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Intestinal Obstruction

by massive Ascariasis

simulating Intussusception

AO OGUNSEYINDE*, AMO SHONUBIT AND NA AKINGBERINtT

Summary

Ogunseyinde AO, Shonnbi AMO and Akingbehin N. Intestinal Obstruction by massive
Ascariasis simulating Intussusception. Nigerian Journal of Paediatrics 1987; 14: 31.
A case of massive infestation with ascaris producing intestinal obstruction and
mimicking intussusception is reported. A correct diagnosis was made on plain abdo-
minal radiography. The presence of wisp-like radiolucent lines or “spaghetti” pattern
in an abdominal radiograph in a position corresponding to a clinically palpable mass,

should raise the suspicion of ascariasis.
Introduction

IN tropical Africa and other developing countries,
human infestation with ascariasis remains
common especially in children and the incidence
of surgical complications of such infestation is
high' 2. The condition may mimic other causes
of acute abdomen such as intestinal obstruction,
appendicitis, pepti¢ ulcer and acute urinary
retention3-5, An accurate pre-operative diagnosis
requiring a high index of suspicion is thus
essential to prevent unnecessary surgical inter-
vention.

This report presents a case of acute small
intestinal obstruction due to ascariasis which
clinically simulated intussusception but was
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accurately diagnosed by radiography; the case
illustrates the need to include ascariasis in the

differential diagnosis of causes of intestinal
obstruction.

Case Report

A two-year old boy presented at the University
College Hospital, Ibadan, with a two-day history
of repeated episodes of vomiting and perium-
bilical abdominal pain associated with the
passage of “rice-water” stool. He had been
vomiting about 6-8 times daily after meals;
the vomitus consisted of watery bilious material
with no blood or stale food particles. Apart
from a history of having passed roundworms
on a few occasions previously, the past medical
history was not contributory.

On examination, he was ill-looking, moderately
dehydrated and febrile with a rectal temperature
of 38.2C. The abdomen was uniformly distended.
A large, tender and slightly mobile mass
measuring 8cm in diameter was palpated in the
right hypochondrium; the mass extended to the
right iliac fossa. The bowel sounds were however,
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not excessive. No mass was felt on digital
examination per rectum, but loose, chocolate
coloured stool stained the examining finger and
a live roundworm was extracted from the rectum.

He was admitted with a presumptive diagnosis
of enterocacco-colic intussusception and was
investigated accordingly. The plain radiograph
of the abdomen showed multiple coiled and
linear opacities in the right lumbar region, giving
a “‘spaghetti” appearance; no abnormal fluid
levels were present (Fig 1). A radiological
diagnosis of incomplete intestinal obstruction
due to ascariasis was made; this was confirmed
at elective laparotomy.

Fig 1. Plain abdominal radiograph showing a right iliac
fossa mass with rounded and linear opacities due
fo entwined ascaris worms {arrows).

At operation, there was distal small bowel
obstruction due to a massive quantity of
entangled ascariasis in the terminal ileum,
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appendix and proximal ascending colon (Fig 2).
There was thinning and bluish discoloration of
the bowel wall in this area, as well as enlarged
mesenteric lymph nodes. The distal ileum,
appendix and ascending colon were resected and
an ileo-colic anastomosis performed. The
resected specimen contained 480 ascaris worms.

Post-operatively, the patient did well and was
symptom-free at last review as an ocutpatient,
six months after surgery.

Discussion

Intestinal ascariasis is still a major problem
in tropical countries and the most serious
consequence of infestation with large worms are
complications requiring surgical intervention,
particularly intestinal obstruction caused by a
bolus of worms3 ® 7. Intestinal obstruction is
the second most common cause of acute surgical
abdomen in Nigeria and next to obstructed
inguinal hernia, intussusception is the second
most common cause of intestinal obstruction8.
Obstruction due to intestinal ascariasis might be
difficult to differentiate from intussusception
clinically, when there is a mass palpable in the
right iliac fossa. The age of presentation of this
patient is consistent with the impression from the
numerous reviews of intussusception in infancy
and childhood which have consistently indicated
that 60-90 9, of intussusceptions in the paediatric
age group occur in children under 2 years of
age® 912,

The cardinal symptoms and signs of intussu-
sception in both children and adults are
abdominal cramps, vomiting, melaena or fresh
blood per rectum with or without diarrhoea and
a palpable abdominal mass due to the intussu-
sception. The clinical features in our patient
were indistingnishable from those of intussu-
sception, the palpable mass in this instance
being due to the bolus of entwined worms.
However, the abdominal masses in intestinal
obstruction caused by ascariasis are usually more
centrally located than they would be if the
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Fig 2. Specimen removed at operation, showiag multiple entwined worms in the terminal ileum
and ascending colon.

obstruction was due to intussusception of the
common ileo-colic type, because the ascaris
bolus is in the small intestine in the majority of
cases®. The clinical presentation in our patient
was unusual in the location of the ascaris mass
as described above, as well as the absence of
crepitations demonstrable in the palpable
tympanitic mass which is said to be pathogno-
monic of asecariasis causing intestinal obstrue-
tion1®. It is understandable that a presumptive
clinical diagnosis of intussusception was made
in this patient on the additional finding of
chocolate coloured stool, even though the
characteristic passage of mucus and blood per

rectum described in cases of intussusception,
was absent. ' ;
Radiologically, soft tissue mass may be seen in
the right iliac fossa or the right flank on plain
abdominal radiography and the apex of the
intussusception may be outlined by gas in the
colon distal to it®. Similarly, a large collection
of ascarides may be identified on plain abdominal
radiograph. Aiken and Dickman!4 have described
a radiographic sign of wisplike radiolucent lines
in a somewhat parallel arrangement with a more
dense shadow, while Oluwasanmié described a
“spaghetti” appearance due to the outlines of
multiple ascarides entwined together; these two
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findings are diagnostic, especially if they are
located in the radiograph, in a position corres-
ponding to the clinically palpable mass. Barium
enema when attempted, would show completely
normail colon and rectum as the ascarides usually
cause obstruction in the terminal ileum®.
Blumenthal and Schultz! have postulated that
this latter radiographic finding might be due to
the smaller intestinal lumina and heavier infes-
tation in childien. A barium enema was not
carried out in this patient, as the diagnosis was
already made on plain radiograph.

It is noteworthy that intussusception may
occur as a complication of heavy infestation by
ascaris with the bolus of worms forming the
apex of the intussusception. This pattern has
been reported in the series by Ajao and Solanke?
in which ileo-colic intussusception was also
present in four of the six cases who had
emergency operation for intestinal obstruction
due to ascariasis.

When a correct diagnosis of ascariasis is made,
conservative treatment is the method of choice
in the absence of complications such as
obstruction, volvulus, perforation, intussusception
or peritonitis3. Surgical intervention is necessary
to relieve the obstruction by removal of the
worms after an eanterostomy. The worms can
also be milked into the cascum if located in the
terminal ileum. Sometimes, a major resection
has to be carried out when gangrene or perfora-
tion has occurred. The distal ileum, appendix
and ascending colon were resected in this patient
because of the marked thinning of the bowel
wall and the incipient perforation.
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