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Abstract:intussusception is a common condition in children that occurs when a portion of the bowel
telescopes into an adjacent segment, causing obstruction and potential ischemia. Diagnosis usually involves
a combination of clinical evaluation and imaging studies, such as abdominal ultrasound or computed
tomography, to confirm the presence and extent of intussusception. Surgical treatment in cases of
hemodynamic instability, intestinal necrosis, or failure of non-surgical treatment. is displayed.
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Intussusception is a medical emergency that occurs in children when a part of the bowel 'telescopes'
(folds) into another part of the bowel. This causes pain, vomiting, and obstruction, preventing passage. If
left untreated, the bowel can perforate, resulting in passage of its contents into the abdominal cavity, causing
further complications. In rare cases, these events can cause death. Prompt diagnosis and management
reduces associated risks and the need for surgery.

Once intussusception is diagnosed, most doctors agree on the use of enema as initial treatment. This
procedure involves introducing a substance (air or liquid) into the bowel, via the rectum, with a particular
pressure that reduces the 'telescoped' bowel into its normal position.Debate persists on specifics regarding
what type of substance should be used for the enema, how the substance is visualised during the process,
whether extra medications should be given to enhance treatment, and how one should deal with treatment
failure, as well as the best approach to surgical management of intussusception in children. Treatment of
intussusception typically happens as a medical emergency.

Emergency medical care is required to avoid severe dehydration and shock, as well as prevent
infection that can occur when a portion of intestine dies due to lack of blood.Treatment options for
intussusception may include:a water soluble contrast or air enema. This is both a diagnostic procedure and a
treatment. If an enema works, further treatment is usually not necessary. This treatment can actually fix
intussusception 90% of the time in children, and no further treatment is needed. If the intestine is torn
(perforated), this procedure can't be used.Intussusception recurs up to 20% of the time, and the treatment
will have to be repeated. It is important that a surgeon be consulted even if treatment with enema is planned.
This is because of the small risk of a tear or rupture of the bowel with this therapy.Surgery. If the intestine is
torn, if an enema is unsuccessful in correcting the problem or if a lead point is the cause, surgery is
necessary.

The surgeon will free the portion of the intestine that is trapped, clear the obstruction and, if
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necessary, remove any of the intestinal tissue that has died. Surgery is the main treatment for adults and for
people who are acutely ill.In some cases, intussusception may be temporary and go away without treatment.
Intussusception is defined as the invagination of one segment of the bowel into an immediately adjacent
segment. The intussusceptum refers to the proximal segment that invaginates into the distal segment, or
the intussuscipiens (recipient segment).

Intussusception, more common in the small bowel and rarely involving only the large bowel, has
historically presented as small bowel obstruction, although there is an increasing appreciation of cases of
transient, asymptomatic intussusception within the era of abdominal CT scans. The natural history of
intussusception starts with a lead point, typically neoplastic (such as lymphadenopathy, polyp, or cancer),
which acts as a focal area of traction that draws the proximal bowel within the peristalsing distal bowel.
Symptoms occur due to continued peristaltic contractions of the intussuscepted segment against the
obstruction. With continued invagination resulting in edema, eventually the vascular flow to the bowel
becomes compromised, resulting in ischemia to the affected segment that, left untreated, can result in
necrosis and perforation. Intussusception results from the alteration of normal peristalsis by a lesion in the
bowel wall that creates invagination. It can occur anywhere in the small and large intestine.

The nomenclature of intussusception reflects location of both
the intussusceptum and intussuscipiens in the bowel: enteroenteric, appendiceal, appendiceal-ileocolic,
ileocolic, colocolic, rectoanal, and stomal intussusception. For the purpose of this article, rectoanal and
stomal intussusception will not be discussed as they are better characterized as (extracorporeal) prolapse.
The upper gastrointestinal structures, specifically the esophagus, stomach, and duodenum, are rarely
involved in intussusception due to their lack of mobility, redundancy, and characteristic anatomic fixation.

Moreover, the most common locations are at the junctions between freely moving segments and
areas that are fixed, such as to the retroperitoneum (i.e., the fully peritonealized and mobile ileum
intussuscepting into the fixed, retroperitoneal cecum) or through adhesions. Intussusception is most
commonly encountered in children and has been reported to be the most common abdominal emergency in
early childhood and the second most common cause of intestinal obstruction after pyloric stenosis.1 The
mean age of intussusception in children is 6 to 18 months, with a male predominance. The incidence of
intussusception declines with age—only 30% of all cases occur in children older than 2 years. Ileocolic
intussusception is the most common form of intussusception in children. The etiology of pediatric
intussusception is usually idiopathic, with only 10% of cases having an identifiable precipitating
lesion.2 Several predisposing factors are thought to contribute to the pathophysiology of pediatric
intussusception. Certain anatomic features in the developing gastrointestinal tract may predispose the
pediatric bowel to an intussusception, including an anterior insertion of the terminal ileum with respect to
the cecum, decreased rigidity of the cecum secondary to the absence or underdeveloped taeniae coli, and
lack of mature participation of the longitudinal muscle fibers of the colon at the level of the ileocecal valve.
These variations were identified by Scheye et al in a postmortem evaluation of 15 autopsy specimens, with
3 of the specimens being used for detailed evaluation of ileocecal valve anatomy. The development of
intussusception may thus result from the invagination of the muscular ileocecal valve into the cecum due to
the decreased rigidity of the cecal wall caused by the paucity of developed taeniae coli .Infectious etiology
resulting in mesenteric lymphadenopathy is another common cause of pediatric intussusception.
Hypertrophy of the Peyer patches in the setting of common viral illness such as adenovirus and rotavirus
can lead to intussusception.

Buettcher et al found a seasonal variation of intussusception that correlated with seasonal variation
of viral gastroenteritis. Approximately 30% of patients experience an antecedent viral illness before the
onset of intussusception. Additionally, altered peristalsis in focal areas of the bowel wall leading to
aperistaltic segments that feed into peristaltic areas, as in the submucosal hemorrhages in Henoch-Schonelin
purpura, allows for the formation of an intussusceptum. Functional bowel disorders, and poorly understood
neuroenteric disorders such as small intestinal pseudoobstruction, can alter peristalsis and result in
intussusception in a similar fashion. Aperistaltic segments may be conceptualized as lead points. Although
the majority of pediatric cases do not have an identifiable etiology, in approximately 10% a lead point or
underlying cause will be found. Congenital gastrointestinal tract abnormalities such as Meckel diverticulum,

intestinal duplication, or the presence of lesions such as polyps, hamartomas, or malignancies (lymphoma,
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carcinoma due to juvenile polyposis syndromes) can all result in intussusception. In pediatric patients with
cystic fibrosis, foreign bodies, intestinal parasites, and inspissated feces may result in lead points in the
ileum causing ileocolic intussusception. With increasing age, the likelihood of identifiable causes of
intussusception increases.

Accurate diagnosis and timely intervention are critical to ensure favorable outcomes. Diagnosis
typically involves a thorough clinical evaluation, including a detailed history and physical examination.
Symptoms often include acute abdominal pain, vomiting, and a "currant jelly" stool, which indicates
potential bowel necrosis. Imaging studies, such as abdominal ultrasound, are commonly used for their
effectiveness and lack of radiation exposure. In some cases, CT scans may be employed, particularly in
older children for a more detailed assessment.Initial management often starts with non-surgical methods,
such as an air contrast enema, which can sometimes reduce the intussusception and provide therapeutic
benefits. However, if non-surgical reduction fails or if the child presents with severe symptoms, surgical
intervention is required.Surgical tactics typically involve either laparotomy or laparoscopy. The surgeon
aims to manually reduce the intussusception and assess the affected bowel segment for viability. If any
necrotic bowel is identified, resection may be necessary.

Postoperative care is vital, focusing on monitoring for complications such as infection, leakage, or
recurrence.In conclusion, prompt diagnosis and appropriate surgical treatment are essential in managing
intussusception in children to minimize morbidity and enhance recovery. Ultrasound serves as an effective
first-line diagnostic tool, while surgical intervention is necessary for cases with complications or failed non-
operative management. Ongoing education for healthcare providers regarding the presentation and
management of intussusception will enhance outcomes and reduce morbidity associated with this condition.
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