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Abstract

Intussusception occurs for two reasons, the first one of which is automatically, the pathogenesis of which is not well known; is
believed that the secondary cause is an imbalance in the longitudinal forces entering the intestinal wall.An imbalance in intra-
intestinal intussusception can be due to a mass that acts as a lesion or causes abnormal prestipation patterns. As a result of the
imbalance in the forces entering the intestine, part of the intestine is interspersed into the adjacent lumen. The tangential
interstitial part entersthe intestine in the form of atelescope. This continues, and the proximal sections continue to enter the tube.

If the tentorium is progressing and the bowel movement is progressive, intussusception can progress to the colon or sigmoid, or
even out of the anus. The tentorium is also interspersed with the intestine, causing the classical patho-physiological process of
other intestinal obstructions .Patients with intussusception sometimes have no signs and symptoms of a disease, thus delaying the
diagnosis and providing the possibility of dangerous consequences . Considering the possibility of intussusception is very
important in evaluating a child less than 5 years of age who has abdominal pain, or suffering from Henoch-Schweinfurt purpura
and hematologic dislocations .
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Introduction

Intussusception occurs for two reasons, the first one of causing the classical patho-physiological process of
which is automatically, the pathogenesis of which is other intestinal obstructions (3, 4).
not well known; is believed that the secondary causeis
an imbalance in the longitudinal forces entering the At the beginning of this process, lymphatic rejection is
intestina wall (1). impaired. Then, with increasing intestina pressure in
An imbalance in intra-intestinal intussusception can be the tangled area, the return of the venous is disrupted.
due to a mass that acts as a lesion or causes abnormal If the blockage continues, the pressure reaches a point
prestipation patterns (2). As a result of the imbalance where the arterial flow is interrupted and thereafter,
in the forces entering the intestine, part of the intestine non-ablation occurs. The intestina mucus is highly
is interspersed into the adjacent lumen. The tangential susceptible to fever, because it is the furthest point in
interdtitial part enters the intestine in the form of a the arterial blood supply. Ischemic mucus that falls
telescope. This continues, and the proximal sections and causes a positive stool in the blood and as a result
continue to enter the tube. of the classic sign of stool gelatinization.If the
treatment is not done, full thickness and perforation of
If the tentorium is progressing and the bowel the gangrene occurs (5 and 6).

movement iS progressive, intussusception can progress
to the colon or sigmoid, or even out of the anus.The
tentorium is also interspersed with the intestine,
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Lateral lesons

Approximately 2-12% of children with intussusception
are found underlying surgical lesions.The occurrence
of underlying lesion increases with age and suggests
that non-surgical reduction is extremely unlikely.
Examples of the underlying lesion are asfollows;

Ducta Meclot

enlarged mesenteric lymph nodes

Benign or malignant mesenteric or intestinal
tumors including lymphoma,  polyps,
ganglionnoma, and hamartomas associated
with Putsz_Jerrn syndrome

Mesenteric cysts

mucosal hematomas that can occur in patients
with Henoch-Schoenlein purpura or coagulant
discharges.

Reverse appendix root

Sutures during an Anatomy

Secondary intestina hematomas to hit the
abdomen

Foreign objects

Hemangioma

Kaposi's syndrome

Post-transplant disorder in lymphproliferative
diseases

Hemophilia and other coagulation disorders

Patients with hemophilia and other coagulation
disorders may develop gastrointestinal mucosal
hematomas leading to intussusception. Peritoned
hemorrhage should aso be included in other diagnoses
of the abdomina pain. If bowel obturation occurs,
abdominal radiographs should show the obstructive
pattern of the small intesting; otherwise, supportive
treatment with correction of coagulation disorder is
performed (7).

Post-oper ative intussusceptions

Post-operative intussusception is one of the rare
complications that occurs in 0.08-0.5% cases of
laparotomy. Intussusception can occur in an area
independent of the dte of the operation.
Intussusception usually occurs after 2 weeks of
surgerywith the sudden onset of secondary intestinal
obstruction. Treatment, reduction through action, is
immediate (8).
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Cystic fibrosis

Intussusceptionoccurs in approximately 1% of patients
with cystic fibrosis. It is assumed that intussusception
accelerates with rigidity and thickening of fecal matter
that binds to mucus and acts as a lesion. Differentia
diagnoses include intestinal  obstruction and
appendicitis syndrome. Most of these patients require
surgical reduction (9 and 10).

Idiopathic

The main cause of intussusceptionis not clear in the
majority of cases; this group are referred to as
automatic intussusception. A theory that explains the
possible etiology of spontaneous intussusception is the
presence of large platelets. This hypothesis comes from
3 observations:

1. The disease often affects the upper respiratory tract
infection.

2- The Lleocalicregion has the highest mesenteric
lymph nodes.

3. Enlarged lymph nodes are often seen in patients
requiring surgery. It is unclear whether the
enlargement of the old plague is a response to the
intussusception or the cause of it (11).

Epidemiology

A large geographical difference in the incidence of
intussusception disease among countries and cities in
one country has made it difficult to determine the
prevalence correctly. There is no study in the United
States about the definitive outbreak of intussusception.
It is estimated that the incidence is 1 case per 2000
live births. In the UK, the incidence ranges from 4-6 /
1to 1,000 births. In general, the male to femaleratio is
approximately 3 to 1. As the age increases, the gender
difference increases so that in men over the age of 4
yearsthe male to femaleratio is8to 1.

Two-thirds of patients with intussusception are less
than 1 year old. Most often, intussusception occurs in
children aged 5 to 10 months.Intestinal enuresisis the
most common cause of intussusception in patients 5
months to 3 years. Intubation is responsible for about
25% of the cases of emergency abdominal surgery in
children younger than 5 years (12 and 13).
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Prognosis

If intussusception is duly diagnosed, it will be quite
excellent for the prognosis of patients. Otherwise,
severe complications and death may occur. The rate of
relapse of intussusception after vomiting is usualy
less than 10%, but 15% has, aso, been reported. Most
cases of relapses occur within the first 72 hours,
however, recurrence is reported 36 months later. If
recurrence happens more than once, there is the
possibility of lesion (8).The cases of relapse after
barium and air enema are 4% and 10%, respectively.
The relapse responds to 95% of non-surgical
resuscitation (14).

Complications of intussusception, which occur in
rare cases, such as delayed diagnosis, include:

Perforation during non-surgical placement
Wound infection

Internal hernia and adhesion that causes bowel
obstruction.

Sepsis due to unidentified peritoned
inflammation (major complication due to non-
diagnosis)

Gastrointestinal bleeding

Necrosis and perforation of theintestine
Recurrence

With timely diagnosis, adequate fluid therapy and
treatment, the degree of motility islessthan 1% dueto
intussusception; however, if left untreated, this
condition is particularly lethal within 2 to 5 days (15).

Clinical symptoms

The sum of the symptoms and signs of intussusception
is one of the most classic manifestations of pediatric
diseases. However, the classic trilogy of vomiting,
abdominal pain and bleeding from the anus is only
occurring in one third of the patients. The patient is
often a child with vomiting, abdomina pain, blood
and mucus exits, drowsiness and palpitations. These
symptoms occur after an upper respiratory tract
infection.In a few cases, parents report one or more
abdominal attacks for 10 days to 6 months earlier than
this period. These patients are likely to have a surgical
lesion that causes recurrent intussusception and self-
sustaining intubation (16 and 17).Pain is severe and
intermittent in intussusception. Parents or caregivers
describe the child as having trapped the legs into the
abdomen and kicking the air. The kid stays clam
during the interval of the attacks (18).Non-bile and
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reactive vomiting is initially bile vomiting when
intussusception occurs. It is assumed that each child
with biliary vomiting has conditions that require
surgical  treatment, unless proven otherwise
(19).Parents also mention fecal excrement, which is
similar to jelly-raisins. This stool is a combination of
mucus, mucous mucus and blood, diarrhea can be the
initial marker of intussusception.

Sleepiness is a relatively common symptom of
intussusception. The cause of the occurrence of
deepiness is unknown. Sleepiness does not occur in
other types of bowel obstruction. Sleepiness can only
be a symptom that challenges the diagnosis (20).In a

prospective observational study,
Weinhmillerconducted several clinica trials for
classifying children a risk for  probable

intussusception. The study concludes that older than 5
months of age, male genital mutilation and drowsiness
are the three most important clinical factors that
predict intussusception  (21).Intussusception is
common in children with malnutrition. The child has
periods of frequent drowsiness that has periods of
attack cry, which is repeated every 15-30 minutes. The
child may be pale, sweating and suffering from
hypotension (if a shock has occurred) (22).The main
symptom of a physical examination of a child with
intussusception is the presence of a massive mass in
the lower abdomen and the emptying of the lower and
right abdomen (23).The touch of the mass is difficult
and it is better to touch the site when the infant is cam
and tranquil. Abdominal distension occurs when
complete obstruction occurs. If there is gangrene and
non-peritoneal intestine, the presence of tightness
suggests peritoneal inflammation (24).In the early
stages of the disease, the presence of secret blood in
the stools is impaired by the first symptom of mucosal
hemorrhage. Then, clear bloodshed of the anus and the
classic sign of jelly-raspberry stool appear. Fever and
leukocytosis are late symptoms, suggesting gangrene
and non-population (25 and 26).Patients with
intussusception sometimes have no signs and
symptoms of a disease, thus delaying the diagnosis
and providing the possbility of dangerous
consequences (27). Considering the possibility of
intussusception is very important in evaluating a child
less than 5 years of age who has abdominal pain, or
suffering from Henoch-Schweinfurt purpura and
hematol ogic dislocations (28).
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