A Suggested New Clinical Classification for Pediatric Intussusception
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Purpose: We proposed a new classification of pediatric intussusception based on clinical and radiologic
findings.

Methods: Data from 88 consecutive patients with intussusception were reviewed. We retrospectively
analyzed six factors; patient age, sites of intussusception, symptoms, therapeutic methods, existence of
enlarged mesenteric lymph nodes, and ultrasonographic (US) findings from clinical records.

Results: 1) There was one neonatal case (1.1%), the others (98.9%) were infants and children. 2) These
87 infant and child cases consisted of 14 cases (16.1%) of small bowel intussusception (SBI) and 73
cases (83.9%) of ileo-colic intussusception (ICI). Of the 14 SBI cases, 12 cases were symptomatic and
2 cases were asymptomatic. The symptomatic group comprised 8 transient cases (66.7%), 3 operative
cases (25.0%), and 1 enema-reduction case (8.3%). Two asymptomatic cases were incidentally captured
by computed tomography. Of the 73 ICI cases, 19 cases (26.0%) required operation, and 54 (74.0%)
enema-reduction. 3) When transient SBI cases were compared with operated SBI cases, enema-reduced
and operated ICI cases, the age (38.0+22.9 months) of transient SBI cases were significantly higher
than those of the others (p=0.003). Mean mass size (20.842.7 mm) in transient SBI was significantly
smaller than in the others (p=0.0001). 4) No correlation was found between the existence of enlarged
mesenteric lymph nodes and therapeutic method or concomitant illness. 5) Most of the target types
observed by US were in transient SBI cases, the remainder were in the enema-reduced ICI cases. In
terms of the doughnuts type, all 8 cases (34.8%) with an external hypoechoic rim thickness of >8.9
mm were treated surgically.

Conclusion: Pediatric intussusception may be classified based on clinical and radiologic findings, which
are likely to indicate appropriate therapies. (Korean J Pediatr Gastroenterol Nutr 2006; 9: 39~47)
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[ Neonate: 1

Infant & children: 87
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Operation: 3
Reduction: 1

Sx (=) — Incidentally captured
CT photographic: 2

ICI: 73 - Reduction: 54
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Fig. 1. New classification of pediatric intussusception
(n=88). SBI: small bowel intussusception, ICI: ileo-colic
intussusception, Sx: symptom, CT: computed tomo-
graphy, LN: lymph node.
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Fig. 2. Age distribution in 4 types of intussusception.
*p=0.003 by Kruskal-Wallis test. " Added 3 cases in

Jan. 1998 ~Feb. 2003. SBI: small bowel intussusception,
ICI: ileo—colic intussusception.
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Table 1. Symptoms in 4 Types of Intussusception

Transient Operated Reducted Operated
SBI (n=8) SBI* (n=6) ICI (n=54) ICI (n=19)
Symptom Duration’ 12~72 hrs 24~40 hrs 3~72 hrs 24~72 hrs
(Mean) (35 hrs) (27 hrs) (31 hrs) (43 hrs)
Symptom
Abdominal pain 8 (100%) 6 (100%) 49( 91%) 17 (90%)
Vomiting 5 (63%) 6 (100%) 30 (56%) 16 (84%)
Bloody stool* 1 (12%) 2 (33%) 30 (56%) 14 (74%)
Mass 0 (0%) 0 (0%) 1 (2%) 1 (5%)
Lethargy® 0 (0%) 2 (33%) 10 (19%) 8 (42%)

*Added 3 cases in Jan. 1998 ~Feb. 2003, Tp=0.093 by ANOVA, ¥ 0=0.022, §020.063 by Chi-square test. SBI: small
bowel intussusception, ICI: ileo—colic intussusception, hrs: hours.

Table 2. Plain Fiim Findings in 4 Types of Intussusception

Transient Operated Reducted Operated

SBI (n=8) SBI* (n=6) ICI (n=54) ICI (n=19)

Plain film (+) 7 (87%) 6 (100%) 43 (80%) 13 (68%)
Mass' 0 (0%) 3 (50%) 30 (56%) 6 (32%)
Paralytic ileus’ 6 (75%) 2 (33%) 25 (46%) 6 (32%)
Mechanical ileus® 1 (13%) 3 (50%) 1 (2%) 4 (21%)
Plain fim (—) 1 (13%) 0 (0%) 11 (20%) 6 (32%)

*Added 3 cases in Jan. 1998~Feb. 2003, *p:0.015, *p=0.198, §,020.001 by Chi-square test. SBI: small bowel

intussusception, ICI: ileo—colic intussusception.
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Fig. 3. Mass size on ultrasonography of 4 types in-
tussusception. *p=0.0001 by Kruskal-Wallis test. SBI:
small bowel intussusception, ICI: ileo—colic intussus-
ception.
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Table 3. Age and Symptoms in Lymph Node Group and Non-lymph Node Group in lleo—colic Intussusception

ICl

Lymph node (+) (n=27)

Lymph node (—) (n=8)

Reduction* Operation* Reduction* Operation*
(n=23) (n=4) (n=5) (n=3)
Age 4 mo~4 yr 8 mo~2 yr 3 mo~3 yr 4 mo~12 mo
(Mean) @ yn (1 yr 1 mo) (1 yr 5 mo) (6 mo)
Symptom duration 12~72 hrs 24~72 hrs 3~72 hrs 48~72 hrs
(Mean) (38 hrs) (42 hrs) (29 hrs) (64 hrs)
Symptom
Abdominal pain 19 (83%) 4 (100%) 4 (80%) 2 (67%)
Vomiting 11 (48%) 4 (100%) 3 (60%) 3 (100%)
Bloody stool 11 (48%) 2 (50%) 2 (40%) 2 (67%)
Mass 0 (0%) 1 (25%) 0 (0%) 0 (0%)
Lethargy 5 (22%) 3 (75%) 2 (40%) 1 (33%)

*p=0.312 by Fisher’s Exact test. ICI: ileo—colic intussusception, mo; months, yr: years.
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