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ABSTRACT

Background: The delayed medical care of intussusception is still the reason for morbidity and mortality in many developing
countries. The objective of this study is to take stock of the itinerary of children treated for intussusception, in order to to
reduce the delay of the treatment.

Methods: This is a cross-sectional study, carried over three years (from 1st June 2016 to 31 May 2019), at a Paediatric
Surgery department of Campus Teaching Hospital in Lomé (Togo). The medical record of 23 children whose median age was 12
months, were included. Symptoms, the average time before the first consultation, different health centres consulted and
treatment received, and the average time before the admission in the specialised department were studied.

Results: In three years, 23 children were managed for intussusception. The average time before the first consultation from
home in a health centre was 1.87 days. No patient was admitted to the Paediatric Surgery department directly from home.
Twelve patients consulted one centre, eight patients 2 centres, and one patient 3 centres before admission. Before referral,
these patients were misdiagnosis as gastro-enteritis in 8 cases (38.10%), malaria in 8 cases (38.10%), and digestive
salmonellosis in 3 cases (14.29%). The time elapsed between the beginning of the disease and the admission in specialised
service was on average 5.39 days and 3.52 days elapsed then between the first consultation from home and the admission to
the Paediatric Surgery service.

Conclusion: Valuable time to manage intussusceptions is lost in other medical health services before admission to specialised services. Action
on this route will have to be taken through an effective counter-referral system.
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INTRODUCTION

Intussusception is the most frequent abdominal
emergency in children of less than 3 years. [1] It has a
worldwide incidence that varies from 15 to 300 over
100,000 children per year. [2] It is a diagnostic and
therapeutic emergency for which Gross’ observation [3]
remains true until today: “the time interval between the
beginning of symptoms and the institution of treatment
is of a prime importance, and more the treatment will be
done in the 24 hours, the closer the mortality rate will
be to zero.” A diagnostic and therapeutic delay may lead

to intestinal necrosis and even to death. This delay is an
important cause of surgical treatment by laparotomy,
intestinal resection, and a significant mortality rate,
which may go up to more than 25% [2,4,5] in countries
with limited resources. This problem of delayed medical
care found its solution in the advanced countries where
the current debates on intussusception are rather
dominated by the identification of the best non-operative
method, the reduction of the conversion rate in the
surgical treatment by laparoscopy, the necessity or not of
preoperative antibiotic prophylaxis and the prevention of
the mortality which is already less than 1%. [6-9]
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However, in many countries with limited resources, the
current debate on intussusception is still dominated by
the “delay of treatment”. [5,10-12] Parents’ ignorance
and the lack of financial means to have access to quality
healthcare, the late reference to specialised services by
some health practitioners are the reasons often given to
justify this delayed treatment. The aim of this study is to
take stock of the itinerary of patients treated for
intussusception, in order to organise actions to reduce
the delay of the treatment upstream of specialised
services.

METHODS

It is a cross-sectional study carried out at a Paediatric
Surgery service of a developing country, from 1st June
2016 to 31 May 2019, after taking IRB approval. This
period corresponds to the first three years of surgical
activity of the department. Patients of both sexes, aged
15 years who had had an
intussusception and who were treated at the Paediatric
Surgery department, were included in the study. The
patients whose files were not found or whose files did
not contain sufficient information were not included. The
diagnosis of the intussusception was
sonographic finding of “bulls-eye” or the diagnosis was
made at laparotomy.
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The record of total of 23 children (14 boys and 9 girls)
with intussusception was analysed. The children’s
average age is 12 months (range 3 months to 72
months). Symptoms, the average time before the first
consultation, different health centres consulted and the
treatment received, the average time before the
admission in the specialised service and the types of
admission, treatment in the specialised service, and
their results were studied. A delay in treatment is
considered if patient did not receive specific treatment
for more than 24 hours after beginning the symptoms..

RESULTS

In three years, 23 cases of intussusception were
managed. The symptoms were abdominal pain in 17
cases (73.91%), vomiting in 18 cases (78.26%), the
refusal of breastfeeding in 15 cases (65.22%), rectal
bleeding in 18 cases (78.26%), and abdominal distension
in 5 cases (21.74%). Considering the associations of
functional symptoms, we noted that no patient had only
one sign. The functional triad (abdominal pain, vomiting,
and rectal bleeding) was found in 11 cases (47.83%). The
association of abdominal pain and vomiting was noted in
9 cases (39.13%) and the association of abdominal pain
and rectal bleeding in 3 cases (13.04%).

The average time before the first consultation in a health
centre was 1.87 days (range 6 hours to 21 days). Seven
patients (30.43%) were consulted in the first 24 hours
after the beginning of the symptoms. Sixteen patients
(69.57%) had been late in their first consultation. No

patient was admitted to the Paediatric Surgery service
directly from home; they had consulted at least a health
centre. The nature of centres consulted was mentioned
in the files of 21 patients (91.30%). In the files of two
patients, information concerning the nature of centres
consulted was not mentioned. Twelve patients consulted
one centre, eight patients 2 centres successively and one
patient 3 centres successively. The consulted centres
were medico-social health centres, clinics and doctor’s
offices, district health centres, regional health centres,
and Paediatric services in Teaching Hospitals. Figure 1
shows the distribution of patients according to the
health centres consulted before their admission to the
Paediatric Surgery services without taking into account
their order of consultation. Figure 2 shows the layout of
patients according to the centres consulted at the first,
second, or third intention.
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Figure: 1 Distribution of patients according to the health centres
consulted before their admission to the paediatric surgery
service without taking into account their order of consultations

In these different centres, the diagnosis treated, were
gastro-enteritis in 8 cases (38.10%), malaria in 8 cases
(38.10%), digestive salmonellosis in 3 cases (14.29%),
and amoebic dysentery in 1 case (4.76%).
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Figure: 2 Layout of patients according to the centres consulted
at first, second or third thought

The cause for referring or transferring to the Paediatric
surgery services was specified in the file of the 21

patients (91.3%). The reason was intussusception
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confirmed through abdominal echography in 18 cases
(78.26%) and intestinal occlusion in 3 cases (13.04%).

The time elapsed between the beginning of the
symptoms and the admission to the paediatric surgery
service of the Campus Teaching Hospital, was on
average 5.39 days ( range 24 hours to 21 days).

Considering the two average times, the one between the
beginning of the symptoms and the admission to the
Paediatric Surgery service (5.39 days) and the second
between the beginning of the symptoms and the first
consultation in a health centre (1.87 days), we noted
that 3.52 days elapsed then between the first
consultation and the admission to the paediatric surgery
service. This time was spent by the consultation of
health centres before the admission to the Paediatric
Surgery service. Figure 3 represents the curve of these
time limits according to each of the 23 patients.
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Figure: 3. Curve comparing firts consulation period and global
specialized service admission period according to each of the 23
patients

This figure reveals that the curve of the admission time
to the Paediatric Surgery service is in proportion to the
elapsed time between the first consultation and the
admission to the paediatric surgery service.

The treatment period was 6.46 days on average (range 1
day to 21 days).

The non-operative treatment could be provided in 8
patients (34.78) but due to the lack of the required
equipment these were treated operatively; and in the
remaining patients only operative intervention was
indicated due to bad general condition and fever in 13
patients  (56.52%), and intussusception pudding
perceived in the rectum in one patient (4.35%), and in
another patient (4.35%) with abundant rectal bleeding.

The reduction of the intussusception by reduction by
taxis was tried in all cases. It succeeded in 17 patients
(73.91%). In 6 patients (26.09%), the manual reduction
was either impossible or incomplete due to gut necrosis.
The intestinal resection was done in 16 patients
(69.57%) and appendectomy was done in 7 patients
(30.44%).

The indications of intestinal resection and anastomosis
were uncertain viability or bowel necrosis in 10 cases
(43.48%) and the incomplete reducibility of the
intussusception in 6 cases (26.09%). One patient had a
double intestinal resection and anastomosis, one at ileo-
caeco-colic and the other at transverse colon levels. Two
patients had an isolated ileal resection and anastomosis
and underwent also an appendectomy.

One patient (9-month-old) also had colon repair in
addition to the intestinal anastomosis; the patient had
an ileo-caeco-colic intussusception. A transverse
colotomy was made which helped in reduction of the
intussuesception and gained 10 cm of additional length
of colon.

The follow-up was uneventful in 18 patients (78.26%)
and complicated in 5 patients (21.74%):

e Anastomotic leak leading to postoperative peritonitis

occurred in one patient who initially underwent an
This
patient needed end-to-end ileocolic anastomosis on
the seventh postoperative day. Further follow-ups
were uneventful.

ileal resection and ileo-ileal anastomosis.

e An abdominal wall infection occured in one patient
which was managed with antispetic dressings of the
wound. The
hypertrophic.

resultant scar was wide and

e Intestinal evisceration occurred in 2 cases due to
wound dehisence required re-closure of the wound.
Further follow-up was uneventful.

e A 4 month-child died on the first postoperative day
due to multiple organ dysfunction.

DISCUSSION

Intussusception, after appendicitis, is the second most
frequent cause of acute abdominal pain in children
[13,14], and the first cause of acute intestinal
obstruction in young children. [15] The abdominal pain
occurs in 72 to 95 % [5,13,16] These
paroxysmal pains appear suddenly in
previously healthy infant leading to incosolable cry. The
painful episodes repeat with an interval of 15 to 20
minutes and within these episodes, the infant may be
asymptomatic. These painful episodes are followed, in 60
to 90 % of cases, by vomiting. [13] Two other classical
signs, a palpable abdominal mass, and rectal bleeding
raise suspicion of intussusception. [13] These symptoms
are quite noticeable and parents ususally sought clinical
consultation early. In our series, the average time to the

of cases.
abdominal

first consultation was 1.87 days with a minimum of 6
hours. This is close to data from other authors where the
diagnosis is usually done in the 24 hours, on the basis of
the 4 signs mentioned above. [17] When the paroxysmal
abdominal pain recurs, it renders an easy diagnosis that
can be made even before the first 8 hours of the disease.
But in our study, although patients consulted even in
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the six hours after the start of the symptoms, the
diagnosis was not made early. The diagnosis should be
made within 24 hours to avoid complications. We can
propose two explanations for delayed diagnosis: either
the first health practitioners in contact with the children
did not know about this entity, or the ultrasonography
was difficult to access due to financial constarins. The
retrospective nature of our study does not allow us to
answer these questions with conviction. But the
diagnosis considered in the health centres consulted
before the admission to the special service, proves the
lack of knowledge about intussusception.
Gastroenteritis, malaria, and salmonellosis were the
initial working diagnoses. The lack of knowledge about
intussusception caused the diagnostic delay. We also
noted that 78.26% of children reached the special
service with the diagnosis of intussusception confirmed
on ultrasound and 8.70% came with the diagnosis of
intestinal obstruction, as the reason for referral. The
intussusception diagnosis was finally made in the first
and second centres consulted, before the transfer to the
specialised service. The diagnosis of intussusception was
finally made when the disease worsened and or when
the treatment according to the diagnosis failed. It seems
that the disease is not totally unknown but it requires
strong index of suspicion.

To look through the itinerary of the children treated for
intussusception had enabled us to note that the
precious time was mostly wasted in the consulted
centres before the admission to the specialised services.
This is proved by the proportionality of the curve of the
global deadline of admission to the specialised service
and that of the time that elapsed since the first
consultation until the arrival in the specialised service.
This was not immediately conceivable without making
them part of the period of the first consultation and the
time elapsed between the first consultation and the
admission to the specialised service. Some authors also
noticed similar reasons for the delay in diagnosis as
resulting from the ignorance of parents and the delay of
referral in the developing countries. [18-20]
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