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Abstract

Intestinal intussusception is an intestinal obstruction caused by the insertion of one intestine into another. Intestinal
intussusception is the most frequent form of acquired intestinal obstruction in childhood, accounting for 70-80% of all its
types [2]. According to various authors, diagnostic errors in intestinal intussusception at the stage of primary care make up
34 - 88.8%, which determines late admission of patients and, of course, worsens the results of treatment. It should be
emphasized that in recent decades there have been changes in the clinical picture and course of the disease, an increase in
the number of recurrent intussusception [2].

In this article, we presented a case of fatal intestinal intussusception in a 2-month-old child registered in the pediatric department
of the regional infectious disease hospital of Abay region, Republic of Kazakhstan. The development of intestinal obstruction against
the background of acute intestinal infection is not uncommon, but is not often described in the literature [2].

The article will be interesting to medical workers who first meet with patients with intestinal intussusception, namely doctors of
"emergency and urgent care", district pediatricians, general practitioners, doctors of infectious and somatic hospitals.
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Pesiome
KIIMHUYECKUU CNYYAN UHBAMTMHALIUU KULLEYMHUKA HA ®OHE
KULWEYHOU UHOEKLIUM Y PEBEHKA. KTMHUYECKUU CNYYAU
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YHAO «MeguumMHcKmin yHuBepcuteT Cemenr, r. Cemen, Pecnyonuka KasaxcraH.

ViHBarvHaLmMs KuLEYHWKA — HEMPOXOLMMOCTb KWLLEYHMKA, ODyCroBneHHas BHEAPEHWEM OLHOM KALKW B APYryH.
VHBarMHaums KuwweyHWKa sBnsieTcs Hambonee 4acToi (hopmoil NpUOBPETEHHON KWLLEYHOW HEMPOXOLMMOCTM B AETCKOM
Bospacte, cocTaenss 70—80% ot Bcex ee BWAOB [2]. M0 AaHHBIM Pa3nMuHbLIX aBTOPOB, AMATHOCTUYECKWE OLIMOKM Mpu
WHBArMHaLWW KULLEYHMKA Ha 3Tane MepBWUYHOrO 3BeHa cocTaBnstoT 34 - 88,8%, 4To onpepdensieT no3gHee MoCTynneHue
BonbHbIX W, 6€3YCNOBHO, YXyALIAeT pesynbTathl neyeHns. Heobxognmo ocobo 0TMETUTb, YTO B MOCNELHWE AECATUNeTHS
MPOVNCXOLAT N3MEHEHME KITMHUYECKOI KapTUHbI M TeYeHus 3aboneBaHus, yBeNuYeHne Yucna noBTOPHbIX MHBarMHaLmi [2].

B cratbe Mbl mpeacTaBunM Cryyait C neTanbHbIM MCXOAOM, WHBAarMHauuu KulevHuka y pebeHka 2 MecsLes,
3aperncTpUpOBaHHbIN B AETCKOM OTAENEHNM 06nacTHON MHAEKLMOHHOM BonbHMLEI 06nacTi Abai, pecnybnuka KazaxcTam.

CraTbs OyneT MHTEPCHA MEeOUUMHCKAM pabOoTHMKaM, KTO MEpBbIMM BCTPEYAlTCA C MauMeHTamu C MHBarMHauuen
KMLLIEYHWKA, @ MMEHHO BpavaM «CKOPOW W HEOTNIOXHOA MOMOLLMY, Y4acTKOBbIM Meauatpam, Bpadam oOLei npakTukw,
BpayaM MHAEKLMOHHbIX 1 COMaTUYECKNX CTaLMOHAPOB.

Knroyesnie crnosa: uHsazcuHayus, demu, KUWedHble UHeKyuU.

Ana yumuposaHus:

OpeHdues UN.M., MaHcyposa A.A., Kymapbekosa A.K., [anenxaHosa T.[., Cmaunog E.C. KnuHuueckuin crnyyai
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! «Cemeit meauumHa yHuBepcuteTi» KeAK, Cemen kanacbl, KazakctaH Pecnybnukachi.

[wekTiH, MHBarMHaUMAChl - Bip iLEKTIH, eKiHLWiCiHe eHyiHe 6ainaHbICTbl ek eTiMCiagir. IWwekTiH, WHBarMHaLMSCHI
Gananblk WakTa Xype naiga bonfaH ilek eTiMcidiriHiH eH, Ken TapanfaH Typi Gonbin Tabbinagbl, OHblH, GapnbIK
Typnepiniv, 70-80% wkypainabl [2]. ©p Typni aBTopnapdblH, MiKipiHwe, 6actankpl Ke3eHAeri ileKk MHBarMHaLMSCHIHbIH,
AvarHocTukansik, katenikrepi 34 - 88,8% kypaiiapl, 6yn nauueHTTepAiH Kell KenyiH aHbIKTalidbl XaHe eMaey HaTuxenepiH
Hawapnatagbl. COHfFbl OH XbINAbIKTap4a aypydblH, KIMHWKAMbIK KepiHiCi MeH afbiMbiHbIH, ©3repyi, KaiTanaHfaH
WHBarMHauusnap caHblHbIH apTybl 6aikanaabl [2].

Makanapa 6i3 KasakcraH Pecnybnukacbl Aban obnbichl 0BMbICTbIK KyKnamnbl aypynap aypyxaHacblHblH, Gananap
BeniMwecinae TipkenreH 2 ainbik, 6anaga iLLeKTiH, MHBArMHAUMACHIHbIH, ©MIMMEH asikTanFaH xarf4anblH yCbIHAbIK.

Makana iwek mHBarMHaumsacsl 6ap HaykacTapMmeH anfall Ke3feckeH MeduuuHa Kbi3MeTKeprepiHe, atan amTkaHaa
"Xeden XaHe Lyfbin keMek" gapireprnepiHe, yneckinik neguarpnapra, xannbl Taxipube agapirepnepiHe, XKyknarnbsl xaHe

comaTukarnblK CTalyoHaprapablH AspireprepiHe Kbl3blkTbl 6onagbl.
TyliiHOi ce30ep: uHgazuHayusi, bananap, iwek UHpeKyusIap.

[faliekcoes ywiH:

OpeHdues N.M., Marcyposa A.A., Kymapbexosa A.K., Hanenxkarosa T.[., Cmaunos E.C. banaga ilwek nHdekumsicoI
(hOHbIHAA LLEK MHBAMMHALMACKIHBIH, KWHUKaNbIK xafganbl // FbinbiM xeHe [encaynbik cakray. 2025. Vol.27 (6), b. 258-
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Relevance

Intestinal intussusception in children is the result of
temporary  age-related discoordination of intestinal
peristalsis with the formation of areas of spasm, which
contributes to the intrusion of the intestine. The most
common causes of peristaltic discoordination are intestinal
diseases (dysentery, dyspepsia), as well as improper
feeding and complementary feeding in infants [6]. The onset
of the disease is facilitated by certain anatomical features of
the intestine in infants aged 3-9 months, more often in boys
(common mesentery, functional insufficiency of the Bauhin
valve), as well as an increase in lymph nodes and fatty
plaques in the ileocecal angle, developing as a result of
enterovirus infection [6]. Intussusception is the most
common type of acute intestinal obstruction in children and
can occur at any age. Intussusception is more common
between the ages of 4 and 9 months (85-90% of cases).
Boys are affected twice as often as girls [4].

According to various authors, diagnostic errors in
intestinal intussusception at the primary care stage range
from 34 to 88.8%, which determines the late admission of
patients and, undoubtedly, worsens treatment outcomes [2].
In pediatric surgical hospitals, diagnostic errors reach 12-
16%. The mortality rate for intussusception ranges from 0.5
to 1%, reaching 6 to 15% in complicated cases. The
objective difficulties of diagnosis and treatment are largely
associated with the presence of intercurrent diseases, as
well as the limitations of traditional X-ray diagnostics [7,8].

The first to encounter patients with intussusception are
emergency doctors, district pediatricians, and often doctors
on duty at infectious disease and somatic hospitals. It is
during the initial examination that it is important to make the
correct diagnosis and take the appropriate decision. It
should be noted that in recent decades there have been
changes in the clinical picture and course of the disease,
with an increase in the number of recurrent
intussusceptions [2,8].

The objective difficulties in diagnosis and treatment are
largely related to the presence of intercurrent diseases, the
limitations of traditional X-ray diagnostics, and continuing
disagreements regarding the choice of conservative or surgical
treatment methods and their timing [7]. Traditionally, the
indications for surgical treatment are considered to be: more
than 12 hours since the onset of the disease, age over 1 year,
and recurrence of intussusception [1,3,5].

Aim: to analyses the clinical case of a patient with
intussusception.

Materials and methods: A retrospective analysis of the
case was performed using the medical records of an in-
patient. Diagnostic and therapeutic procedures were
performed in accordance with the approved clinical protocol
set out in the Clinical Protocol of the Ministry of Health of
the Republic of Kazakhstan. The consent of the patient's
parents was obtained for all procedures performed. The
publication of the treatment results has been approved by
the clinic's management.
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Results

A two-month-old boy was admitted to the pediatric
ward of the regional infectious diseases hospital on the
third day of illness with complaints of a rise in body
temperature to 38°C, repeated vomiting and loose stools
up to six times. From the medical history: the child had
been ill for three days, starting with loose stools up to 3-4
times, followed by an increase in body temperature to
38°C, vomiting once, and restlessness. On the second
day of iliness, he was examined by a surgeon, and
surgical pathology of the abdominal organs was ruled out.
On the third day of the illness, the diarrhea increased to 6
times a day, and the mother and child went to the regional
infectious disease’s hospital. Upon admission to hospital:
the child's general condition is moderate due to
intoxication and diarrhea syndromes. Consciousness is
clear. Well-being is moderately impaired, lethargic.
According to the mother, the child feeds well. Meningeal

signs are negative. Skin is pale, no rash. Skin folds
smooth out immediately. Turgor is preserved. Eyes are
normal. Tongue is dry, coated with white plaque. Lips are
dry. Lungs: percussion reveals clear pulmonary sounds;
auscultation reveals vesicular breathing, no rales.
Respiratory rate 44 per minute. Saturation 98%. Heart
sounds clear and rhythmic. Heart rate 132 per minute,
blood pressure 80/50 mmHg. Abdomen soft, painless,
palpable in all areas. Liver is not enlarged, painless on
palpation. Spleen is not enlarged. Stools are loose,
watery, without pathological impurities, up to 6 times a
day. Anus is closed. Urination is preserved, painless.
Considering the complaints, medical history and physical
examination, a preliminary diagnosis was made: acute
intestinal infection, moderate gastroenteritis. The child's
condition is deteriorating, with delayed breathing,
restlessness, increasing lethargy, abdominal distension
and pain, and decreased urine output.

Table 1.
Dynamics of complete blood count indicators.
Indicators . Day of admission .
first day second day third day
WBC (*109/n) 20,18 65,46 51,46
RBC (*10%/n) 5,58 5,33 4,28
HBG (g/l) 152 148 113
PLT (*10%n) 565 726 598
Neu % 51,3 78,8 84,4
Lym % 39,1 14,4 8,1
Mon % 8,8 6,5 74
Eos % 0,8 0,3 0,1
ESR (mm/hour) 3 2 3

Upon admission, comprehensive treatment was
provided: combined antibiotic therapy, oxygen therapy, anti-
shock therapy (hormones, intravenous infusion), correction
of acidosis, cardiotropic, anticonvulsants, immunotherapy
(plasma, immunoglobulins).

Given the deterioration in condition, anxiety, bloating
and abdominal pain, sharply inflammatory blood tests
(hyperleukocytosis, neutrophilia), to rule out surgical
pathology of the abdominal organs, intestinal
developmental abnormalities, peritonitis, the patient was re-
examined by a surgeon on the second day. The surgeon's
conclusion: no evidence of surgical pathology of the
abdominal organs was found.

On the third day of hospitalization: condition extremely
serious, septic (according to blood tests, hyperleukocytosis,
neutrophilia, thrombocytosis). Clinical signs of hemorrhagic
syndrome, according to blood gas analysis -
decompensated metabolic acidosis. Consciousness and
well-being are severely impaired — deep lethargy. Skin is
pale, extensive bruising at venipuncture sites (elbow bends,
feet), bleeding from blood collection sites (stopped
dynamically). Skin turgor and elasticity are reduced
(especially on the thighs). Scrotal edema. Breathing is
regular, pulse oximetry readings are normal with oxygen
therapy. Breathing in the lungs is stiff, no wheezing. Heart
sounds are muffled, rhythm is regular. Pulse in radial
arteries is reduced. Blood pressure on the monitor is within
normal limits. Abdomen is soft. Intestinal peristalsis is

audible. Diarrhea of enteritic nature, stools are watery.
Urinates through a catheter - urine is yellow. By decision of
the consultation, a repeat consultation with a surgeon was
scheduled to rule out surgical pathology of the abdominal
organs. The surgeon ruled out surgical pathology of the
abdominal organs and, due to the child's inability to be
transported, recommended an ultrasound scan of the
abdominal organs.

Results of abdominal ultrasound. Distended intestinal
loops. Free fluid is located in the abdominal cavity, the
contours of an atonic stomach with contents are visible.
Moderate hepatomegaly. Effusion around the liver and
lower abdomen.

An abdominal X-ray in the frontal projection shows
no signs of intestinal obstruction or perforation of hollow
organs. A small amount of air without fluid levels is visible in
the intestines.

Despite comprehensive treatment and examination, and
resuscitation measures carried out on the third day of
hospitalization, death was confirmed. Cause of death:
cerebral edema with occipital herniation.

During the autopsy, four invaginations of the small
intestine were found, formed in areas where there were no
circular muscles or nerve trunks. In addition, 40 ml of
whitish fluid was found in the abdominal cavity, 21 ml of
whitish fluid in the right pleural cavity, and 18 ml of whitish
fluid in the left pleural cavity (Photo 1).
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Photo 1. Intussusception in the intestine.

Based on anamnestic, clinical, laboratory and
instrumental data, as well as the results of a pathological
autopsy, the following post-mortem diagnosis was made:
Primary diagnosis:

Combined disease:

1) Intussusception (in four places with an
intussusception size ranging from 1.4 cm to 2.5 cm in the
area of the Bauhin valve).

2) Acute intestinal infection, gastroenteritis, severe.
Complications: Acute peritonitis. Toxic encephalopathy
(grade 2 neurotoxicosis). Cerebral edema. Disseminated
intravascular coagulation (defibrination phase). Grade 3
respiratory failure. Grade 3 cardiovascular failure. There is
a coincidence between the clinical and pathological
diagnoses.

Conclusion:

This clinical case demonstrates once again that
intussusception is most severe in children during the first
three months of life, who may lack typical symptoms and
rapidly develop peritonitis and shock. Intestinal infection
complicates the timely diagnosis of intussusception in
young children [10].
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