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ABSTRACT

Isolated colocolic intussusception in paediatric age group is quite rare with juvenile polyps being the most important pathological
lead points. We are reporting a case of colocolic intussusceptionsecondary to solitary hamartomatous polyp as lead point in a 3.5 year
oldmalechild who presented with profuse bleeding per rectum. The patient was successfully managed by reduction and colonic resection

withcolo colic anastomosis and is doing well in follow up.
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Introduction

Intussusceptionis a frequent cause of paediatric intestinal
obstruction, seen most commonly in the childrenunder2
years of age with the peak incidence being in between 5 and
10 months of age. Colocolic intussusception (CCI) is an
uncommon type of intussusception occurring in paediatric
population with majority cases usually associated with
a pathologic lead point such as juvenile polyps or tumor
mass.!""To our knowledge, approximately 14 cases of CCI
in children have been reported in literature till date with
65% of them associated with juvenile polyps as leading
point for this variety of intussusceptions in the pediatric age
group. We are reporting a case of colocolic intussusception
with solitary hamartomatous polyp as lead point in a three
and a half year old male child who presented with profuse
rectal bleeding, highlighting the unusual presentation of a
rare benign etiology of intussusception at an uncommon
site in the child.

Case Report

A 12 kg 3.5 year-old male child was brought to
accident and emergency department by his parents with
complaints of abdominal pain, profuse rectal bleeding
and decreased acceptance. His past medical history was
unremarkable. However, the patient was operated outside
with the diagnosis of intussusception but it was negative
laparotomy as surgeons failed to find intussusception. On
physical examination, the child was conscious, irritable,
afebrile and severely dehydrated with BP=100/60 mmHg,
PR=120/min, RR=24/min and normal breathing. Growth
and development was normal. Abdominal examination
revealed soft and distended abdomen with no palpable
lump. There was diffuse abdominal tenderness. Per rectal

examination was negative. Chest was bilaterally clear and
CVS examination was normal. All laboratory investigations
including complete haemogram, coagulation studies, renal
function test and serum electrolytes were within normal
limits. The child was kept NPO and nasogastric aspiration
done. Intravenous fluids and antibiotics were given and
dehydration was corrected.

The child was investigated. X-ray abdomen was normal
with no visualization of air fluid levels. On ultrasound,
minimal intergut fluid was seen and there was telescoping
of one gut loop into another at left hypochondrium and
left lumbar region consistent with diagnosis of colo colic
intussusception. After adequate resuscitation, child was
taken up for surgery. Abdomen was opened through right
supraumblical transverse incision. On exploration, colo
colic intusucception was seen near the splenic flexure.
It was reduced. After reduction, on palpation of large
intestine, a firm intramural mass of 3.5x3.5c¢cms was
palpable. On opening transverse colon, there was large
polypoidal growth seen (Figure 1). Hence, resection and
colo colic anastomosis was done. Abdomen was closed
in layers. Postoperative period was uneventful with no
recognizable bleeding. The child was started orally after 3
days of surgery and was discharged on 10%post operative
day. The patient recovered well from surgery and had no
further episodes of intussusception. Colonoscopy was
performed after 3 months to evaluate for other polypoid
lesions but no polyps were found.

The resected colonic polyp was sent for histopathological
examination. Pathologic examination revealed it to be
solitary hamartomatous polyp without atypia (Figure 2&3).
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Fig. 1: Peroperative picture showing colo colic
intussusception and solitary polyp.

Discussion

Intussusception accounts for up to 25% of abdominal
emergencies in children up to the age of 5 years.The
male-to-female ratio is approximately 3:2.The bowel
may simply ‘telescope’ on itself (non-pathological
lead point), or some pathology may be the focus of the
invagination (pathological lead point).In approximately
95% of children, the intussusception is ileocaecocolic in
location with about 90% cases being idiopathic in which
no pathologic lead point is evident on barium enema or
laparotomy.**Hyperplasia of paeyers patches is the
commonest cause for intussusception in children. Other
types of intussusceptions namely jejunojejunal or colocolic
are quite rare, usually have a pathological lead point and
are seen more commonly in children older than 2 years
of age. Possible lead points include intestinal polyps,
Meckels diverticulum, Peutz-Jeghers syndrome, mucosal
hematoma, Henoch-Schoenlein purpura, neoplasms,
lipoma and intestinal duplications.

Fig. 3: Photomicrograph showing histopathology of
solitary hamartomatous polyp.

Colo-colic intussusception is an unusual cause of large
bowel obstruction in children with no studies documenting
the exact prevalence of the disease. Its occurrence is mostly
associated with a pathological lead point with majority case
reports reporting it to be juvenile polyps. However, the
polyps varied in size and clinical presentation. Arthur et al
reported a case of colocolic intussusception in a three year
old child caused by a colonic polyp.?'A case of CCl in a four
year old male secondary to juvenile polyps was reported by
Abrahamsetal in 2012. The child came with complaints of
worsening vomiting and diarrhea and on exploration was
found to have two large intraluminal pedunculated polyps
(measuring 3.3 x 2.5 x 2.0 cm and 2.2 x 2.0 x 1.0 cm)
and one small polyp as lead points for CCL* Yamada et
al reported CCI in 10 month old boy who presented with
bloody stools. Juvenile polyp approximately 15 mm in size
was found to be the leading point.’”? However, two cases
of CCI without pathologic lead points had been reported
in a 7-year-old boy in 2008 by Mahmudloo et al and in
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a 4 year old boy by Sanchez et al.l”! An unusual case of
neonatal CCI with intestinal lymphangioma as lead point
was reported by Al-Jahdali et al in 2009.®Pediatric CCI
caused by malignancy has been reported rarely in the
literature. A rare case in a 5-year-old child who presented
with intermittent CCI with sigmoid colon ganglioneuroma
as leading point was reported by Soccorso et al.”JAlthough
the leading point in our case was colonic polyp similar to
that reported in significant number of cases, but its large
size of 3.5%3.5 cmsand clinical presentation of profuse
bleeding per rectum was quite distinct.

The clinical manifestations in majority of these cases are
paroxysms of colicky abdominal pain and lower intestinal
bleeding. Abdominal radiography is the most common
initial study used in the workup of abdominal pain and
suspected intussusception. Abdominal X-rays may show
dilated gas-filled proximal bowel with paucity of gas
distally and multiple air fluid levels but they generally
have low sensitivity and specificity for the diagnosis of
intussusception as a quarter of intussusception cases have
a normal abdominal radiograph.!'”

The well established imaging modality for the diagnosis
of intussusception is an abdominal ultrasonography. It is
quite sensitive, specific, reliable and inexpensive tool for
diagnosingintussusceptionandcanalsohelpinidentification
of pathological lead points. Sonographically, the most
frequently described appearance of intussusception is a
bull’s eye or target-like lesion on transverse views which is
formed by a loop of bowel (intussusceptum) within another
loop of bowel (intussuscepient). Also, the affected bowel
segment on longitudinal view resembles the appearance of
a kidney which is referred to as pseudo-kidney. CT scan
reveals the presence of a target or sausage-shaped lesion
and also has high diagnostic accuracy rate. Nevertheless,
colonoscopy is a highly useful tool for evaluating patients
presenting with intussusception.

Conclusion
Any paediatric patient presenting with fresh rectal bleeding
with evidence of intussusception on ultrasonography

*Corresponding author:

should be subjected to colonoscopy for confirmation
of polypoidal lesions. Colonoscopy, under appropriate
sedation, is beneficial for both diagnostic and curative
purposes. Colonoscopic polypectomy performed by an
experienced endoscopist, is generally more useful than
open surgical treatment when organic lesions such as
juvenile polyps are present.
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