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Abstract 
Introduction: Acute intestinal intussusception is a medical-surgical emer-
gency. It is the main etiology of intestinal obstructions in infants. Its diagnosis 
is essentially clinical in its typical form with ultrasound confirmation. Care 
still remains problematic in developing countries where delay in care impacts 
morbidity and mortality. Our work aims to evaluate the epidemiological, clin-
ical, diagnostic and therapeutic aspects of acute intestinal intussusception. Ma-
terials and Method: It was a 3-year retrospective and descriptive study from 
January 1, 2022 to December 31, 2024, including patients aged 0 to 15 years 
operated on for acute intestinal intussusception in the pediatric surgery depart-
ment at Nianankoro Fomba Hospital in Segou. Results: We recorded 40 cases, 
representing an annual frequency of 13.3 cases. The average age was 2 years 5 
months. There was a male predominance (24 cases). The sex ratio was 1.5. The 
average consultation time was 3.2 days. Thirty percent (30%) of patients had an 
altered general condition. The functional signs were dominated by vomiting 
(87%), paroxysmal cries (62.5%), and rectal bleeding (52.5%). The classic triad 
was present in 40% of cases. The intussusception sausage was palpable at 57.5% 
and prolapsed through the anus at 7.5%. Abdominal ultrasound was performed 
in 72.5% of cases. The treatment was surgical for all patients. The ileo-colic form 
(ileo-caeco-colic and transvalvular ileo-colic) represented 75% of cases. Manual 
desinvagination was performed in 65%, and resection-anastomosis in 35%. 
Postoperative complications were the abscess of the surgical site in 3 cases, 
including a case of recurrence of intussusception on day 6, then an eventration 
at 1 month. The average length of hospitalization was 6.6 days. Conclusion: 
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The management of acute intestinal intussusception remains a challenge in 
our context. Improving your prognosis requires early diagnosis and treatment.  
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1. Introduction 

Acute intestinal intussusception is the penetration of one intestinal segment into the 
adjacent segment. It is a medical-surgical emergency, and the most common cause 
of intestinal obstruction in infants and children under 2 years of age [1]. All age 
groups can be affected [2]. The incidence is estimated to be between 20 and 100 
cases per 100,000 births [3] [4]. The clinical diagnosis is considered in front of the 
classic triad (abdominal pain or paroxysmal cries, vomiting and rectal bleeding), but 
these symptoms are often inconstant with a misleading clinical picture in some cases 
[5] [6]. Abdominal ultrasound confirms the diagnosis by showing the intussuscep-
tion tube [7]-[10]. The prognosis depends on the early diagnosis and treatment. 
Pneumatic or enema reduction is indicated as the first intention in the absence of 
contraindication and gives good results [6] [11] [12]. Surgical treatment remains 
relevant in countries with limited resources, where the technical capacity is insuffi-
cient, and where patients are faced with late diagnosis [13]. In the absence of a spe-
cific study on the subject in our locality, we set ourselves the objective: to evaluate 
the epidemiological aspects, the clinical and evolutionary profile of acute intestinal 
intussusceptions managed in the pediatric surgery department at the Nianankoro 
Fomba hospital in Segou. 

2. Materials and Method 

It was a retrospective and descriptive study over 3 years from January 1, 2022 to 
December 31, 2024 performed in the pediatric surgery department at Nianankoro 
Fomba Hospital in Ségou. We included all patients aged 0 to 15 years operated 
exclusively for acute intestinal intussusception. Patients operated on in another 
structure were not included in our study. Data was collected from medical records, 
consultations and operative registers. The variables studied were sociodemographic 
parameters (age, sex, residence, notion of referral/evacuation), clinical characteris-
tics (general condition, vomiting, abdominal pain, rectal bleeding, paroxysmal cries, 
palpation of the sausage, prolapse of the sausage), the type of intussusception, the 
therapeutic aspects (the approach, the surgical procedure, the associated procedures) 
and the outcome. Data entry and analysis were done with IBM SPSS version 26. 

3. Results 

The annual frequency of intussusception was 13.33 cases. The average age was 2 
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years 5 months with extremes of 2 months and 15 years. The median age was 11 
months (Table 1). 

 
Table 1. Distribution of patients according to demographic data. 

Demographic data 
Percentage 

 Number of cases 

Age group   

1 month - 2 years 30 75% 

>2 years 10 25% 

Sex   

Male 24 60% 

Female 16 40% 

Residence   

City of Segou 28 70% 

Other cities 12 30% 

 
The age group of 1 month to 2 years was represented in 75% of cases (30 cases). 
The male gender was predominant (24 cases) with a sex ratio of 1.5. 
The majority of patients were from the city of Segou via the emergency room, 

representing 70% of cases. Referrals/evacuations involved 12 patients, representing 
30% of cases (Figure 1). 

Twenty-eight (28) patients, 70% of cases, consulted during the dry season (Fig-
ure 1). 

We recorded the highest number in March (6 cases) followed by January (5 
cases) and May (5 cases). The majority of patients were admitted via the emergency 
room, 70% of cases. The referrals/evacuations concerned 12 patients or 30% of 
cases (Table 2). 

 

 
Figure 1. Distribution of patients according to the season of the year. 
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Figure 2. Distribution of patients according to the number of cases per month. 

 
Table 2. Distribution of patients according to the medical consultation deadline. 

Consultation deadline Number of cases Percentage 

<24 hours 2 5% 

24 - 48 hours 16 40% 

>48 hours 22 55% 

Total 40 100% 

 
Thirty-eight (38) patients consulted more than 24 hours after the symptoms, 

representing 95% of cases. The average time between the symptoms and the con-
sultation was 3.2 days with extremes of 1 and 6 days (Table 3). 

 
Table 3. Distribution of patients according to clinical signs. 

Clinical signs 

 Number of cases Percentage 

General condition   

Fair 28 70% 

Altered 12 30% 

Functional signs   

Classic triad 16 40% 

Paroxysmal cries 25 62.5% 

Addominal pain 10 25% 

Vomiting 35 87.5% 

Rectal bleeding 21 52.5% 
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Continued 

Physical signs   

Palpable sausage 23 57.5% 

Abdominal distension 6 15% 

Abdominal defense 6 15% 

Rectal prolapse 3 7.5% 

Non-specific 2 5% 

 
Twenty-eight (28) patients, in 70% of cases, had a preserved general condition. 

Classic Ombredane triad (paroxysmal cries + vomiting + rectal bleeding) was pre-
sent in 16 patients, in 40% of cases. Vomiting was the most frequent functional sign, 
in 87.5% of cases. The intussusception sausage was palpable in 23 patients, 57.5% of 
cases. The intussusception sausage was prolapsed in 3 patients, in 7.5% of cases. 

Radiological examinations were requested in 34 patients, in 85% of cases. Ab-
dominal ultrasound showed intussusception in 100% of cases, in the 29 patients 
(72.5%) who performed this examination. 

All our patients were treated surgically. The approaches used were the supra-
umbilical transverse in 38 cases (95%) and the median in 2 cases (5%) (Table 4). 

 
Table 4. Distribution of patients according to surgical procedure and type of intussusception. 

Procedure 
 
Type 

Manual 
desinvagination 

Manual desinvagination 
+ Principle 

appendicectomie 

Resection- 
anastomosis 

Total 

Ileo-ileal 3 0 3 6 

Ileo-colic 0 19 11 30 

Colo-colic 3 0 0 3 

Double(ileo-ileo-colic) 0 1 0 1 

Total 6 20 14 40 

 
The intussusception was ileocolic in 75% of cases. A double intussusception (ileo-

ileocolic) was noted in one patient. The procedures performed were manual desin-
vagination in 26 cases (65%), and resection-anastomosis in 14 cases (35%). The pro-
cedure associated with desinvagination was appendectomy in 20 cases (Table 5). 

 
Table 5. Distribution of patients according to type of intussusception and age group. 

Type 
Age group 

Ileo-ileal Ileo-colic Colo-colic 
Double  

(ileo-ileo-colic) 
Total  

(n = 40) 

Infant (1 mois - 2 ans) 3 26 0 1 30 

Children (>2 ans) 3 4 3 0 10 

Total (n = 40) 6 30 3 1 40 

Khi2 = 13.5, p = 0.004. 
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Ileocolic intussusception was represented in 30 cases, 75%. The ileocolic type 
affected infants in 26 cases and children in 4 cases. This rate corresponds to 86.6% 
in infants. There is a statistically significant association between age group and 
type of intussusception. 

The procedure associated with manual desinvagination was the appendectomy 
in 20 cases. 

The postoperative course was simple in 37 cases (92.5%). Postoperative compli-
cations affected 3 patients (7.5%). It was a surgical site infection. Among these 3 
patients, one patient had a recurrence (ileo-ileal intussusception) on postoperative 
day 6, then an abdominal eventration at 1 month. The average length of hospital-
ization was 6.6 days with extremes of 4 and 15 days. 

4. Discussion 

The annual frequency of acute intestinal intussusception varies according to geo-
graphic regions. Our frequency of 13.3 cases/year is similar to the sub-Saharan 
series [14] [15], but higher compared to the North African series [16]. Acute in-
testinal intussusception occurs before the age of 1 year in more than 60% of cases, 
with a high rate between 3 months and 8 months [17]. The median age is around 
9 to 10 months [3]. The median age in our study was 11 months. The peak zone 
is between 3 months and 2 years [18]. Our age group of 1 month to 2 years repre-
sented 75% of cases. Male gender is generally associated with the occurrence of 
acute intestinal intussusception [4] [17] [19]. We made the same observation; the 
sex ratio was 1.5 in our study. The occurrence of acute intestinal intussusception 
following viral infections is reported in the literature [1] [18] [20]. Its seasonal 
nature is disputed [21] [22], however, a viral origin is correlated with its occur-
rence [18] [20]. In our study, we observed a peak in frequency during the dry season 
(November to May). This could be explained by the relatively long duration of the 
dry season (7 months) and especially the increase in viral infections during this 
period in a tropical environment. Delays in consultation still remain a challenge 
in African countries, with an average diagnosis time greater than 48 hours [13] 
[14] [23]. Our average consultation time was 3.2 days, of which 95% of patients 
consulted after 24 hours of progress. This delay could be explained by the use of 
traditional treatment and the distance from health structures. The symptoms of 
acute intestinal intussusception are diverse and varied; there are atypical presen-
tations where the abdominal symptoms are secondary and the diagnosis is some-
times more difficult and delayed [24]. The classic Ombredane triad of abdominal 
pain or paroxysmal cries, vomiting and rectal bleeding has a positive predictive 
value of 93% [5], but it only concerns 7.5% to 40% of patients [6] [25]. This classic 
triad is often the prerogative of acute intestinal intussusceptions in infants. In our 
study, it was present in 40% of cases and it only concerned infants. The intussus-
ception tube is most often palpated in the right hypochondrium or in the epigas-
tric region; it is found in 70% of cases of ileocecal intussusception [26]. The sau-
sage was palpated in 57.5% of cases in our study. Acute intestinal intussusception 
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prolapsed through the anus due to anatomical factors, notably a lack of adjoining 
of the colon and a long mesentery [27] [28]. These anatomical factors are corre-
lated with a diagnostic delay in African and Indian series where the prevalence 
varies from 5% to 40% depending on the study [29]-[31]. The sausage was pro-
lapsed in 3 patients (7.5%) in our series. This rate could be explained by a delay in 
consultation of at least 72 hours in the 3 patients. Plain abdominal radiography 
(ASP) is no longer recommended for the diagnosis of acute intussusception [32]. 
It is mainly used to look for signs of complications, in particular pneumoperito-
neum and hydro-aerial levels, which are respectively in favor of digestive perfora-
tion and intestinal obstruction. We performed radiography on 5 patients (12.5%) 
who presented with abdominal distension. He objectified hydro-aerial levels, in 
favor of intestinal obstruction. Radiological diagnosis is essentially based on ab-
dominal ultrasound which has a sensitivity of around 100% and a specificity of 88 
to 100% [5] [8]-[10]. High-frequency ultrasound is absolutely diagnostically reli-
able. The characteristic appearance of intussusception is visible in cross-section 
and longitudinal section [7] [33]. Abdominal ultrasound was requested in 72.5% 
of cases in our study. She objectified the image as a cockade and a sandwich in all 
cases. Non-surgical treatment (pneumatic or enema reduction) has shown its ef-
fectiveness in the management of acute ileocolic intussusceptions with a success 
rate of around 89% for pneumatic reduction and 72% for enema reduction [6] 
[11] [12]. Non-surgical treatment is carried out as first intention in the absence of 
contraindication [34], putting surgical treatment in the background. Surgical treat-
ment is indicated in case of failure or contraindication of the enema [34]. How-
ever, surgical treatment remains the only alternative in our context where the tech-
nical platform is insufficient (little infrastructure and personnel), the teams are 
not trained in non-surgical reduction and there are delays in consultations [13]-
[15]. All our patients were treated surgically. We performed a transverse approach 
above the umbilical in 95% of cases and a median in 5% of cases. This could be 
explained by our preference for the transverse approach which causes fewer com-
plications (scary, post-operative pain) in infants and small children. The anatom-
ical ileo-colic form of acute intestinal intussusception accounts for 80 to 90%, the 
ileo-ileal from 5% to 8%, the colocolic form 2% and the ileo-ileocolic form 10% 
[35] [36]. In our study, the ileocolic form represented 75% of all cases and 87% of 
intussusceptions in infants. In our study, the ileocolic form represented 75% of all 
cases and 87% of intussusceptions in infants. The ileo-ileal form was represented 
in 15% of cases, the colocolic form in 7.5% and the ileo-ileo-colic form in 2.5%. 
Our results are similar to the literature data with regard to the ileocecal form but 
different in the other forms. This could be explained by the small sample size and 
the high number of older children in our study. Delay in diagnosis and treatment 
causes a high rate of morbidity and mortality in poor countries [13] [22] [36]. We 
performed manual desinvagination in 26 cases (65%) and intestinal resection, fol-
lowed by end-to-end anastomosis in 14 cases (35%). This high rate of intestinal 
resection could be explained by the overall delay in treatment. The complications 
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inherent to open surgery constitute a morbidity independent of the diagnosis of 
intussusception. These complications are of the order of 1%, including complica-
tions of anesthesia, wall abscesses, and flange occlusion [37]. In our study, we rec-
orded 3 cases of wall abscess, including in one case a recurrence of postoperative 
intestinal intussusception and an abdominal eventration. The duration of hospi-
talization varies depending on the nature of the treatment (surgical or not). Acute 
intestinal intussusceptions reduced non-surgically require an average of 2 days of 
hospitalization, with surgical reductions being up to 10 days of hospitalization in 
some studies [17] [23]. Our average length of hospitalization of 6.6 days could be 
explained by the fact that all our patients were treated surgically. 

5. Conclusion 

The management of acute intestinal intussusception still remains a challenge in 
African countries. The low socio-economic level, the lack of knowledge of the dis-
ease and the use of traditional treatment are the main causes of the delay in diag-
nosis and management of acute intestinal intussusception. Improving the prog-
nosis of acute intestinal intussusception in our context will involve raising aware-
ness among the population, training medical personnel, and improving the tech-
nical platform in our health structures. 
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