
PEDIATRIC SURGERY Update ©
Vol 20 No 03 MARCH 2003

Ostomy Prolapse

Though colostomies ileostomies or jejunostomies play a major role in the management of
gastrointestinal disorder in children they can be associated with complications. These
include skin excoriation, retraction, prolapse and stricture. Most stomal creation is required
during the neonatal period. Stomal prolapse is the most common complications encounter
in clinical practice (20%) since very dilated bowel must be brought through a thin
abdominal wall. Colostomies sited in the transverse colon have the highest incidence of
prolapse. Whenever possible the stoma should be constructed away from the surgical
wound. End enterostomies rarely prolapse. Prolapses are more common with loop
enterostomies and usually involves the distal non-functioning limb. Mild prolapse is usually
inconsequential and requires no revision. All prolapses (proximal or distal) should be
manage as an emergency trying initially to reduce it promptly before swelling, mechanical
obstruction or ischemia ensues. For reduction to be effective consciously sedate the child,
lubricate the bowel with jelly to avoid mucosal injury and start from distal to proximal
squeezing gently the intestinal wall. If the prolapse becomes severe, recurrent, or occurs
in the proximal limb causing mechanical obstruction then surgical revision becomes
necessary. Some temporary measures suggested by other authors include purse string
suture based on the Thiersch principle or anchoring the bowel loop to the skin away from
the stoma. Whenever possible early closure of the stoma should be done.
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Pancreatitis in Choledochal Cysts
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Choledochal cysts (CC) can produce abdominal pain, obstructive jaundice, or pancreatitis.
The recurrent abdominal pain associated to hyperamylasemia has been called
"pseudopancreatitis" since true inflammation of the pancreas is absent. Acute edematous
or necrotizing pancreatitis associated with CC is very rare. It is believed that when the bile
duct pressure increases due to obstructive cholangitis pancreatic enzymes in bile may
regurgitate into the blood stream and produce hyperamylasemia. Cholangiovenous reflux
of amylase might cause hyperamylasemia. Other clinical studies have found that amylase
in the biliary tract have access to the blood stream probably through a sinusoidal pathway
by cholangiovenous reflux, and a lymphatic pathway, via the Disse's space and denuded
cyst wall with bile duct pressure increases. Common denominator is an increase in ductal
pressure of a partially closed common channel system. Infants with CC do not show
hyperamylasemia due to physiologically low level of pancreatic amylase. The abdominal
complaint and hyperamylasemia can easily subside in a short period of time with
conservative treatment resulting in no demonstrable pancreatic dysfunction. Once this
occurs appropriate surgical management of the choledochal cyst which includes cyst
excision and Roux-en-Y hepatico-jejunostomy reconstruction should be done.
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Parotitis

Acute parotitis is a self-limiting disease most commonly associated with mumps (epidemic
parotitis) in children. Other times the parotitis is associated with bacterial infection
progressing to frank suppuration. Recurrent parotitis, also known as juvenile recurrent
parotitis, is characterized by a cyclic swelling of the parotid glands associated with
discomfort and/or pain in the absence of external inflammatory changes during a period
of several years. The condition mainly affects children between the ages of three and six,
males being more commonly affected. The symptoms peak in the first year of school and
usually begin to subside after puberty. Retrograde infection induced by the mumps virus
and upper respiratory infection play a major role in the etiology of recurrent parotitis.
Sialography demonstrates sialectasia. Children with recurrent parotid swelling needs to
be screened for underlying systemic immune disorders such as Sjogren's syndrome. With
time the recurrent episodes reduce salivary flow, while increasing the chloride, sodium,
copper, albumin, IgA and lactoferrin concentration. Etiology of juvenile recurrent parotitis
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is a combination of congenital malformation of portions of the salivary ducts and a set-in
infection. Treatment is conservative.
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