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Clinical Analysis of Intussusception Delayed in the Final Diagnosis

Eo Jin Kim, M.D., Min Hae Lee, M.D., Hae Young Lee, M.D., Jum Su Kim, M.D.
Ji Hyun Seo, M.D., Jae Young Lim, M.D., Myoung Bum Choi, M.D.
Chan Hoo Park, M.D., Hyang Ok Woo, M.D. and Hee Shang Youn, M.D.

Department of Pediatrics, Gyeongsang National University College of Medicine, Jinju, Korea

Purpose: In this study, we tried to evaluate the clinical characteristics or circumstances that lead
to unintentionally the delay in the diagnosis of intussusception or to the wrong direction that prevent
the proper management early.

Methods: All the patients of intussusception with delayed diagnosis in the department of pediatrics
or emergency room at Gyeongsang National University Hospital from 1990 to 2003 were enrolled
and reviewed retrospectively.

Results: There were 8 boys and 6 girls and their median age was 8 months (range 2 months to
10 years). Their initial symptoms and signs were vomiting, seizure, diarthea, lethargy, irritability,
bloody stool, palpable abdominal mass, foul odor of urine and tachycardia. Clinical diagnosis or
impressions at admission consisted of acute gastroenteritis, shigellosis and toxic encephalopathy,
convulsive disorders, urinary tract infections, sepsis, abdominal mass and intestinal obstruction.
Eight patients were luckily diagnosed due to the delayed manifestations of cyclic irritability or
currant jelly stool. Six patients were not paid attentions for the possibilities of intussusception and
diagnosed serendipitiously by the abdominal sonography or CT during the evaluation of the
abdominal mass or distension. Only five of 14 cases (35.7%) were successfully managed by barium
or air reductions. The other 9 cases needed surgical operations.

Conclusion: Delayed diagnosis of intussusception arise when doctors initially diagnose the patients
incorrectly due to the unusual presentations or when they overlook the newly arising symptoms
or signs suggestive intussusception after the admission because they are ardently attached to the
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first impressions or initial clinical diagnosis. (Korean J Pediatr Gastroenterol Nutr 2004; 7: 16 ~

23)

Key Words: Intussusception, Delayed diagnosis
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oyt whAE 73971 63(42.9%) cH(Table 1). 93
(64.3%)7F 44 2427k o] of] Zlko] =L 4%
(28.6%)= 2~3Y Aoldl, 18|(7.1%)= 6Ll A

cho] | glrh. 6Aell Ak ofle 82 AP s
A& T 4 5Ll BA7] Al#ste] 6afoll A
253 ol T s A 49 304 Aol A

Table 1. Cinical Presentations of Intussusceptions with Delayed Diagnosis

Age Symptom Initial diagnosis Progression Type of Type of Int—
management  ussusception
1 5 m Fever, vomiting AGE* Suspect for bloody stool MR’ lleocacal
after 8 hours
2 8m Vomiting, AGE*, PSVT'  Detection by CT for MR’ lleocecal
diarrhea, abdominal distension after
lethargy, 30 hours
tachycardia »
3 8 m Fever, diarrhea AGE* Suspect for irritability, BR’ lleocecal
bloody stool and abdominal
distension
412 m  Abdominal AGE*, Detection by CT for MR’ leocecal
Distension Intestinal abdominal distension after
distension 15 hours »
511 m Fever, seizure, Shigellosis and Suspect for irritability after BR’ lleoileocecal
vomiting, toxic 11 hours
bloody stool encephalosis
6 13 m Vomiting, Shigellosis Suspect for bloody stool and MR lleocecal
lethargy irritability in third day
7 16 m Fever, siezure, Shigellosis and Suspect for irritability and BR’ lleocecal
bloody stool toxic vomiting after 4 hours
encephalosis
8 5m Seizure Seizure disorder  Suspect for bloody stool MR’ lleocecal
after 2 hours
9 6 m Vomitng, Hyponatremic Detection by sono for MR lleocecal
diarrhea, seizure seizure abdominal mass after 4
hours
10 3 m Foul odor of uTl’ Suspect for bloody stool lleocecetomy  lleoileocecal
urine, dark stool after 7 hours _
11 4 m Fever, irritability ik Detection by kidney sono for BR’ lleocecal
UTI, but he was irritable in
5 days
12 2 m Vomiting Sepsis Detection by barium enema Cecectomy lleoileocecal
for abdominal distension in
second day _
1317 m  Vomiting, Intestinal Suspect for bloody stool BR’ lleocecal
irritability obstruction after 5 hours
14 10 yr  Abdominal mass Abdominal Detection by sono for Resection Colo—colic
mass abdominal mass after 4

hours, Peutz-Jegher Syn.

*Acute gastroenteritis, " Manual reduction, ¥ Supraventricular tachycardia, "barium reduction, "urinary tract infection
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Fig. 1. Type pf treatment of intussusception with E Bskm Acke] SolA £4, Axjol Ak
delayed diagnosis. Nine cases (64.3%) of 14 underwent = o o mAls o =
operation, other 5 cases (35.7%) underwent successful ol2% 757t FF AT Tddlle Adke] =
barium reduction. OP: Operation BR: Barium reduction. 013 A$& 60%7}4 B o]% 9}, o= 7

Il Resection
[ MR
[ BR

Fig. 2. Management in relation to time interval from admission to the final diagnosis. (A) Time interval <24 hr
(9 cases), (B) Time interval 2~3 days (4 cases).
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Fig. 3. Treatment method according to type of intussusception. (A) lleo—colic type (10 cases), (B) lleo-ileo-colic

type (3 cases). (C) Colo—colic type (1 case).
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