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Abstract
Intestinal intussusception is an uncommon condition in adults which causes 1% to 5% of intestinal obstructions. 
Although it is frequently associated with neoplastic pathologies or structural abnormalities of the gastrointestinal 
tract, up to 10% of cases are idiopathic. In most cases the diagnosis is made after surgery, but with the develop-
ment of imaging techniques, a diagnosis is possible prior to intervention. This article presents a case in which the 
diagnosis was made preoperatively by CT scan and presents a review of the relevant literature.
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Case report

INTRODUCTION

Abdominal pain is one of the most common reasons patients 
are seen in emergency departments around the world. 
Causes range from heart diseases to abdominal issues one 
of which is intestinal obstruction (1). Intestinal intussuscep-
tion in adults accounts for 1% to 5% of the cases of intestinal 
obstruction (2). In adults it is most often associated with 
neoplasms, post-surgical scars and Meckel’s diverticulum, 
but in about 20% of these cases the cause is unknown. We 
present a case and a review of the relevant literature.

CLINICAL CASE

A 24 year old woman with no relevant medical history 
came to the emergency room of Clinica Saludcoop in Neiva 
following approximately four days of burning epigastric 
abdominal that measured 6/10 on an analog scale of pain. It 
radiated to her back and was associated with multiple episo-
des of vomiting. The patient said that she had had no fever, 
gastrointestinal bleeding or other symptoms. Intravenous 
analgesia and antiemetics were administered and her symp-

toms completely resolved. The patient was discharged with 
an order for outpatient abdominal ultrasound. Two days 
later she returned to the emergency room because of persis-
tent symptoms. Her abdominal ultrasound report showed 
a 106 x 49 mm abdominal mass in the epigastric area that 
appeared to be organ dependent. 

Upon admission the patient was in pain, and had 
tachycardia and second degree signs of dehydration but 
was hemodynamically stable. Her blood pressure was 
115/85 mmHg, her heart rate was 105 bpm, her tempe-
rature was 37.2°C, and her respiratory rate was 19 cycles 
per minute. Her abdomen was soft and depressible and 
moderately tender in the epigastrium. She was negative 
for Blumberg’s sign and showed no signs of peritoneal 
irritation. She had very low levels of bowel sounds and no 
other apparent abnormalities that could be observed in 
her physical examination.

The patient remained hospitalized for medical manage-
ment of her symptoms, observation, and paraclinical tests 
(Table 1). She was evaluated by a general surgeon who 
suggested that she had an intestinal obstruction. An abdo-
minal CT scan (Figure 1) showed no progression of dye 
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into the duodenum, a dilated small bowel segment and a 
“double halo” image with dense fat inside (Figure 2).

Figure 1. Computed tomography of the abdomen showing no 
progression of dye into the duodenum with dilated small bowel segment 
and image of “double halo” with dense fat inside.

Figure 2. Abdominal computed tomography image showing intestinal 
intussusception.

Given the findings from tests and the patient’s clinical 
picture which was highly suggestive of intestinal intussus-
ception, we decided to perform an exploratory laparotomy. 
We found intussusception of the small intestine 30 cm 
from the ligament of Treitz (Figure 3) with approximately 
70cm of necrosis  in the affected jejunum (Figure 4). This 
was associated with a fluid from the peritoneal reaction and 
mesenteric lymph nodes. The compromised segment of the 
jejunum with was resected and a latero-lateral anastomosis 
of the small intestine was created without complications 
(Figure 5).

Table 1. Paraclinicos del paciente tomados al inicio de la atención.

Date 30/09/2014
Leukocytes 17,200
Neutrocytes 77,5%
Lymphocytes 2,61%
Hb% 13,1 g/dL
Hematocrit 38,2%
Red Blood Cell count 4,8 million
Platelet count 388,000/mcl
PT 13,3 s
PTT 24,2 s
Total Bilirubin 0,7 g/dl
Direct Bilirubin 0,3 g/dl
Indirect Bilirubin 0,4 g/dl
ALP 87 U/L
AST 15 U/L
ALT 16 U/L
Creatinine 1,01 mg/dl
BUN 24 mg/dl
Beta-hCG Negative

Figure 3. Intestinal intussusception with necrosis

The patient’s subsequent clinical evolution was favora-
ble, and she recovered to the point that she was discharged 
from the hospital. At her follow-up appointment the patho-
logy report (Study No. 14-8078) was received. It ruled out 
malignancy and showed evidence of small bowel segment 
with transmural coagulation necrosis, interstitial hemorr-
haging,  fibrinopurulent peritonitis, and resection margins 
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with acute peritonitis but without ischemia. The report 
indicated that she had no signs of neoplasia.

Figure 4.  Resected block of tissue

DISCUSSION

Intussusception involves invagination of a segment of the 
intestine and the mesentery, called an “intussusceptum”, 
into the lumen of an adjacent intestinal segment, called an 
“intussuscipiens”. This is a common condition in children 
who have the classic triad of abdominal pain, bloody stools 
and palpable abdominal mass (3), but it is a rare condition 
in adults.  Intussusception in adults accounts for only 5% of 
all cases of intussusception and 1% of the causes of intes-
tinal obstruction (4-6). While it is considered a primary 
and benign condition in children, in 90% of adult cases it is 
secondary to a pathological condition or structural trigger. 
It is frequently diagnosed intraoperatively. Due to the high 
risk of associated malignancy (65%) in adults, preoperative 
decompression is not indicated although surgery is requi-
red in 70% to 90% of these cases.

Primary idiopathic intussusception accounts for 10% 
of adult cases while secondary intussusception accounts 
for the remaining 70% to 90%. Secondary cases are due to 
structural lesions. These can be benign or malignant and 
include carcinoma, polyps, colonic diverticula, Meckel’s 
diverticulum, adenomatous polyps, melanomas, adhesions, 
and iatrogenic damage (1). Their locations can be intralu-
minal, mural or extramural, but in places where they dis-
rupt normal peristaltic activity and serve as a trigger point 
capable of initiating invagination of one intestinal segment 
within another (7). Intraluminal tumors are driven by 
peristalsis and drag in the tissue upon which they are fixed. 
Lesions in the intestinal wall prevent proper contract of 
one segment of the intestine, so that peristaltic force causes 
the segment to rotate in on itself. Subsequently, this causes 
intussusception. The most common extraluminal lesions 

involved are adhesions which pull in an intestinal segment 
causing the intestine to crease. Then, intestinal movement 
invaginates the segment that produced the impulse in the 
first place (19). This causes obstruction of the intestinal 
contents, vascular compression, edema and eventual ische-
mic necrosis of the compromised intestinal wall if it does 
not receive appropriate treatment in time (1).

Generally, intussusceptions are located at the junction 
between freely moving intestinal segments and retrope-
ritoneal or fixed segments. Intussusceptions have been 
classified into four categories according to their locations 
within the intestines (1): Entero-enteral intussusceptions 
(75%) are located in the small intestine. The case presented 
here was enteric (2). Colo-colic intussusceptions (14%) 
are located in the large intestine (3). Ileocolic intussus-
ceptions (5%) involve prolapse of the terminal ileum into 
the ascending colon (4). Ileocecal intussusceptions (8%) 
occur when the ileocecal valve is the trigger point of intus-
susception (3).

Unlike the classical clinical presentation of intussus-
ception in children, the signs and symptoms in adults are 
nonspecific and the clinical picture can be bizarre (8). A 
study by Lindor and colleagues at the Mayo Clinic descri-
bed symptoms in the order of frequency of occurrence as 
follows: abdominal pain (94%), nausea (76%), vomiting 
(65%), diarrhea (14%) and bloody stools, most often asso-
ciated malignant diseases (7%). One percent of the intus-
susception cases they included were asymptomatic (10). 
Elsewhere, there have been reports of chronic presentation 
in which symptoms are consistent with partial bowel obs-
truction (1).

Preoperative diagnosis is difficult, but advances in the 
field of radiology have optimized timely diagnosis of this 
disorder. Simple abdominal radiography can show signs of 
intestinal obstruction and can provide information about 
its location (11). The sign of stacked coins, the presence of 
fluid- gas mixtures and the sign of the ladder are pathogno-
monic of intestinal obstruction (2). The “target sign” with 
concentric rings in abdominal ultrasound is a strong indi-
cation in a transverse view. This changes to the “pseudo-
kidney sign” in the longitudinal view. Diagnostic accuracy 
is 78.5% (12). Among its drawbacks are the facts that it is 
operator dependent and it losses sensitivity when there is 
gas in the intestinal loops (11). 

Today abdominal computed tomography (CT) is the 
most useful technique for preoperative diagnosis of intesti-
nal intussusception in adults. Its accuracy ranges from 58% 
to 100%, and it can provide information on location, pos-
sible causes and signs that suggest that the intestine is not 
viable (13, 14). It also provides valuable information about 
any presence of metastases, regional lymphadenopathy and 
underlying abdominal pathology (11). Three different CT 
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the patient and the degree and type of compromise of the 
intussuscepted intestinal segment.

CONCLUSIONS

Intestinal intussusception is a rare pathology in adults. 
Symptoms and signs are nonspecific and suggestive of 
bowel obstruction.  Intestinal intussusception can even 
present as a chronic condition. Although preoperative 
diagnosis is uncommon today, imaging techniques such as 
CT scans and MRI make diagnosis possible as in the case 
reported here. Due to the high rate of underlying malig-
nancy, the treatment of choice is surgical resection of the 
intussuscepted segment.
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