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Childhood intussusception: a 9-year review
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Summary Sixty-four consecutive cases of intussusception in 48 infants and 16 older children managed
at Jos University Teaching Hospital between January 1990 and December 1998 are reviewed. The age
range was between 3 months and 15 years (mean 2.2 years) and the male to female ratio was 3.6:1. The
quartet of abdominal pain, bloody mucoid stools, abdominal mass and palpable rectal mass was present in
70% compared with the classical triad (abdominal pain, bloody mucoid stools and abdominal mass) which
occurred in only 32%. All the children had surgery. In 26 (41%) of the children, no associated cause was
found, in three polyps formed the lead point and in five children a buried appendicectomy stump formed
the lead point. In 30 (47%) other children, mesenteric lymphadenopathy and inflamed Peyer’s patches were
noted. Ileo-colic intussusception occurred in 32 (50%) children. Manual reduction was successful in 67%.
Bowel resection for gangrene, irreducibility and an iatrogenic colonic tear was done in 30% of patients. Two
(3%) had spontaneous reductions. There were four deaths. The commonest complications were wound
infection and adhesive intestinal obstruction.

Introduction intestinal infections and climatic changes
remain inconclusive.? Less than 25% of cases
present with the classical triad of abdominal
pain, bloody mucoid stools and a palpable
abdominal mass.® The high prevalence of gas-
tro-intestinal infections in the tropics,
especially among older children, makes early
and correct diagnosis a problem.” Many
reports have noted that the ileo-colic variety is
the most common.!®'? Laparoscopic surgery,
which is being used with success in many
industrialized countries,’®> is unavailable in
most parts of the developing world.
Intussusception in infancy and childhood
has been the subject of research in many parts
of the world, including Nigeria.>?*> Despite
this, ignorance on the part of parents and
misdiagnosis by primary health workers in our

area still leads to late presentation with its
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Barbette of Amsterdam first described intesti-
nal invagination in 1674' and in the 18th
century Hunter described the post-mortem
pathology.? Although not confined to infancy
and early childhood, intussusception is said to
be prevalent in the 1st year of life.>* In most
infants, intussusception is regarded as ‘idio-
pathic’® because the aetiology is usually not
clear.>’ In older children and adults, however,
it could be a manifestation of an underlying
local or systemic disease such as Meckel’s
diverticulum, buried appendicectomy stump,
polyps and proliferative disorders of the
lymphoreticular system.%? Theories on the
roles played by viral respiratory and gastro-
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TABLE 1. No. of cases seen per year

1990 1991 1992 1993 1994 1995 1996 1997 1998 Total
No. cases 4 9 7 11 9 5 6 8 5 64
% of total 6 14 11 17 14 8 9 13 9 100
TaBLE II. Monthly/seasonal incidence
Oct. Nov. Dec. Jan. Feb. Mar. Apr. May June July Aug. Sept. Total
No. cases 10 3 3 10 3 12 14 3 3 - 3 - 64
Season Dry season: 55 cases (86%) Wet season: 9 cases (14%) 100%

tussusception, we reviewed our experience of
managing 64 infants and older children with
this condition.

Materials and methods

The hospital records of 64 children aged 15
years or less consecutively admitted with
intussusception to Jos University Teaching
Hospital between January 1990 and Decem-
ber 1998 were reviewed. The demographic
data, clinical presentation, management
options and outcome were entered on a pro-
forma and analysed using Epi-Info version 6
and the graph was drawn with the aid of the
Harvard graphics.

Results

Eighty-six patients with intussusception were
seen during the 9-year period, 64 (84.4%) of
whom were aged 15 years or less and were the
basis of the study. There were 48 (75%)
infants and 16 (25%) older children whose
ages ranged from 3 months to 15 years (mean
2.2 years). The total group consisted of 50
boys and 14 girls (3.6:1); among the infants
there were 41 boys and seven girls (5.9:1) and
the older children were nine boys and seven
girls (1.3:1). The annual incidence of intus-
susception during the study period varied con-
siderably (see Table I). There was a slight
seasonal variation, the majority (55, 86%)
being seen during the dry season (October—
April), as shown in Table II.

All the infants were still being breastfed at
the time of presentation, either exclusively
(30, 47%) or with cereal supplements. The
duration of symptoms ranged from 3 h to 10
days (mean 2.5 days). Thirteen (20.3%) cases,
all infants, presented within 24 h; all the oth-
ers presented after 24 h of symptoms. The
main clinical features were abdominal pain,
vomiting and dehydration; 21 (33%) pre-
sented with the classical triad of abdominal
pain, bloody mucoid stools and abdominal
mass, and 24 (38%) presented with a palpable
rectal mass. Hence, the quartet presentation
theory was a feature of 70% of these patients,
all of whom presented late.

All the patients had surgery after adequate
resuscitation. An accurate pre-operative diag-
nosis was made in all but one. Fig. 1 shows the
types of intussusception in the study. The ileo-
colic variety was the most common and
occurred in 50% of cases. In 26 (41%), there
was no identifiable cause of intussusception.
Polyps formed the lead point in three patients
and an appendicectomy stump formed the
lead point in five. Inflamed Peyer’s patches
and mesenteric lymphadenopathy were noted
in 30 (47%) patients.

Manual reduction was successful in 43
(67%) and 19 (30%) required resection: for
gangrenous bowel in 12, polyps in three, irre-
ducibility in three and iatrogenic tear of the
large bowel in one. The remaining two chil-
dren had spontaneous reductions, evidenced
at surgery by hyperaemia and oedema of the
terminal ileum. Incidental appendicectomy
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F1G. 1. Types of intussusception in the 64 children

was performed in three children, in all of
whom the appendix formed part of the intus-
susceptum. The duration of hospitalization
ranged from 7 to 28 days (mean 11).

The post-operative complications were: su-
perficial wound infection, 17, 27%; adhesive
intestinal obstruction, five; faecal fistula, two;
and one case each of septicaemia and dissemi-
nated intravascular coagulopathy. There were
four deaths (mortality rate 6.3%). No recur-
rent or retrograde intussusception was
recorded in this study. The follow-up period
ranged from 6 to 12 weeks.

Discussion

Intussusception is quite a common cause of
intestinal obstruction in infancy and child-
hood.!®!! As in other studies,'"'>!> infants
formed the majority of all intussusceptions,
accounting for 56% of all cases seen at our
centre with a male to female ratio of 3.6:1,
which is in agreement with other reports, 14
This gender bias was absent in older children.
Although the annual incidence of seven cases a

year seems low, it compares well with other
parts of Nigeria.»*!1!1215 The seasonal vari-
ation with a majority of 55 (86%) cases seen
during the dry season (October—April) corre-
sponds with the period when the incidences of
respiratory tract infections and diarrhoeal dis-
eases are high in this environment.?® The long
duration of symptoms in these patients prior
to hospital attendance was because of misdiag-
nosis—most of them were mistakenly treated
for diarrhoeal and helminthic diseases before
referral to our surgical service. There were a
few sicklers with intussusception in this series
who before referral were initially managed by
primary care physicians as acute abdominal
crises. Abdominal pain was the commonest
clinical feature in this study and it occurred in
all cases. This is at variance with some reports
in which vomiting was the commonest clinical
feature.”'® The classical triad of presentation
(abdominal pain, bloody mucoid stools and
abdominal mass) occurred in only 33% of our
patients, which is similar to previous re-
ports®!! and implies that this can not be
wholly relied upon in making a diagnosis. In
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this study, where we took account of abdomi-
nal pain, bloody mucoid stools, abdominal
mass and palpable rectal mass, the diagnostic
yield increased from 33% to 70%. The pres-
ence of bloody mucoid stools and a rectal
mass are late features, which underlines the
fact that a significant proportion of these
patients present late, often owing to ignorance
on the part of their parents as well as misdiag-
nosis by primary care providers. We therefore
recommend the quartet clinical presentation
concept in centres where patients are likely to
present late and where diagnosis of intussus-
ception is based mainly on clinical features.

All patients in this series had laparotomy.
The use of pneumatic/hydrostatic reduction
has been advocated where clinical features do
not suggest bowel strangulation.'> Despite its
advantages (shorter period in hospital and
avoidance of surgery), Pierce & Bahour?” and
Douglas®® have reported colonic perforations
following this procedure. Gross®® and Wans-
borough®® have reviewed large series of intus-
susceptions and concluded that this method of
treatment is of no value other than diagnostic.
In this series, no attempt was made at pneu-
matic/hydrostatic  reduction because of
delayed presentation. Qur finding of causative
factors in 59% of cases of intussusception is
different from other series in which the disease
was often considered idiopathic.5%!' Some
authors reported small bowel involvement in
up to 63% of patients.!*'® In line with the
findings of other authors,!!'?!5 the ileo-colic
variety of intussusception was the most com-
monly seen in this series. However, this is at
variance with some reports from south-west-
ern Nigeria where the caeco-colic variety has
been found to be the commonest and has been
attributed to the consumption of plantain
(Musa paradisiaca), one of the staple diets in
the area and known for its high levels of sero-
tonin.!® Contrary to some reports,'®!? we
recorded no multiple or retrograde intussus-
ception in this series.

The resection rate of 30% in this series,
although high, is lower than the rates of 50—
62% reported in other series.!’»!%1> Early post-
operative intussusception,®’ which usually

presents as small bowel obstruction within 2
weeks of major abdominal surgery, was not
recorded in this study. Bowel viability was
related to the duration of symptoms and the
patient’s clinical state at presentation.
Although some authorities have recommended
routine appendicectomy in patients with intus-
susception involving the appendix, only three
of our patients had appendicectomy as an
adjunct to their treatment. The incidence of
gangrenous bowel (19%) was lower than in
some series,!"!? and was related to superficial
wound infection which was the commonest
complication and occurred in 17 (27%) of our
cases. One of the five who developed post-
operative adhesive intestinal obstruction had
adhesiolysis 7 months after the initial surgery;
the others did well on conservative manage-
ment. The overall mortality rate of 6% com-
pares well with other reports.*!%»?? All those
who died arrived moribund, with sepsis,
anaemia and electrolyte imbalance.

We believe that early diagnosis and prompt,
effective management, which could be
achieved by a sustained public education pro-
gramme and continuous medical education for
primary care providers, would improve the
outcome of intussusception in infants and
older children.
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