
history of abdominal colic, and in only one fifth was
there a palpable abdominal mass. This contrasts with
the findings in most studies of childhood intussuscep-
tion, in which 80-90% of patients present with evidence
-of abdominal pain and at least half have a palpable
abdominal mass.'4'7 The infrequency of a palpable
mass in our series may reflect the fact that many
children were admitted with advanced intestinal
obstruction and associated abdominal distension.
Most children with intussusception present to hos-

pital within 48 hours of the onset of symptoms.'8
Delayed referral or diagnosis was present in over one
third of deaths in this series and undoubtedly con-
tributes to morbidity from intestinal infarction and
bowel resection in survivors. 18 19 General practitioners
may find difficulties in diagnosis given both the infre-
quency with which they encounter intussusception and
the frequency with which intussusception fails to
present in the classic textbook manner. Although this is
particularly true of isolated small bowel intussuscep-
tion,20 it is noteworthy that diagnostic difficulties were
encountered in half the cases analysed in a recent large
study of all childhood intussusceptions from a
children's hospital.'8

DIAGNOSTIC POINTS

Several diagnostic points must be emphasised.
Although intussusception is reasonably regarded as a
condition of infancy, it does occur in older children.
Between 10% and 30% ofintussusceptions are recorded
in children over 2 years of age,'2 13 and five of the
deaths in this study were in children over 8 years old.
Bilious vomiting as a sign of intestinal obstruction
seems to be underestimated; it was reported in six of
the 15 patients in whom a specific inquiry was made
but its relevance was rarely appreciated. In most of the
deaths the nature of the vomitus was not recorded.
Between 13% and 20% of children with intussuscep-

tion have no signs of abdominal colic or discomfort, the
so called painless intussusception. 17 2' Ein et al found
that these infants take twice as long to reach hospital
and have a significantly greater incidence of irreducible
intussusception compared with those presenting with
abdominal pain.2' The degree and type of rectal
bleeding in intussusception is variable and may cause
confusion with infective gastroenteritis.'0 Children
with established intussusception may appear decep-
tively well,20 but intussusception must also be con-
sidered in the differential diagnosis of the listless or
collapsed infant with minimal abdominal signs.' 2022
Plain radiography, abdominal ultrasound scanning,
and contrast enema studies by a radiologist with
paediatric expertise are relatively non-invasive methods
of confirming most intussusceptions.' 23 24

It is disappointing to discover that inadequate fluid
replacement contributed to one fifth of the deaths,
particularly since this has been well documented as a
factor in mortality from appendicitis. II Often there is a
continuing need for large volumes of fluid during and
after surgery, and adequate monitoring of the circula-
tion by peripheral skin temperature probes and urine
output is vital. During the transfusion of large volumes
of colloid blood glucose concentrations must be
monitored.

It is now generally accepted that most cases of
intussusception can be successfully managed without
surgery by using hydrostatic or pneumatic reduction
techniques.''14819 However, if symptoms and signs
are not rapidly relieved after an apparently successful
radiological reduction residual or recurrent intus-
susception must be suspected. Pitfalls in the assessment
of radiological reduction are well recognised, and free

reflux of contrast into the terminal ileum does not
necessarily exclude the possibility of a residual ileocolic
intussusception2 or an ileoileal component.

Finally, in the metabolically unstable patient with a
prolonged postoperative ileus the possibility of per-
forated or ischaemic bowel must not be overlooked.
Refractory postoperative hypoglycaemia and acidosis
may indicate the presence of surgical complications.

Improvements in the management of childhood
intussusception are likely to be gained from a wider
awareness of its various presentations, prompt and
aggressive resuscitation, and expeditious treatment in
a centre with combined paediatric radiological, anaes-
thetic, and surgical expertise.

We thank the consultants, coroners, and medical records
officers who provided the information which made this study
possible.
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Correction

Community surveillance of complications after hernia
surgery
An authors' error occurred in this paper by Ian S Bailey and

colleagues (22 February, p 469). In the second paragraph of the
results section the wound grades should be IV and V and not III
and IV as printed.
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