Intussusception : What Leads in Children Beyond Infancy ?
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Nine Children beyond infancy, presenting with intussusception secondary to a pathological lesions were studied. The
aim of study was to determine various pathological lesions acting as lead points of intussusception . The diagnosis of
intussusception was made on clinical grounds. Out of 9 children 7 (78%) were male and 2 (22%)were female. Age
ranged from 2 to 12 years. All patients underwent surgical exploration. Intussusception was ileo ileal in 5(56%),
ileocolic in 3 (33%) and colocolic in 1 (11%) patient. Lead point for intussusception was Meckel’s diverticulum in 4
(45%), polyp in 3 (33%), duplication cyst in 1(11%) and hyperplastic lymphoid nodule in 1(11%) case. Resection
and anastomosis alongwith the lead point was performed in 5 patients where as excision of lead point through
enterosotomy was done in four cases. The authors recommend that the possibility of underlying pathology should
always be considered in children with intussusception who present at the age beyond infancy. These lesions should

always be removed in order to prevent recurrence.
Key Words :Lead point, Intussusception.

Intussusception is a frequent cause of bowel obstruction in
children. It classically presents with abdominal pain,
currant jelly stools and a sausage shaped abdominal mass.
There is no specific etiology for the majority of
intussusceptions which occur in infants. Rotavirus and
adenovirus infections of distal ileum with hyperplasia of
lymphoid tissue have been suggested as etiological
factors'2,  Approximately 5% of all childhood
intussusceptions are caused by a specific recognizable
lesion of the bowel wall which acts as the lead point °.
These children are usually beyond the age of infancy.
Children with atypical presentation of intussusception have
25% incidence of specific lead point'. Authors present
their experience with intussusception due to lead points.
Their management and review of literature is also
discussed.

Patients and Methods

Nine children with intussusception due to a specific lead
point were managed from May 1988 to June 1998 at Mayo
Hospital and services Hospital, Lahore, All the patients
were admitted through emergency department with typical
presentation of acute intestinal obstruction. Diagnosis of
intussusception was made on clinical grounds in all the
patients. Routine blood, urine examination, serum
electrolyte estimation and plain x-ray of the abdomen in
upright position were done on all patients. After initial
resuscitation all the patents underwent laparotomy,
operative reduction of intussusception was attempted in all
cases. Lead points were excised and enterotomies repaired
in 4 padents. Both, enterotomies to excise lesions and
resection anastomosis of the intestine were performed in
the patient who had intussusceptions due to polyps of
which 2 reduced manually where as one ileoileal
intussusception was irreducible. Four patients underwent
resection and anastomosis of the bowel due to either
irreducibility (3padents) of the intussusception or the
nature of the lesion (case of cysdc duplicaton of Caecum
in which limited right hemicolectomy was performed).

Results
Qut of 9 children there were 7 males and 2 females. Age at
the time of presentation has been shown in table I

Table I: :Age At Presentation

Age in Years n=
2-6 4
7-10 3
11-12 2

Intussusception was ileoileal in 5 patients, ileocolic.in 3
and colocolic in one patient. Successful operative
reduction was possible in 5 cases whereas it was not
reducible in 4 cases. Lesions acting as lead points and their
locations are shown in table II and table III respectively.

Table II: Etiology

Etiology n= %age
Meckel's Diverticulum 4 4.5
Polyps :
Peuwtz Jegher's Syndrome 2 22.2
Juvenile 1 11.1
Duplication Cyst 1 |
Hyperplastic lymph nodule 1 11.1
Table III : Location Of Lead Points
Location Lead Point n=
Jejunum and lleum  Polyps 2
lleum Meckel'sDiverticulum 4
i Hyperplastic lymph nodule 1
Cecum Duplication Cyst 1
1

Transverse Colon Polyp

All the patdents were discharged with satisfactory outcome.
However the patient with caecal duplication developed
adhesive bowel disease 2 months after surgery. One of the
patients of PJS presented with advanced abdominal
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malignancy 6 years after surgery. He developed multiple
metastatic lesions and died of them.

Discussion

Approximately 50-85% of the older children with
intussusception have a specific lead point’. Meckel's
diverticulium is the most common lead point. Others
include polyps, intestinal duplicaton cysts, lymphoma,
submucosal haemorrhage secondary to Henoch- Schonlein
purpura, papillary lymphoid hyperplasia of ileum, ectopic
gastric mucosa and thick inspissated faeces in terminal
ileum of a child with cystic fibrosis®’®*. Majority of the
intussusceptions secondary to lead points are of ileoileal
type because the lead points are usually located in the
small intestine. However it may be ileccolic or colocolic .
As the small bowel is usually implicated, symptoms of
intestinal obstruction develop relatively early. Barium
enema is less likely to be of help in diagnosis and
reduction of this type of intussusception’. Excision of lead
point is required to avoid recurrence'®.

In the present study Meckel’s diverticulum , polyp,
enteric duplication cyst and hyperplastic lymphoid nodule
were the lead points causing intussusception. In case of
intussusception due to Meckel's diverticulum, reduction
should be followed by diverticulectomy. If reduction is not
possible, segmental resection and anastomosis is advised.
Intestinal polyps usually occur in older children'.
Children of Peutz Jeghers's syndrome (PJS) and familial
polyposis may present with intussusception. Occasionally
juvenile polyps can also be the cause of intussusception.
Peutz Jegher's Syndrome can easily be diagnosed by
characteristic mucocutaneous melanin pigmentation on
buccal mucosa, lips, nose and around mouth'?. Polyps of
PJS can occur in any part of gastrointestinal tract., Small
gut is involved in 93% of cases and 33% of cases, large
bowel is the site of involvement whereas stomach and
duodenum is less frequently involved?. Since polyps of
PJS are multiple, every effort is made to remove polyps
through enterotomies. As the polyps occur in crops, it is
not possible to avoid recurrence. Van-Cocovordem'® et al
proposed combined endoscopic and surgical treatment. In
this approach, abdominal surgeon and gastroenterologist
work simultaneously and polyps are removed
endoscopically, through enterotomies, or both. Per
operative enteroscopy should decrease relaparotomy'® rate
because it significantly improves polyp detection.

Duplication cyst of small or large bowel may remain
asymptomatic until they act as lead points of
intussusception. Duplication cysts of terminal ileum and
caecum usually present as mass in the right iliac fossa'®.
Ectopic gastric mucosa may line the duplication cyst"
Treatment includes resection of cyst alongwith affected
segment of intestne. In the present series the authors did
not come across any intussusception caused by lesions like
submucosal haemorrhage of Henock-Schonlein purpura,
lymphoma or cystic fibrosis. Patients of Henock-Schonlein
purpura usually experience repeated attacks of abdominal
pain even in the absence of intussusception. There may
therefore be considerable delay in the diagnosis and
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surgical referral'®'®, Patients of intestinal lymphoma with
intussusception usually have a long history of antecedent
illness. It usually occurs in older children and may present
as chronic non strangulating intussuseception™,

The authors conclude that children beyond infancy
presenting with intussusception bave a high probability of
having a lead point. Barium enema is of no help for
diagnosis and reduction of these types of intussusceptions.
Operative treatment should always be adopted as there is
likelihood of recurrence in the presence of a lead point.
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