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Case 2
Three years old female child from low socioeconomic
status was brought with intermittent passage of live
beetles during defecation for three months. Child used to
play in the open land without clothing at times. Clinically
she was under nourished, with weight and height less
than 3rd percentile. Systemic examination was normal.
Motion ova, cyst were negative. Peripheral smear study
was normal. Colonoscopy showed normal mucosa.
Scarabiasis was considered and treated as mentioned in
our first child.

Discussion
Scarabiasis or Canthariasis or Beetle disease is a
condition in which the beetles temporarily infest the
digestive tract and rarely the urinary tract. Dung beetle
belongs to Scarabiaediae family. The two species of dung
beetles seen in India are Onthophagusbifascicatus and
Coccobius. These beetles play a useful role in agriculture
by burying and consuming dung, thereby improving the
nutrient cycling and soil structure.1 Though controversy
exist in the mode of entry, the most recent accepted theory
is that the larval form of beetles enter through anus,
especially in naked children, develop into adult ones and
then fly out of the rectum. Rarely adult beetlesinvade
the gastrointestinal, urinary tract and rarely nose
and eyes causing severe irritation. The most common
presentation is presence of beetle in the stools or a swarm
of beetle flying away from the anus during defecation.
Loss of appetite, diarrhoea and abdominal pain has been
reported.2 Peripheral eosinophilia can occur in some.3
Colonoscopy is usually normal as this is an ectoparasite
without any mucosal involvement. Treatment consists
of saline purgatives, improvement in personal hygiene,
wearing protective underclothes during playtime and
sleep to prevent recurrence. Oral metronidazole helps to
remove the insects from human digestivetract.4
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Colorectal Malignancies In
Childhood - An Experience
From A Tertiary Care Center
Colorectal cancer is the third most commonly diagnosed
cancer and the third leading cause of cancer death
among adults.1 On the contrary, primary gastrointestinal
malignancies constitute not more than 2% of all childhood
tumors. Out of these colorectal (CR), malignancies
in childhood are very rare and are second to hepatic
malignancies in terms of incidence. The mortality from
colorectal cancer in both men and women has declined
in the last three decades, but the situation remains grim
among the younger patients afflicted with CR malignancy.2
The literature with regards to CR cancers among adults
is robust, but the same for childhood CR malignancy
is scanty and understandably so because of its rarity
among children. Through this review of our experience,
we intended to project the issues that are peculiar to CR
malignancies among the pediatric population.
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Materials and Methods
This retrospective study was conducted in a pediatric
surgical oncology clinic of a tertiary care pediatric
surgery department. The study involved the extraction
of pertinent data of all cases diagnosed with colorectal
carcinoma between 2006 and 2014. The parameters that
were noted include age, sex, symptoms, examination
findings, specific investigations, the extent of the disease
(stage), therapy received, outcome and the follow-up.

Results
A total of 1061 new childhood cancer cases were registered
in the pediatric solid organ oncology clinic of the Institute
during the above period, and only five patients (0.3%)
had CR carcinoma. The median age of the patient was
11 years (range, 10-12 years). Male to female ratio was
1.5:1. None of them had any predisposing conditions or
family history of colorectal malignancy.
The main symptom (n=4) was bleeding per
rectum (PR). The other clinical features are described
in Table 1. The duration of onset of symptoms prior to
presentation ranged from 2 weeks to 1 year. On physical
examination, one patient (case no 2) had a palpable
abdominal lump whereas all others had a mass palpable
on per rectal examination.
Following baseline investigations, all patients
underwent a CECT scan, and all of them showed the
involved segment of bowel with soft tissue mass effect
(Figure 1). CEA was done in one patient but was not
elevated. Barium enema was already done in one child
before presentation to our center (Figure 2). Colonoscopy
was done in 2 patients that corroborated with the CT
findings and also enabled procurement of tissue for
histopathological examination (HPE). The HPE revealed
adenocarcinoma in all. Operation with curative intent
was performed in two patients in the form of abdominoperineal resection and right hemicolectomy (case no. 1
and 2). Two patients had metastatic disease at presentation
(case no. 3 and 4), whereas one patient (case no. 5) had
locally advanced disease (T4) but no metastasis. Proximal
diversion (right transverse colostomy) was only performed
in these three patients. Only one patient (case no. 1)

Figure 1: CECT of the abdomen showing soft tissue
density lesion in the region of the sacral hollow with
circumferential mural soft tissue thickening seen to
involve entire rectum and distal sigmoid (a) sagittal
section (lesion indicated by arrow), (b) para-sagittal
section (lesion indicated by an arrowhead) and
(c) axial section (lesion indicated by a bold arrow).

Figure 2: Barium enema of the same patient showing
the annular nature of the lesion in rectum causing
narrowing of the lumen in (a) AP view (lesion indicated
by arrow) and (b) lateral view (lesion indicated by an
arrowhead).
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completed postoperative concurrent chemoradiotherapy
that included oral Capecitabine (850 mg/m2, five days a
week) and radiotherapy (45 Gy in 25 fractions over five
weeks).
Longest follow up in our series was 15 months
seen in only one case (Case no. 1). Case no 2 followed up
after three months after undergoing right hemicolectomy,
but developed a local recurrence (defaulted to receive
adjuvant therapy). Case no. 3 and 4 were lost to follow
up after palliative proximal diversion while case no.
5 followed up after four months, but he had developed
extensive intra-peritoneal dissemination and died.

Only one patient (Case no. 1) received curative
surgical attempt followed by adjuvant therapy. After
remaining in remission for ten months, bilateral lung
metastases were picked up during surveillance. She
received chemotherapy (CapeOX: Capecitabine 1000 mg/
m2 bid on days 1–15 and Oxaliplatin 130 mg/m2 on D1
q3wk). After four courses she was reassessed, and it was
noted that the lung metastasis had resolved. Subsequently,
she completed two more courses of CapeOX and is
currently under surveillance. Case no. 2 expired after three
months with local recurrence, acute intestinal obstruction,
pneumonia, and multi-organ failure.

Table 1: Clinical features, histopathology, treatment & outcome.
Case
no

Age /
Sex

Symptoms

Onset of
symptoms
prior to
presentation

Physical
examination

Site

Operation

Stage

HPE

Chemo/
Radio

Outcome

1

12/F

Bleeding
PR &
tenesmus

1 year

Friable, fixed
growth in
rectum, 3 cm
from anal verge

Recto
sigmoid

APR + bilateral
oophoropexy

T3N1M0
(Regional)

Moderately
differentiated
adenocarcinoma

Adjuvant
Capecitabine
+
Radiotherapy

10 months
after remaining
in remission
lung metastasis
were noted.
Chemotherapy
(Oxalaplatin +
capecitabine 4
courses) given and
lung metastasis
resolved.

2

12/M

Abdominal
distension
& pain

6 months

12×12 cm firm
to hard mass
in RIF

Ascending
colon

R
hemicolectomy

T3N0M0
(Localized)

Mucin secreting
adenocarcinoma

Nil
(Defaulted)

Admitted for
recurrence 3
months after
surgery with
acute intestinal
obstruction but
expired

3

10/M

Bleeding
PR
& lump in
abdomen

6 months

Growth in
anterior part of
anal canalbleeding to
touch. Upper
margin not
reachable.
Nodular liver
mass+

Recto
sigmoid

R transverse
colostomy

T4NxM1
(Distant)

Mucin
secreting adeno
carcinoma with
signet cells

Nil

LTFU

4

11/F

Bleeding
PR
&
abdominal
distension

2 weeks

Fixed growth
in rectum 4cm
from anal verge.
Nodular liver
mass+

Recto
sigmoid

R transverse
colostomy

T4N1M1
(Distant)

Mucin
secreting adeno
carcinoma with
signet cells

Nil

LTFU

5

10/M

Bleeding
PR
& tenesmus

8 weeks

Fixed growth
in rectum 3cm
from anal verge.

Recto
sigmoid

R transverse
colostomy

T4NxM0
(Regional)

Mucin
secreting adeno
carcinoma with
signet cells

Nil

Expired after 4
months
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Discussion

outcome as CR cancer survival is highly dependent upon
stage of disease at diagnosis, and typically ranges from
a 90% 5-year survival rate for cancers detected at the
localized stage; 70% for regional; to 10% for patients
diagnosed for distant metastatic cancer among adults.8
Various predisposing conditions have been
described for CR cancers in adults. They are inflammatory
bowel disease, family history of CR Cancer, familial
adenomatous polyposis (FAP) and hereditary nonpolyposis
colorectal cancer (HNPCC), also called Lynch syndrome.
Usually, approximately 5 to 10% of colorectal cancers are
a consequence of recognized hereditary conditions.9 We
did not have any patient in our series with either family
history or predisposing syndromes. Similar observations
were made by Pandey et al. in their series of 4 cases.7
In the young almost the entire colon is equally
affected by malignancy unlike in adults where only
rectal and left sided lesions predominate.5 In our series,
however, we saw 4 out of 5 cases arising from the rectosigmoid region. Diagnosis is easy to miss unless clinical
suspicion is high in the early stages. In our cases since the
cases were advanced at presentation, so all of them had
physical findings in the form of either abdominal lump
(1/5 cases) or mass per rectum (4/5 cases). In early stages,
various modalities that can help in clinching the diagnosis
are colonoscopy, barium enema study, and CT scan.
Colonoscopy has the advantage of procuring tissue for
biopsy, and CT scan can elaborate the anatomical details
including loco-regional as well as distant metastasis.
Since there are no clear guidelines, we suggest evaluating
pediatric patients for CR malignancy with even minor
symptoms soon after common causes have been ruled out
(Figure 3). This may ensure that the cases are at least
picked up at an early stage. In our patients, CT scan was
done in all however Barium enema, and colonoscopy was
done only in one patient. Laboratory profiling of tumor
marker of CEA was not done routinely, and only one case
had undergone this test, and the values were normal. The
role of CEA in adults is well established, but it’s role in
children is unclear. Vastyan reported 7 cases of pediatric
colorectal carcinoma, and none of them had elevated CEA
levels.10 Rao et al. also noted this finding that in children
the CEA levels usually remains normal with either disease
progression or in the presence of residual disease even in
Duke’s C or D stage.5

It is known that more than 90% of colorectal cancer cases
occur in people aged 50 or older. Recent trends show that
colorectal cancer is increasing among younger persons.
In fact, in the United States, colorectal cancer is now one
of the ten most commonly diagnosed cancers among men
and women aged 20 to 49 years.3,4 In the first two decades
of life, however, the involvement is not more than 1%.
Because of its rarity in the pediatric population the
diagnosis of CR carcinoma is generally not considered
initially, and the disease often spreads extensively before
the diagnosis is made.
The biological behavior of these tumors in the
pediatric population is collated only from various case
reports and case series. Management of these cases is also
extrapolated from guidelines that are well established
in adults but are nonexistent separately for children.
Rao et al. from St. Jude’s hospital has described 30
pediatric patients treated for CR tumors in 1985.5 Yang
et al. in 2008 reported a population-based analysis of 270
pediatric colorectal tumors and their outcomes and found
that majority of them occurred on the right side of colon
and usually prevalent among the teens.6 He emphasized
the importance of complete surgical excision in achieving
some form of survival. Pandey et al. from India presented
their experience of 4 cases of rectal carcinoma and found
a dismal outcome and emphasized per rectal examination
for early identification of rectal malignancy in patients
presenting with bleeding PR.7
There are quite a few peculiar points of CR
malignancy in the pediatric population that sets them apart
from those of the elderly. It is notable that compared to
adults, the presentation of children with CR malignancy
in an early stage is infrequent. This was also noted in
our series, and can be because in children a symptom of
blood in stools generally is attributed to benign conditions
like polyps or a Meckel’s diverticulum. Recent onset
constipation is often approached with differentials such
as fissure-in-ano. Also, children with other symptoms
like vague abdominal pain are suspected to suffer from
worm infestations, and the underlying disease process
progresses covertly to achieve untreatable proportions.
This factor has important implications towards the
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An unfortunate fact about the pediatric CR
malignancy is the type of histology that is distinct from that
commonly found in adults. In the majority of the pediatric
CR cases, the histology is that of poorly differentiated
mucin-producing adenocarcinoma, and this leads to
a poorer overall outcome. Mucinous adenocarcinoma
comprises only 5% of the adult CR malignancies. The
mucinous component results in aggressive behavior with
easy penetration into tissue planes leading to widespread
involvement of neighbouring structures. It is also known
to blunt the immune mechanisms against the neoplastic
cells as the mucin masks the recognition of the relevant
antigens.11 In a recently published large cohort of patients
with CR malignancies of the National Cancer Data Base
from 1998 to 2011, Poles et al. compared the disease
pattern among pediatric patients with that of adults. They
found that CR carcinoma had a more aggressive tumor
histology and behavior in children, particularly in rectal
cancer.12 In our group, 4 out of 5 cases had mucinous
adenocarcinoma.
The treatment strategy is mainly based on operative
extirpation. However, curative surgery is difficult to offer
as nearly 80% of childhood, and adolescent patients have
Dukes stage C or D involvement at the time of diagnosis as
a consequence of the delay in diagnosis.5,13 The principle
of operation includes resection of the appropriate section
of the involved large bowel and its lymph nodes. Curative
operation is found to be possible in only 40% of pediatric
CR malignancies.5,14 Similarly, we could offer curative
surgery to only two patients, and palliative surgery was
done in others.
Despite the poor overall outlook, a pediatric
patient diagnosed with colorectal carcinoma has improved
survival in comparison with prior reports. Currently, there
are no treatment algorithms exclusively for pediatric CR
malignancies. The knowledge from adult literature is
generally adapted to manage pediatric CR cases. Since
2005, Capecitabine (a prodrug of 5-Fluorouracil) has been
approved by FDA for management of CR malignancy in
adjuvant setting as either monotherapy or combination
with other drugs like Oxaliplatin and also with concurrent
radiotherapy.15 Out of four cases in our series, only one
patient received concurrent adjuvant chemoradiation
and remained in remission for ten months. She however
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Figure 3: Stepwise evaluation of pediatric patients in
whom CR malignancy is suspected.
later developed pulmonary metastasis and then she was
administered chemotherapy based on Capecitabine and
Oxaliplatin. Complete response was seen after four
courses and has received two more courses subsequently
and is currently under surveillance.
CR malignancy should be considered as one of
the rare childhood cancer. Survival can only possibly
improve if they are identified early. Collaborative clinical
research, DNA sequencing and molecular biology must
be explored to characterize the biological behavior of
pediatric CR malignancies further. This would also
provide data regarding the efficacy of the adjuvant
treatment modalities that are currently being utilized from
guidelines for the adult population.
To conclude, the survival in pediatric CR
malignancies is low, and the prognosis is poor. Adjuvant
therapy in the form of radiation and chemotherapy has the
potential to improve survival despite having an aggressive
biological behavior as compared to adults. Pediatric
surgeons should start giving importance to seemingly
minor symptoms and to consider CR malignancy as a
differential diagnosis for these symptoms to diagnose CR
malignancy at an early stage.
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Congenital Web in the Common
Hepatic Duct - An Uncommon
Cause of Obstructive Jaundice in
a Child
A web in the common hepatic duct (CHD) is an infrequent
cause of obstructive jaundice.1 Bile duct anomalies like
hepatic duct stenosis have been reported in choledochal
cysts, but bile duct webs, and especially CHD webs, are
extremely rare. Herein, we report the case of a young
girl with obstructive jaundice and cholangitis that was
attributed to a congenital web in the CHD.

Case Report
A 3 and a half yearold girl was brought to our institute
with complaints of yellow discoloration of eyes for 4
months and passage of pale colored stools for 2 months.
The ultrasonography did not reveal any evidence of
cholelithiasis or choledocholithiasis; however the
intrahepatic biliary radicals were dilated on both sides.
She was managed as cholangitis and was discharged after
she improved with antibiotics. Further assessment of
the cause of jaundice and cholangitis was done with an
MRCP. It showed a bilobar intra-hepatic biliary radical
dilatation (IHBRD) with CHD dilatation and abrupt
narrowing of the extra-hepatic bile duct caliber at the site
of insertion of the cystic duct, suggestive of extra-hepatic
biliary obstruction with a possibility of a congenital
biliary stricture.
On admission, the clinical examination showed
icterus and her liver was palpable 3 cm below the right
costal margin. Based on the investigations, an exploration
was planned. Intra-operatively (Figure 2a) the CHD was
dilated till just short of its confluence with the cystic
duct; beyond it, the CBD was narrow and collapsed.
Additionally, the gut was found to be malrotated. After
transecting the CHD just distal to the narrowed portion,
a bulging membrane was noted that completely occluded
the CHD (Figure 2b). On excising the membrane, copious
flow of bile was seen without any sludge or calculi
from the proximal dilated bile duct system. Excision of

