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Transient Jejuno Jejunal Intussusception in a Thalessemic Child
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Abstract

Small bowel intussusception (SBI) are rare in children compared to adults. Small bowel intussusception can
be transient, can be incidentally seen on ultrasound (US), often reduce spontaneously, no surgical intervention

required. We report a case of Transient Jejuno Jejunal Intussusception in a seven year old child known case of beta
thalessemia major, recovered with conservative management without any complications.
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Introduction

Intussusception which involves segmental
invagination of intestinal segment into an adjoining
intestinal lumen is a common gastrointestinal
emergency, specially in children. It is the most
common cause of small bowel obstruction in
children, most frequent cause of all intestinal
obstruction between 3 m to 6 y, more common in
boys with overall incidence of 0.2% [1].

Intussucception largely remains an idiopathic
entity, more so in children with majority
involving large bowel resolving spontaneously
with supportive care and observation, rarely
complicating to perforation and sequalae.

Transient small bowel intussusceptions are
less common with signs and symptoms not well
described. Catalano described transient small
bowel intussusceptions as momentary dysrhythmic
contractions resulting in a functional abnormality
of peristalsis, stasis of a segment resulting in inward
bowel rotation, creating the intussusceptum [2].

Intussusceptions, very rare has been reported
previously in a thalessemic child presenting
with abdominal pain, ileocolic type, needing
surgical intervention and proven due to yersinia
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enterocolitis [3]. We report a case of Transient
Jejuno-Jejunal Intussusception in a child with
beta thalessemia that resolved with conservative
management.

Case Report

A seven year old boy, a known case of beta
thalessemia major diagnosed at one year of age, on
iron chelator therapy and regular blood transfusion
last two days earlier was admitted with peri
umbilical abdominal pain, which is sudden in onset,
sharp, non radiating since previous night. He had
persistent vomiting since morning not tolerating
even oral liquids. He gave history of watery stools
four days prior.

On examination he had mild dehydration, pulse
rate was 112/min, blood pressure 100/70 mm Hg,
saturation 96% in room air. The oral cavity and
oropharynx was normal. The abdomen was soft,
non distended, with peri umbilical tenderness, no
rebound tenderness or guarding, bowel sounds
present. Rectal examination was normal.

The lab investigations revealed hemoglobin, total
white cell count, serum creatinine and electrolytes,
random blood sugar within normal limits with
ketonuria. Ultrasonogram of the abdomen and
pelvis revealed the diagnostic small bowel tubular
mass in longitudinal view and doughnut with
target sign in transverse view.

Child was managed
intravenous fluids, intravenous antibiotics,
antispasmodics, antiemetics and  constant
observation and monitoring with plan of emergency
surgical intervention in case of deterioration.

conservatively ~with
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Patient seemed to symptomatically and clinically
improve in hours with reduction in pain, vomiting,
and reduction in tachycardia, dehydration and
tenderness. Subsequent day child had completely
recovered without any complications and
confirmed with ultrasound.

Discussion

Intussusception is intestinal obstruction caused
due to telescopic invagination of one bowel
segment into another. Clinical presentation of
intussusception is varied and includes abdominal
pain, nausea, vomiting, lethargy, red currant
jelly stools, these presentations may be missing
in transient small bowel intussusceptions. Most
pediatric intussusceptions are ileo colic, isolated
small bowel involvement rare, yet more than 50%
TBSI are jejunal [4,5].

In general, transient small bowel intussusception
(TSBI) occurs in older children with a mean age
of 4 years. Clinical history and physical findings
are many times sufficient for diagnosis that is
confirmed by imaging studies, in modern time’s
ultrasonography being sensitive and adequate for
screening and conclusive diagnosis [5,6].

Pathological entities which can lead to SBI are
infections, polyps, lymphomas, malabsorption
syndrome, meckels diverticulum, duplication
cyst, cystic fibrosis, intraluminal hematoma and
adhesions [5,8].

An unreduced intussusception and resulting
mesenteric vascular compromise can lead to bowel
ischemia or necrosis. Hence early diagnosis and
treatment is vital, conservative management with
watchful expectancy for resolution and urgent
surgical intervention to limit further complications
in case of timely non resolution or even slightest
suspicion of deterioration.

Conclusion

Transient small bowel intussuception, though
rare and most unlikely cause, should be suspected
in a thalessemic child with abdominal pain and
suspected intestinal obstruction. It can be managed
conservatively successfully, without any increased
morbidity and mortality.
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