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SUMMARY

]n a retrospective study, eighty-four patients
treated for intussusception at the Komafo Anokye
Teaching Hospital in Kumasi-Ghana within a pe-
riod of ten years were analysed and discussed with
respect to age and sex disiribution, preoperative
differential diagnosis, anatomical 1yping,
intraoperative findings, postoperative morbidity
and mortality, as well as complications after sur-
gery.

Approximately 8.4 cases of intussusception were
recorded in the hospital each year, with an averall
mortality rate of 9.5%. Fifty-nine (70.2%%) patients
were males and twenty-five (29.8%) were females.
The majority (85.7%) were children; the rest
(14.3%) were adults. In forty-four cases, the
intussusception was associated with a mobile
caecum. Other intraoperative findings included
enlarged mesenteric lymph nodes, adhesions,
malrotation, lymphoma of the bowel, large bowel
polyp and a blind loop of a side-to-side intestinal
anastomosis. These and also the possible associa-
tion of intussusception with herbal enemas are
considered in this study as moments favouring the
occurrence of intussusception.
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INTRODUCTION

A review of the world literature shows that intus-
susception ranks high as a surgical emergency in
infancy and early childhood [1,2]. The predisposing
factors are variously mentioned as: intra-abdominal
adhesive bands [3]; appendiceal stump [4,5]
haemangioma [6]; etc. As is obvious, each author
mentions only one or two factors which, in their
opinion, can lead to intussusception. In this study, a
retrospective analysis of cases seen and managed ina
regional teaching hospital is presented.

MATERIALS AND METHODS

In the 10-year period of 1981 to 1990, eighty-four-
patients (84) were admitted to the Komfo Anokye
Teaching Hospital in Kumasi with intussusception, Of
these, 72 (85.7%) were children, the rest - 12 ( 14.3%)
were adults. Their ages ranged from 3 months to 60
years. Among the children, 50 were boys and 22 -
girls; and among the adults, 9 were males and 3 -
females.

The clinical diagnosis of intussusception was confirmed
at laparotomy, during which the various predisposing
factors were elicited and recorded in the operation
notes. On the average, the duration of symptoms
before hospitalization was four days. From this, it is
obvious that all the patients had to be appropriately
resuscitated before surgery. About 23.8% (20) of our
patients had bowel resection done; the rest had
laparotomy and manual reduction of the intussuscep-
tion carried out.

RESULTS

A total of 84 cases were seen in our hospital during a
10-year period. There were 72 children below the
age of 14 years and 12 adults, with an age range of 30
to 60 years, Of the children, there were 50 boys and
22 girls, with a sex ratio of 2.3:1. Children up to the
age of one year constituted the most affected group'-
62(86.1%) - Table 1. The overall male to female ratio,
adults inclusive, was 2.4:1.

Table 1: Intussusception in Kumasi - Age
distribution.

Age No. of cases (%)

3 - 6 months 29 (34.5)
7 - 9 months 19(22.6)
10 - 12 months 14 (16.7)
1 -5 years 6(7.1)°
6 - 10 years 2{24)

11-14 years 2(2.4)

15 - 60 years 12(14.3)

Total 84 (100.0)
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The duration of symptoms before presentation to hos-
pital ranged from 2 to 7 days. None of our patients
reported to hospital within 24 hours after the appear-
ance of the clinical features of intussusception.

Although various combinations of the cardinal clinical
features of abdominal pain, vomiting, rectal bleeding
and abdominal distension appeared in about 58.3% (49)
of our patients, the preoperative diagnosis were dif-
ferent and varied (Table 2). This, obviously, led to
delay in surgery at times.

Table 2: Intussusception in Kumasi -
Preoperative diagnosis.
Disease entity No. of cases (%)

1. Intestinal obstruction 26 (30.9)

2. Enema colitis 21(25.0)

3. Intussusception 16(19.0)

4. Dysentery 7(8.3)

5. Peritonitis 5(6.0)

6. Acute abdomen 5(6.0)

7. Gastroenteritis 2(2.4)

8. Tumour of the colon 2(24)
Tota! 84 (100.0)

Each patient was adequately rehydrated with intrave-
nous fluids for variable periods of time (from 3 to 24
hours) before surgery was performed. Whenever nec-
essary blood transfusions were also carried out to
correct any anaemia, before, during or after surgery.

Preoperatively, patients weie usually put on a combi-

Table 4: Intussusception in Kumasi -

Intraoperative Findings

Intracperative finding No. of Cases (%)

1. Mobile caccum " 44 (52.4)

2. Enlarged mesenteric lymph nodes

and Peyer's patches 5(5.9)

3. Adhesions 335

4. Malrotation of the intestine 2(24)

5. Lymphoma of the bowel 2(24)

6. Polyp of the bowel 1(1.2)

7. Blind loop syndrome 1(1.2)

8. Herbal enemas of various concentrations 13(15.5)

9. No factor found 13(15.5)
Total 84 (100.0)

The incidence of small bowel intussusception in this
series was 79.8% (67), compared with 29.9% (17) for
large bowel intussusception.

Operative manual reduction without resection was
successful in 64 (79.2%) patients, with 4 intussuscep-
tions reducing spontaneously when brought out into
the operative wound. Bowel was resected in 20
(23.8%) patients as a result of non-viability of bowel
(9 cases), its irreducibility (6), perforation of intestine
(3) and a tumor being the lead point (2) - Table 5.

Table 5: Intussusception in Kumasi - Results

of Surgical Treatment

nation of antibiotics, which included ampicillin, Type of treatment No. of cases (%) | Deaths
gentamycin and metronidazole, which was continued . -
during surgery and postoperatively foraminimum of 7 I Operative reduction only 60 (71.4) 3
days. As soon as adequate rehydration was estab- 2, Spontancous peduction 4(4.8)
lished, prompt surgery was carried out.
3. Resection and anastomosis for:
Intra-operatively, the anatomical type of intussuscep- _
tion in each case was noted and recorded in the op- | 3)Non-Viable bowel 9(10.7) 2
eration notes (Table 3), as well as various other find- by Irreducibility of bowel 6(1.1) I
ings, considered to be predisposing factors (Table 4).
¢} Perforation of bowel 3(3.6)
“Table 3: Intussusception in Kumasi - Apex of d) Tumour 2(24)
Intussusception. Total 84 (100.0) 8 (9.5%)
No. of Cases
natomic 1y pe Children Adults Total {"5)
1. Enteric DISCUSSION
a) Heoileal ¥ 2 10¢11.9) - : _ .
by Heoeolic 20 2 22(26.2) Our patients with intussusception have always
oY flsnceel 3 4 3541.7) presented late to hospital for treatment. The reasons
3. Colonic for this late presentation (more than 48 hours) we
! , presume to be: ignorance on the part of mothers, self-
a) Cacco-colic 3 2 3(3.9) medication, inadequate knowledge of the clinical
b) Colo-colonig 10 2 12(14.3) features of intussusception on the part of district medi-
Total 17 12 g4(100.0) | cal workers (who usually refer the cases to us) and
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‘About 10% [8]
_thoea indistinguishable from gastroenteritis and even-
" tually found their way into the surgical unit through the

inadequate communication and transportation [7].

Among the children with intussusception below the age
of one year, the typical patient was a 5.8-month old
healthy boy, comparable to the age group noted by
S.T. Dawod et al. [8] in their series. Intussusception
in adults in our hospital is uncommon, an average yearly
oceurrence of 1.2 cases.

of our patients gave a history of diar-

paediatric wards. It requires a high degree of suspi-
cion on the part of doctors to be able to diagnose this
problem accurately to prevent delays in treatment.

As stated above, all our patients underwent surgical

treatment and the lesions supposed to have been the

cause of the intussusception recorded (Table 4). The
most frequent predisposing factors were mobile
caecum - 44 (52.4%) cases, enlarged mesenteric lymph
nodes and Peyer's patches (5 cases), which was also
noted to be the cause of intussusception in 17 patients
of P.T. Nmadu's series (9). Other factors included
adhesions (3 patients), malrotation and lymphoma of
bowel (2 patients each), a polyp of the large bowel
and a blind loop syndrome - a case each. Of our
patients, 13 developed typical clinical features of
intestinal obstruction, after performing enemas at home
using various strong herbal preparations. Most of such

atients were diagnosed as having enema colitis but
intra-operatively were found to have intussusception.
In the remaining 13 patients, no predisposing factors
were found.

The causes of intussusception in the 12 adults were:
lymphoma of the bowel (2), polyp of the large bowel
(1), blind loop syndrome (1), adhesions (1) and post-
herbal enema (5). The rest (2) were idiopathic, i.e. no
pathology was found.

In our patients, where there was a mobile caecum
which was not resected for one reason or the other
(necrosis or perforation of intestine or inability to manu-
ally reduce the intussusception) we fixed it with
sutures to the parietal peritoneum of the right para-
bolic gutter. We, therefore, advise caecopexy in
patients with mobile caeca to prevent recurrence of

_ intussusception in the postoperative period.

Though we are not sure yet of the role strong herbal
enema preparations play in the development of intus-
susception, we presume that, the herbal enemata, which
are usually hypertonic, chemically irritate the bowel,
producing hyperperistalsis. And, in the presence of
factors such as tumours, adhesions, mobile caeca and
so on, can lead to intussusception. It is a known fact
that among Ghanaians, the practice of giving encmas
is widespread. Some people do regularly purge them-
selves or their children with strong herbal enemas for
no obvious medical reason, but just for the sake of
cleaning the bowels; others take to enemas for any
ailment. including fever, constipation, etc. In the light
of the foregoing, we strongly advise against the indis-
criminate use of such enema preparations for purging
children or anyone, for that matter.

In the presence of a lead point, such as a lymphoma of
the bowel, the bowel should be resected tegether with
the tumour and an end-to-end anastomosis done.
Patients with intussusception secondary to a side-to-
side anastomosis (forming a blind loop syndrome) should
also be treated by bowel resection with an end-to-end
anastomosis carried out.

Mortality in our series was 9.5%. Out of the 8 deaths,
5 were children, the rest were adults. Death usuall
occurred within 7 days in the postoperative peri
mainly due to bronchopneumonia and scepticaemia.
In order to cut down on the resection rate as well as
the overall mortality rate, we believe thata good knowl-
edge of the major clinical features of intussusception
by medical workers in the district health centres will
go a long way to reducing the length of the average
duration of symptoms before referral 1o the major treat-
ment centres.

A high postoperative morbidity rate and a prolonged
hospital stay of an average of 12 days (from 7 to 27
days) were mainly a result of the late presentation to
hospital and also, due to various complications as shown
in Table 6. The commonest complications were wound
infection and pneumonia, This resulted in long hospi-
tal stays for such patients and high morbidity.

Table 6: Intussusception in Kumasi -
Complications of Surgical Treatment
Complications No, of cases (%) Deaths

1. Wound infection 18

2. Bronchopneumonia 13 6

1. Aneamia 8

4, Scepticaemia 3 2

Total 42 8

CONCLUSION

The predisposing factors that may cause intussuscep-
lion in our environment are many and varied. They
include: mobile caecum, enlarged mesenteric lymph
nodes and Peyer’s patches, lymphoma of the bowel,
malrotation of the intestine, polyp of the large bowel,
and blind loop syndrome. Attempts should, therefore,
be made during surgery to elicit these factors and elimi-
nate them, where possible, so as to prevent recurrence
of intussusception.

We strongly believe that concentrated herbal enemata
can lead to intussusception by causing chem ical irrita-
tion of the bowel and hence hyperperistalsis of it. We
would, therefore, advise against their indiscriminate use
to prevent any complications, intussusception inclusive.

The recurrence rate in our series was zero.
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