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Patients characteristics Patient A Patient B Patient C

Age at diagnosis (y) ; gender 11, female 5.3, female 8.4, female

Family history of PJS No Yes Yes
Age at Intussusception (y) 12.9 15.7 8.4
Time since diagnosis (y) 1.8 10.3 0
Previous Imaging (interval 
since presentation with 
Intussusception)

MRE: planned but not performed as patient refusing oral/NGT contrast
VCE (4m): small polyps in duodenum, slow transit from duodenum to 
jejunum, polyps in proximal and distal jejunum
DBE: urgent referral, not adhered to by family

Barium meal and FT (2.2y): filling defects in small bowel, no large polyp
DBE (2y): no significant abnormalities in small bowel
VCE (2.8y): small sessile polyps in jejunum and Ileum
VCE (8m): normal – faecal loading

-

Imaging prior to surgery USS abdomen: abnormal loop in central abdomen, very suspicious of 
intussusception
CT abdomen: Jejuno-jejunal intussusception (thickened wall, proximal 
dilatation), large hamartomatous polyp in ileum (filling defect)

USS abdomen: Persistent small bowel intussusception in the upper 
abdomen, the involved loops show peristalsis, not significantly thickened

USS abdomen: Ileo-Ileal
Intussusception

Surgery 1. Jejunal small bowel Intussusception with polyp as a lead point
2. Necrotic bowel over 100cm once reduced
3. x5 polyps (max 2x1.7x3.6cm)

1. No intussusception identified
2. 2x polyps (1x2cm) in mid Ileum 10cm apart from each other

1. x2 Ileo-Ileal Intussusceptions each 
with a pathologic lead point of a polyp
2. x2 polyps 10-15 cm from the 
resected bowel removed

Small bowel resection (cm) 100 15 45

Aim:
• To identify patient characteristics and polyp features

in PJS patients with intussusceptions compared to
patients without this complication.

• To review if a more cautious surveillance protocol
may be beneficial for children with PJS considered
being at increased risk

Results:
Comparison with patients with PJS without
intussusception: Review of 7 PJS patients without
intussusceptions during the same 10 year period did
not demonstrate significant differences in age of
presentation, presence of polyps in stomach, or
duodenum. Regarding small intestinal polyp
formation, 2 of control patients had small intestinal
polyps, one of them referred for DBE and the other
one did not require DBE resection.

Summary and Conclusion:
• Presence of small intestinal polyps was the only

risk factor for intussusceptions. Intussusceptions
occurred in 3/5 of all children with small
intestinal polyps.

• Dynamics of small intestinal polyps appear
variable, but occurred earlier or in shorted
intervals than recommended by ESPGHAN
guidelines.

• We recommend that small bowel investigations
should be performed not later than 8 years of
age. Due to absence of early warning signs for
intussusceptions, if small intestinal polyps are
found, small bowel imaging under optimal
imaging conditions should be repeated annually
and also immediately when children are
symptomatic.

Introduction:
Children with PJS are at high risk of intussusception and
bowel resection from small intestinal polyp formation.
We contributed to recent ESPGHAN guidelines, which
recommend to start screening investigations from the
age of 8 years in 3-yearly intervals. In spite of meticulous
endoscopic and imaging screening, three of our patients
developed intussusceptions.


