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Warm greetings from the Department of Pediatric Surgery,
Rainbow Children’s Hospitals.

Dr Mainak Deb

In continuation of our endeavour to offer the best in Pediatric
Surgical care, this newsletter brings to you details of a procedure
done frequently at our centre for Intussusception which is
minimally invasive. This is done as an emergency (24 x 7) by our
surgical team under sedation as soon as the diagnosis is made
with instant relief of the symptoms. It gives immense satisfaction
to treat a surgical condition non-surgically, not only for the parent,
but also for the treating doctor.

Dr Jamir Arlikar

We also introduce another member of our team of Pediatric
Surgeons, Dr Jamir Arlikar, who has contributed a lot to the
department with his experience at Johns Hopkins Children’s
Hospital in the US.
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Our Guidelines section will discuss the recent recommendations
for the management of Hydrocele.
We thank you once again for your continuing support and helping
us manage your patients in a safe and minimal invasive way.
Dr Harish Jayaram
Pls call (+91 989991995) for any clarifications

Introduction of our new Consultant.
Dr Jamir Arlikar

Dr Arlikar after his M.Ch. in Pediatric Surgery from Grant Medical College and JJ Group of
Hospitals in Mumbai went to Johns Hopkins Institute in USA for further studies. Here he
was trained in Pediatric and Neonatal Laparoscopic procedures. His main interest is
Pediatric Urology especially in procedures like hypospadias repairs, bladder extrophies and
augmentation of bladder for neurogenic incontinence. While in laparoscopic procedures he
is interested in basic as well as advanced laparoscopic repairs like anorectal malformation,
Hirschsprung’s Disease, Fundoplication, Pyeloplasties etc. His special interest is in single
incision laparoscopic procedures in children making surgical scars as minimal as possible.

Intussusception - NON OPERATIVE MANAGEMENT
Intussusception is a common condition with
a dramatic but characteristic presentation.
The acute onset of colicky abdominal pain
and inconsolable crying in a hitherto thriving
and playful infant can be extremely
distressing for the parents and other
caregivers.

Hydrostatic Reduction
A large majority of these intussusceptions are amenable to a reduction without the need for
operative intervention. Furthermore, the option of open surgical treatment is poorly
accepted by some of the parents. Non-operative reduction for intussusception should be
offered as a first line of treatment for all children with idiopathic intussusception.
Non operative reductions are simple to perform and usually do not require sophisticated
equipment. Pneumatic or hydrostatic reductions are generally performed under
fluoroscopic guidance.
Ultrasound guided hydrostatic reduction is frequently performed in centres where
fluoroscopy is not available. The only drawback of an ultrasound guided reduction is the
observer variability in assessing the completeness of reduction. The procedure can be
safely performed either as an awake procedure in the radiology suite or under sedation in
the operation theatre. Saline or air is pushed into the rectum and colon under controlled
circumstances and low pressures until the intussusceptum is reduced and free flow of air
or saline into the ileum is noted.

Laparoscopic Reduction
Intussusceptions are sometimes impacted and are not reducible in spite of adequate
attempts at hydrostatic reductions using safe pressures. Then Laparoscopic visualization
and assisted reduction of the intusssusceptum is done using 2 ports. The access is minimal
and avoids a laparotomy which was conventionally required to manage this situation.

Laparotomy for Intussusception.
Operative reduction should be reserved for patients with delayed presentation and signs of
bowel devitalisation, intussusceptions with documented pathological lead points or failure
of attempts of non-operative reduction. Recurrence of idiopathic intussusception following
non-operative reduction can be safely managed by repeated non-operative reductions.
Only repeated recurrences in infants are offered open surgical reduction to rule out a
pathological lead point and/or perform an ileoceopexy to help prevent further recurrences.
Rarely, the procedure may be complicated by perforation of the intestine which is usually
indicative of pre-existing devitalised bowel.

Recommendations for the management of hydrocele.

(European Society for Paediatric Urology guidelines 2013)
In the majority of infants, surgical treatment of hydrocele is not indicated within the
first 12-24 months due to the tendency for spontaneous resolution. Little risk is taken
by initial observation because progression to hernia is rare.
Early surgery is indicated if there is suspicion of a concomitant inguinal hernia or
underlying testicular pathology.
In case of doubts about the character of an intrascrotal mass, scrotal ultrasound
should be performed.
In the paediatric age group, an operation would generally involve ligation of the
patent processus vaginalis via inguinal incision. Sclerosing agents should not be
used because of the risk for chemical peritonitis.
www.rainbowhospitals.in

Pls call (+91 989991995) for any clarifications

