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CASE REPORT

Endoscopic treatment of a large colonic polyp as a cause of
colocolonic intussusception in a child
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Published online: July 16, 2010 ception occurs and is usually associated with no patho-

logic lead point?*.

The pathologic lead point occurs in only 5% of intu-
ssusception cases, and is usually present in older child-
Abstract ren[l’5].I?The most common pathol};gic lead point is Meckel’
Colocolonic intussusception is an uncommon cause of s diverticulum, followed by small bowel polyps and intes-
intestinal obstruction in children. The most common  tinal duplications®9.
type is idiopathic ileocolic intussusception. However, We present a case of colocolonic intussusception in a

pathologic lead points occur approximately in 5% of 10-year-old boy. The patient had as pathologic lead point a
cases. In pediatric patients, Meckel’s diverticulum is

the most common lead point, followed by polyps and
duplication. We present a case of recurrent colocolonic
intussusception which caused colonic obstruction in
a 10-year-old boy. A barium enema revealed a large
polypoid mass at the transverse colon. Colonoscopy CASE REPORT
showed a colonic polyp, 3.5 centimeters in diameter,

large polyp which was completely removed by endoscopic
surgery. The pathological result confirmed a juvenile
colonic polyp.

which was successfully removed by endoscopic poly- 4 10-year-old boy was admitted to the Division of
pectomy. Pediatric Surgery, Department of Surgery, Faculty of

Medicine at Siriraj Hospital due to recurrent episodes of
© 2010 Baishideng. All rights reserved. intussusception. In a provincial hospital, he presented
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Figure 1 Plain abdo-
minal film. A: Completed
colonic obstruction on the
left side of the colon; B:
Barium enema revealed
a colonic mass at the
splenic flexor after suc-
cessful reduction.

Figure 2 At the trans-
verse colon, a huge
colonic polyp with
mucosal invagination
confirmed that it was
acting as a leading
point. Snare poly-
pectomy was applied
after successful vas-
cular control with two
hemoclips.

with a one-day history of colicky abdominal pain and
bloody stool. Abdominal ultrasonography was petformed,
and confirmed the diagnosis of intussusception. After
hydrostatic reduction failed, he underwent a laparotomy
for manual reduction. The patient recovered and was
discharged from the hospital on the day 5.

8 d after the operation, colicky pain recurred as well
as the bloody stool. A plain abdominal film showed
colonic obstruction near the splenic flexure of the
colon (Figure 1A). Colocolonic intussusception was
successfully reduced by hydrostatic pressure. A barium
enema revealed a mucosal lesion at the splenic flexure of
the colon (Figure 1B). The patient was then referred to
our hospital.

He underwent an elective colonoscopy 1 wk later.
A large pedunculated polyp, measuring 3.5 centimeters
in diameter, was detected at the transverse colon and
polypectomy was successfully performed (Figure 2). The
pathologic finding revealed a juvenile polyp (Figure 3).

The child recovered and has done well ever since.
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Figure 3 The whole mouth capture shows a polypoid mass, with ede-
matous stroma, inflammation, and ulceration. A: Multiple dilated mucous
glands and mucin lakes are noted; B: The dilated mucous glands and stromal
inflammation (X 2).

DISCUSSION

Although intussusception has been reported in all pe-
diatric age groups, 75%-90% of the cases occur within
the first 2 years of lifel’l. Most of the presentations of
intussusception are of the idiopathic ileocolic typel**7.
Only 5%-6% of these patients have pathologic lead
points!"*%. The incidence of pathologic lead points
increases with age and recurrent episodes. Intussusception
which occurs outside the ileocolic junction appears to
have a higher incidence of pathologic lead points and
requites surgical management such as a bowel resectiont™l.
This patient should have been initially suspected to have a
pathological lead point with the development of recurrent
colocolonic intussusception.

The approach to patients with intussusception due
to a pathological lead point is similar to that of patients
in the idiopathic group, as it may at first be difficult to
diagnose them from standard management procedures,
such as presenting history, physical examination and a
plain film. A contrast enema reduction is the first line
of the management, unless the patient shows signs of
secondary peritonitis. L.ead points which are caused by
diffuse mucosal lesions benefit from this approach. Some
of them (non-pathological lead points) are associated
with inherent existing conditions such as hereditary
angioneurotic edemal. A catreful review of post-eva-
cuation films should be performed in cases where there
is a strong possibility of a pathologic lead point”. In
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the colocolonic intussusceptions group, colonoscopy is
indicated in order to identify a lead point in the colon.
Endoscopic treatment, such as polypectomy, can safely
be performed when removable mucosal lesions are
present™l This intervention can reduce unnecessary
or invasive surgery. However, pediatric colonoscopy
requitres sedation and/or a general anesthetic, as opposed
to a barium enema which, in good pediatric radiology
hands, can be just as effective for diagnosis and further
information.

A juvenile colonic polyp can act as a lead point for
colocolonic intussusception”.. Juvenile polyps usually
occur in first decade of life. The usual presenting sym-
ptom is painless hematochezia"'?. Although a solitary
lesion is often benign, malignant transformation can
occur in juvenile polyposis syndrome when the number
of juvenile polyps is greater than 5", A complete
colonoscopy plays a crucial role in distinguishing juvenile
polyposis syndrome from a solitary polyp. Surveillance
colonoscopy is recommended in those who have multiple
polyps and precancerous lesions.

In conclusion, recurrent colocolonic intussusception
in a school-age patient is rare and usually due to a
pathologic lead point. Goals for the treatment are the
reduction of intussusception and searching for and fin-
ding a lead point. Radiologic reduction is a useful initial
treatment. However, it is seldom successful in reducing a
colocolic intussusception, an intussusception in an older
child, and/or a recurrent intussusception, all of which are
symptoms of an intussusception caused by a pathological
lead point. A careful review of post-evacuation films is
helpful. Colonoscopy is a non-invasive and effective tool
in searching for intraluminal lesions in the colon such as
polyps, which can be simultaneously removed.
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