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Adult intussusception — a rare cause
of intestinal obstruction in adults
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Background

Intestinal intussusception is a rare cause of abdominal pain in adults and stands for only 5% of all cases with acute abdominal
pain. While the clinical signs of pediatric invagination are obvious, surgeons struggle with preoperative diagnosis of adult
intestinal invagination because of non-specific symptoms, which can result in misleading diagnosis. Therefore, it is manda-
tory to evaluate the risk of bowel intussusception when there is lack of evidence to explain constipation symptoms in adults.

Methods

The correct diagnosis of bowel obstruction can lead to tumor detection, which causes 86% of small bowel intussusception
in adults. Ultrasound and plain X-ray examination procedures are not effective to diagnose intestinal obstruction. CT is the
“golden standard” diagnostic procedure; therefore, it is mandatory for doctors to correctly interpret the non-specific obstruc-
tion (“target” or “sausage shaped” thickened part of a bowel) signs.

Results

The abdominal ultrasound showed minimal fluid in the right iliac fossa where appendectomy was performed a week ago.
The plain X-ray examination of the abdomen did not show signs of small bowel obstruction. The CT scan performed later on
showed ileocecal intussusception, dilated bowel loops and signs of regional lymphadenopathy, which was the main indica-
tion for immediate surgery.

Conclusion

Intestinal intussusception is a rare cause of adult recurrent abdominal pain, which can be misled by an insufficient diagnostic
criteria. The CT imaging is the most precise diagnostic method in early pathology detection. Resection of involved bowel is
recommended when treating these patients because, in most cases, intussusception is caused by a neoplasm of the bowel.
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lvadas

Zarny invaginacija - retai pasitaikanti pilvo skausmy priezastis, diagnozuojama tik 5 % suaugusiyjy, turin¢iy amaus pilvo
sindroma. Si patologija daznesné vaikams ir jiems yra lengvai diagnozuojama, taciau suaugusiems pacientams i zarny nepra-
einamumo priezastis yra sunkiai nustatoma. Zarny obstrukcijos poZymiai yra nespecifiniai, todél kartais gydytojy diagnozé
gali bati klaidinga. Dél $iy priezasciy yra batina jtarti zarny invaginacijos rizikg visiems suaugusiems Zmonéms, besiskun-
dZiantiems grjztamais pilvo skausmais be jokiy gretutiniy specifiniy pozymiy israiskos.

Metodai

Tikslus Zarny obstrukcijos diagnostikos algoritmo pasirinkimas yra svarbus veiksnys tikrajai Gmaus pilvo skausmy priezasciai
nustatyti. DaZniausiai diagnozuojama priezastis suaugusiems pacientams yra navikinis darinys, kuris lemia 86 % visy Zarny
nepraeinamumo atvejy. Ultragarsiniai tyrimai bei rentgeno tyrimas yra nepakankamai specifiski Siai patologijai nustatyti.
Kompiuteriné tomografija yra auksinis standartas retai zarny nepraeinamumo priezasciai nustatyti, todél Siuo atveju yra bati-
nas gydytojy budrumas analizuojant ir jvertinant nespecifinius Zarny invaginacijos pozymius KT nuotraukose (desros formos
sustoréjusi zarny sienelé).

Rezultatai

Pilvo srities ultragarsinis tyrimas rodé skyscio sankaupa prie$ savaite atliktos apendektomijos srityje — desinéje klubinéje
duobéje. Atliktas rentgeno tyrimas nepadéjo nustatyti Zarny nepraeinamumo priezasties, todél buvo paskirta kompiuteriné
tomografija. KT vaizdai aiskiai parodé Zarny invaginacija ileocekalinéje srityje, iSsiplétusias Zarny kilpas bei vietine limfadeno-
patija. Siy kriterijy pakako skubiai operacijai pradéti.

ISvados

Suaugusiyjy zarny invaginacija yra reta grjztamy pilvo skausmy prieZastis, kuri gali bati sunkiai paaiskinama dél nepakanka-
mo tyrimy specifiSkumo. KT tyrimas yra viena tiksliausiy priemoniy anksti nustatyti patologijos priezastj. Rekomenduojama
nedelsiant atlikti invaginacijos srities Zarnos rezekcija, kartu pasalinant pagrindine prieZastj, nes daZniausiai $i patologija yra
iSsivysciusio naviko priezastis.

ReikSminiai Zodziai: Zarny invaginacija, kompiuteriné tomografija, pilvo diegliai, navikas

Intestinal intussusception is a rare cause of abdominal
pain in adults and stands for only 5% of all cases with
acute abdominal pain. It is more common in children,
presenting with abdominal pain, nausea, lethargy, and
vomiting. Adult bowel invagination is harder to diagnose
because of non-specific symptoms, which can often lead
to a more serious damage if diagnosed too late. The CT
imaging is one of the most accurate diagnostic methods
confirming bowel intussusception and physicians facing
unclear cases of recurrent abdominal pain should not
overlook it. Resection of involved bowel is recommended
when treating these patients because, in most cases,
intussusception is caused by a neoplasm of the bowel.

Background

Intestinal intussusception is a common cause of bowel
obstruction in children but it accounts for only 5% of
bowel obstruction in adults. While the clinical signs of
pediatric invagination are obvious, surgeons struggle
with preoperative diagnosis of adult intestinal invagina-
tion because of non-specific symptoms, which can result
in misleading diagnosis. Therefore, it is mandatory to
evaluate the risk of bowel intussusception when there

is lack of evidence to explain constipation symptoms
in adults.

Case presentation

A 48-year-old male presented to the emergency room
with a history of attacks of severe abdominal pain, nau-
sea, vomiting, and night sweats. He reported similar at-
tacks of abdominal pain for about 10 days, and after the
first attack had undergone laparoscopic appendectomy
with minimal changes in the appendix at the time of
operation and on pathology.

Investigation

During the physical examination, his heart rate was
89bpm, blood pressure 120/80 mmHg. The abdominal
examination revealed soft abdomen with minimal pain
in the area of previous laparoscopy incisions. His cell
counts, CRP, bilirubin, and liver function tests were all
normal. The abdominal ultrasound showed minimal
fluid in the right iliac fossa where appendectomy was
performed a week ago. The plain X-ray examination
of the abdomen did not show signs of small bowel
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Figure 1. Ileocecal intussusception, dilated bowel loops, regio-

nal lymphadenopathy

obstruction. The patient was admitted for observation.
He developed recurrent attacks of abdominal pain and
a CT scan of the abdomen was performed. It showed
ileocecal intussusception, dilated bowel loops and signs
of regional lymphadenopathy (Figure 1).

Differential diagnosis

Small bowel intussusception in adults is often secondary
to the main disease which acts as the lead point. The lead
point could be caused by malignant tumors, such as lym-
phomas, myeloid leukemia, GIST. In the review by Felix
etal. [1], 63% of patients were diagnosed with malignant
tumors. Also, the small bowel intussusception can be
caused by non-neoplastic diseases, such as coeliac disease,
abdominal trauma, idiopathic causes, which stand for
8-20% of patients with intussusception [2]. Intestinal
tuberculosis can be complicated with intussusception [3].

Treatment

An urgent midline laparotomy was performed. Dilated
and occluded distal ileal segments and a terminal part
of the ileum invaginated into the part of caecum and
an ascending colon were found. Intussusception was
corrected and a 2x3 c¢m size tumor in the ileum was
identified. Ileocecal resection was performed with pri-
mary anastomosis.

Outcome and Follow-up

The patient was discharged after uneventful postop-
erative recovery. Pathology revealed diffuse B cell lym-

phoma, CD20(+++) 100%, CD3(-), CD10(+/++) 60%,
BCL2(++) 80%, BCL6(+++) 80%, MUMI(++) 30%,
cMYC(++) 30%, Ki67(+++) 60%.

6 cycles of R-CHOP chemotherapy were adminis-
tered. PET scan was performed after the treatment and
complete remission was diagnosed.

Discussion

Intestinal intussusception was first mentioned in 1674
by Barbette of Amsterdam and presented in 1789 by
John hunter as “introssusception”, a rare form of adult
bowel intussusception [4]. It is rare among adults, ac-
counting for only 5% of all bowel obstruction causes.
90% of the time it is secondary to the leading point:
carcinomas, polyps, Meckel’s diverticulum and benign
neoplasms [5]. The Mayo Clinic’s experience with 140
cases of intussusceptions show that 86% of them were
due to a pathological cause [6].

The most common locations of intussusception are
freely moving bowel junctions. Those are classified into
four groups: 1) enteroenteric 2) colocolic 3) ileocolic
and 4) ileoceal with the ileoceal valve as the leading
point of intussusception [7].

Intussusception is more common among children.
Typical symptoms are abdominal pain, nausea, lethargy,
vomiting and sometimes bleeding from the rectum (“red
currant jelly”) [8]. However, the most common presen-
tation is the triad of abdominal mass, tenderness, and
hemoglobin-positive stools.

Adult intussusception has highly variable, non-
specific signs, which makes early diagnosis challenging.
CT imaging is the “golden standard” in diagnosing
bowel intussusception. The most common signs on CT
scans are “target” or ,sausage shaped® thickened part of
a bowel [9].

Surgery with resection of intussuscepted bowel loops
is the most effective way to treat intussusception. Lapa-
roscopy could be performed but identification of the
lead point may be difficult in such circumstances.

Learning points:

* Adult intussusception is usually a secondary finding
to the main bowel lesion acting as a lead point.

* Adult intussusception can be a rare cause of severe
intermittent abdominal pain

* CT is the technique of choice to diagnose intussus-
ception
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