. Bines J, Ivanoff B. Acute intussusception in 

infants and children: a global perspective. In: Vac-

cines and Biologicals. WHO/V&B/02. 19. Geneva: 

World Health Organisation; 2002. Available at: 

http:// www.who.int/vaccines. 

6. Daneman A, Alton DJ. Intussusception is-

sues and controversies related to diagnosis and re-

duction. Pediatr Gastrointest Radiol 1996;34(4): 

743-56. 

7. Al-Adamat AA, Al-Omari NY, Khair B. 

Pneumatic reduction of Intussusception in children. 

JCPSP 2001;11(3):158-60. 

8. Lui KW, Wong HF, Cheung YC, See LC, 

Ng KK, Kong MS, et al. Air enema for diagnosis 

and reduction of intussusception in children: Clinical 

experience and fluoroscopy time correlation. J 

Pediatr Surg 2001;36(3):479-81. 

9. Peh WCG, Khong PL, Chan KL, Lam C, 

Cheng W, Lam WWM et al. Sonographically guided 

hydrostatic reduction of childhood intussusception 

using Hartmann’s solution. AJR 1996;167(12): 

1237-41. 

10. Yoon Ch, Kim HJ, Goo HW. Intussuscep-

tion in children: US-guided pneumatic reduction-

initial experience. Radiology 2001;218(1):85-8. 

11. Bajaj L, Roback MG. Postreduction man-

agement of intussusception in a children’s hospital 

emergence department. Pediatrics 2003;112(6 Pt 1): 

1302-7. 

12. Mirza I, Hamid A. Intussusception in chil-

dren. JCPSP 1994;4(1):24-7. 

13. Miraj MZ. Experience with pneumatic re-

duction of Intussusception in children. JCPSP 1998; 

(8)3:133-6. 

14. Lee JH, Choi SH, Jeong YK, Kwon WJ, 

Jeong AK, Kang BS et al. Intermittent sonographic 

guidance in air enemas for reduction of childhood 

intussusception. J Ultrasound Med 2006;25(9):1125-

30. 

15. Gandapur ASK, Muhamad G, Awan FN, 

Tayyab M. Intussusception in infants and children-

An analysis of 130 cases in Abbottabad and Hazara 

division. J Ayub Medical Coll Abbottabad. 2000; 

12(1):16-8. 

16. Mansur SH, Ahmed S, Rafi M, Sheikh A. 

Childhood intussusception. Ann King Edward Med 

Coll 2005;11(3):292-4. 

17. Kyle Ver Steeg. Retrograde Intussusception 

following Roux-en-Y Gastric Bypass. Obesity Sur-

gery 2006;16(8):1101-3. 

18. Khan MA. Present scenario in the early and 

late presentation of paediatric intussusception: Criti-

cal analysis of diagnostic and management aspects. 

(dissertation) CPSP;1996:88-100. 

19. Lewis A. A 37-year old with vomiting and 

severe, left-sided abdominal pain 3-years after gast-

ric Bypass surgery. J Emerg Nurs 2006; 32(1):48-50. 

26 

http://www.who.int/vaccines

