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Introduction 
Intestinal atresia is a congenital, hereditary or acquired disease. 

Colonic localization is the rarest form. The diagnosis is usually made 
in the neonatal period by an occlusive syndrome.1 We report a case 
diagnosed in Abidjan, in a table of chronic constipation in an infant 
8months also having macroglossia.

Observation 
A 8month-old male Infant, from Ivory Coast, born out of a non-

consanguineous marriage, 2nd of a sibling of 2 children with an 
elder brother of 3years without anomaly. He is from a non-follow-up 
pregnancy. He admitted in an array of chronic constipation, bloated 
stomach with few foods vomiting evolving since the age of four (04)
months. There was no bilious vomiting or stoppage of matter and 
gases. Parents testified there was a delay in the emission of meconium 
at the 48th hour. Physical examination showed an infant presenting 
slender limbs, weighing 8Kg with general condition little altered 
(no delay in weight or psychomotor), macroglossia present since 
birth (Figure 1), unstressed umbilical hernia (Figure 2) with a small 
hernial sac, no malformation of the nervous system or bone skeleton, 
abdomen supple and depressible, distended with diffuse tympanism, 
without collateral venous circulation, mass and defense. There was 
no anal imperforation and anorectal stimulation was not accompanied 
with stool emission.

In total, it is a sub-occlusive syndrom associated with upper digestive 
tract malformation. We suspect the coexistence of an abnormality of 

the lower digestive tract. It evoked, the less likely the most likely, a 
irritable bowel syndrom, a gastrointestinal stenosis and Hirschsprung 
disease. We then carried out the following additional tests: Thorax 
and abdomen radiological examination without preparation showed 
(Figure 3): a large aeric and stercoral stasis drawing the entire colon, 
including the rectum, an absence of hydro-aerial level, a thickening of 
the intestinal walls of the recto-sigmoid region.

Figure 1 Macroglossia.

Ultrasound, abdominal and transfontanellar, greatly hampered 
by intestinal gas distension and the impossible cooperation of the 
infant patient noted the absence of liquid stomach stasis, pyloric 
olive, compressive pathological mass, abnormalities of the full uro-
digestive organs. Ventricular system, cerebral parenchyma and peri-
cerebral spaces were without abnormality.
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Abstract

Purpose: Colonic localization is the rarest form of Intestinal atresia. Diagnosis is 
usually made in the neonatal period by an occlusive syndrome. We report a case 
diagnosed in Abidjan, in a table of chronic constipation in an infant 8months also 
having macroglossia.

Case report: A 8months-old male Infant was admitted in an array of chronic 
constipation, bloated stomach with few food vomiting evolving since the age of four 
(04)months. Physical examination noted a sub-occlusive syndrome associated with 
upper digestive tract malformation. There was no anal imperforation and anorectal 
stimulation was not accompanied with stool emission. Suspecting the coexistence of an 
abnormality of the lower digestive tract, We carried out a low digestive opacification 
that objectived a long and small pertuis of third proximal transverse colon through 
which the contrast product passes, associated with a dilation of the colon segment 
upstream of the lesion and a smaller downstream colon. During evacuation, a stop 
image is noted in a concave cup downstream of the contrast product. There was no 
abnormal length of colon. We recommended surgery. The patient, for lack of financial 
means, was lost sight of.

Conclusion: We presented a case of atresia we see as type I according to the 
classification of LOUW. However, unusual features related to age at diagnosis, 
clinical manifestations, associated malformations and radiographic images obtained 
with barium enema are noted.
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Figure 2 Umbilical hernia.

Figure 3 Thoraco abdominal radiological examination without preparation: 
significant aeric and stercoral stasis drawing the whole colonic frame 
(including rectum) without hydro-aerial level. Thickening of the colonic wall 
rectosigmoid region (green arrow).

Low digestive opacification objectived a long and small pertuis of 
third proximal transverse colon through which the contrast product 
passes associated with a dilation of the colon segment upstream of the 
lesion and a smaller downstream colon (Figure 4). During evacuation, 
occurring 5hours after the beginning of the examination, a stop image 
is noted in a concave cup downstream of the contrast product (Figure 
5). We noted presence of colonic austration in the recto-sigmoid 
region and no abnormal length of colon. 

Figure 4 Barium enema showing transverse colon atresia segment (black 
arrow), the dilated upstream colon (blue arrow) and the downstream colon 
of reduced size (red arrow).

Biologic infectious assessment is negative (C-reactive 
protein=6mg/l and a normal leucocyte count at 7,500 cells/ml). We 
recommended surgery. The patient, for lack of financial means, was 
lost sight of.

Figure 5 “Wind-sock” sign, image of stop in concave cup downstream during 
evacuation (green arrow).

Discussion
Diagnosis of irritable bowel syndrome was eliminated in presence 

of an anatomical lesion of transverse colon, objectified with barium 
enema. Digestive stenosis, in particular pyloric stenosis, is not 
retained either in the general condition of the infant, the absence of 
fracture of the weight curve, postprandial vomiting and pyloric olive 
on ultrasound. The absence of a transition zone, that means a short 
zone of progressive dilation, between the dilated upstream colon and 
the smaller downstream colon, the presence of air at the rectum and 
l the negative probe test also refuted the most likely diagnosis of 
Hirschsprung disease.

two orders of arguments, considered as pathognomonic of type I 
colic atresia were noted : Presence of a long and small pertuis of third 
proximal transverse colon through which the contrast product passes 
associated with dilation of the colon segment upstream of the lesion 
and a downstream colon of smaller size. These images correspond to 
the type I of the colonic atresia according to LOUW that is defined by a 
complete mucous diaphragm obstructing the intestinal lumen, without 
interrupting sero-muscular and externally by a disparity of caliber. 
The second sign is an image of stop in concave cup downstream of 
contrast product, during evacuation corresponding to the “Wind-
sock” sign described by BLANK and collaborators.2

However, this case of atresia presents clinical and radiological 
originalities: Our case reports a case of colonic atresia diagnosed in an 
8month-old infant, long after the neonatal period (0-28days), which 
is found in R. Saouab, Watts and Barlas ETENSEL studies. They 
demonstrate symptoms beginning in the days following birth with 
an average of 01 to 04days and extremes of 03hours to 05days.1,3‒7 

Would not there be, in the case observed, a latency period between the 
birth and the beginning of the signs, as is the case for other digestive 
congenital pathologies, like hypertrophic stenosis of pylorus?

The reason for consultation is chronic constipation with a few 
dietary vomiting. The patient emits rare gas and hard saddle once 
a week. The abdomen is distended. There was no obvious sign of 
intestinal occlusion (no bilious vomiting or stoppage of matter and 
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gas). In studies conducted in Africa by El OUACHEKRADI and F. 
BARGI and in Europe by WATTS, BARLAS ETENSEL and other, 
cases of colonic atresia proved by intestinal obstruction regardless of 
the type.1,3‒5,7,8

Type I of colonic atresia, generally observed, present a mucosal 
diaphragm, realizing the colonic obstruction. The lack of stopping 
materials and gas, in our case, could come from the existence of a 
relatively large hole through the mucous diaphragm. Thus, we can 
understand the lack of overt signs of bowel obstruction and the 
occurrence of the symptoms at the age of weaning, that is to say, a 
passage exclusively liquid diet to a solid diet and/Or semi-liquid; the 
saddles becoming more and more compact and thick.

Physical examination objective a macroglossia, present since 
birth. Tongue seems not to fit in the oral cavity. It overflows and 
prevents total occlusion of the mouth. There is also an unthrottled 
umbilical hernia with a little hernial sac. We did not find megacolon 
and small bowel atresia. According to LOUW,5,9‒12 in our case it is 
an interruption of the superior mesenteric vascular flow, intended for 
the irrigation of the small bowel and the proximal half of the colon, 
which would be the cause of atresia . The associated anomalies are 
expected to be small bowel atresia and a megacolon that we do not 
find.5,13‒15 We observe macroglossia and umbilical hernia. Our case 
would therefore be part of a diffuse polymalformative syndrome.

This is a colonic atresia classified as type I of LOUW, with an 
atrestic segment located at the transverse colon proximal third. 
Usually, the seat of colonic atresia of this type is the distal half of the 
colon, particularly the region under the left colonic angle, vascularized 
by the inferior mesenteric artery.5,7 This location is rarely described.

The frontal thoracoabdominal radiography without preparation 
showed a regular thickening of the recto-sigmoidal walls in favor of a 
rectocolitis. It could be a recto-colitis of ischemic origin, that is to say 
an identical etiology to that of atresia.

Conclusion
We presented a case of atresia we see as type I according to the 

classification of LOUW. However, unusual features related to age 
at diagnosis, clinical manifestations, associated malformations and 
radiographic images obtained with barium enema are noted.
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