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Abstract
Adult intussusception is a relatively rare condition that requires surgical intervention. It accounts for 1% of patients with bowel
obstruction and 5-10% of all intussusceptions. Colo-colonic intussusception is the most common type in adult. Idiopathic
intussusception occurs less often in colon than in small bowel (about 10%). There is no universal agreement upon the correct
treatment of adult intussusception. Most recent studies advocate en-bloc resection as up to 50% of both colonic and enteric
intussusceptions cases are associated with malignancy. However, a view is held to reduce the intussusception at the operation
as much as safely possible followed by limited resection in order to preserve certain bowel length.

INTRODUCTION
Adult intussusception is a rare disease without classical
1
symptoms . It can either be primary or secondary to
intestinal pathology with the colo-colic variety being the
most common in adults.1,2 Most often, the symptoms are
consistent with bowel obstruction and are subacute or
chronic2. Diagnosis can be delayed because of its
longstanding, intermittent, and non-specific symptoms and
3
most cases are diagnosed at emergency laparotomy . We
report a case of adult intussusception of idiopathic etiology
as no specific lesion was identified on histology in relation
to the lead point. Patient presented with chronic intestinal
obstruction and was successfully treated by colonic
reduction-resection.

and electrolytes, and PT, PTT and INR were within normal
values. Abdominal x-ray (erect and supine) showed dilated
transverse colon, no air in left colon or sigmoid, and air fluid
level likely due to large bowel obstruction. Abdomino-pelvic
ultrasound showed marked edema of the descending,
sigmoid colon and rectum. Decision was made to do
emergency laparotomy based on severe abdominal pain on a
background picture of complete intestinal obstruction.

FINDINGS
Figure 1

Figure 1: showing intussusception before manipulation

CASE PRESENTATION
A 46-year-old male presented to the surgical unit of
Mandeville Regional Hospital, Mandeville, with a-year
history of recurrent abdominal pain, alteration in bowel
habit, rectal bleeding, and weight loss (about 12kg) since
onset of symptoms. The recent abdominal pain, which was
of 3-day duration, was severe with vomiting and diaphoresis.
He had no associated co-morbidity. On examination, he was
in severe painful distress. Vital signs were normal. There
was tenderness to left lower quadrant without rebound or
guarding. On digital rectal examination, there was a mass at
about 5cm from the anal verge and minimal bright red blood
on contact finger. Laboratory investigations revealed Hb of
10.9g% and WBCC of 9.2 x 109 /L. Liver function test, urea
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Figure 2

Figure 2: showing successful reduction to sigmoid colon

Figure 3

Figure 3: showing leading point, and gangrene of
intussusceptum

Histology findings; ischemic necrosis of the mucosa with
edema and vascular congestion, serosal reaction
characterized by fibrosis and mesothelial hyperplasia, and no
specific lesion was identified in relation to the lead point.

DISCUSSION
Intussusception of the bowel is defined as the telescoping of
an intussusceptum within the lumen of intussuscipiens4.
Intussusception was first reported in the seventeenth century
by Barbette of Amsterdam. John Hunter gave a detailed
report of this condition and Sir Jonathan Hutchinson
2,5
performs the first successful operation on a child in 1871 .
Unlike in children, intussusception is an uncommon surgical
1,2
presentation in adults . The classical triad of cramping
abdominal pain, bloody diarrhea and palpable tender mass
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seen in children are hardly encountered in the adult
population2,6. The clinical presentation in adults may include
a palpable mass, nausea and vomiting, abdominal colic,
4
change in bowel habit and occult blood per rectum . A
palpable abdominal mass was the missing clinical feature in
this patient. Intussusception in adults also differs from
2
childhood intussusception in its etiology, and treatment .
Adult intussusception represents 1% of all bowel
obstructions and 5% of all intussusceptions in the Western
world, but up to 40% of intussusceptions in tropical Africa1,2.
Most often, intussusception presents in adults with
symptoms that are consistent with bowel obstruction and are
subacute or chronic2,7. In adults, total obstruction is rare
which may account for its chronic symptomatology, while in
children, strangulation and gangrene are inevitable features.
This case was unique in that the patient, even though was an
adult, presented with features of complete intestinal
obstruction and gangrene of the intussusceptum.
Intussusceptions have been classified according to location:
1,2
enteric, ileocolic, ileocecal, and colonic . Colo-colic
intussusception is the most common type in adults2,3,8 . The
large bowel intussusception is more likely to have a
malignant etiology (50-60%)1,2,9. Adenocarcinoma and
lymphoma are the most common underlying malignant
lesions in the colon. Lipoma, leiomyoma, adenomatous
polyp, endometriosis (appendiceal) and previous
anastomosis, which are benign lesions, constitute about
2,10
30%. Idiopathic intussusception occurs less often (< 10%) .
Whereas the intussusception itself has a very good
11
prognosis , the decisive prognostic factor is expected to be
the nature of the lesion leading to the process12. The etiology
in this patient was idiopathic, even though what appeared to
be a polyp-like lesion was grossly seen at the lead point.
This assumption was based on the fact that no lesion was
identified histologically at the lead point.
Preoperative diagnosis of intussusception is reported to be in
a range of 40-80%13. The commonest symptom being pain is
2
present in 71% to 90% of patients . The most important
characteristic of such pain is its periodic, intermittent and
non-specific nature, which makes the diagnosis obscure and
2,3
accounts for delay in diagnosis . Most cases are diagnosed
3
at emergency laparotomy . The abdominal pain was a
prominent feature in this patient’s presentation. The pain
was of an acute on chronic pattern; it was severe enough in
this patient, due to complete intestinal obstruction and
gangrene, for urgent laparotomy. Imaging plays a vital role
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in the preoperative diagnosis of intussusception; useful
imaging includes CT scan, barium studies, abdominal
ultrasound, plain film, angiography, and radionucleotide
studies1,2. CT scan is the most sensitive imaging modality in
14
intussusception as it has its pathognomonic features . This
patient however presented with indication for laparotomy
that a delay for investigation like CT scan could not be
justified, particularly in our setting where hospital-based CT
scan is not available.
The type of intervention depends on the patient’s medical
1,2
history and intraoperative findings . There is no universal
agreement upon the correct treatment10. Most recent studies
advocate en-bloc resection as up to 50% of both colonic and
enteric intussusceptions cases are associated with
malignancy2 in addition to the point that the chronicity may
not allow successful pneumatic or hydrostatic reduction due
to cross-scarring between the intussusceptum and the
10,15-18
intussuscipiens
. En-bloc resection recommendation was
mainly to prevent tumour embolisation and seedling15,16,18.
Mohammad etal15 recommended primary resection without
reduction in those more than 60 years of age due to a higher
risk of malignancy. A view however is held to reduce the
intussusception at the operation as much as safely possible
followed by appropriate limited resection as this may
10
preserve bowel length . In situation whereby resected area
would be massive and patient is below 60 years of age, a
reduction-resection approach is an option to be considered
15,16
on the basis of survival and future quality of life . A
successful reduction-resection of the intussusception was
achieved in this patient with bowel preservation to the
sigmoid colon, instead of a low anterior resection.

SUMMARY
Adult intussusception is a rare cause of persistent or
intermittent chronic abdominal pain. Diagnosis is difficult
secondary to the varying presentations hence most cases are
diagnosed at emergency laparotomy. There is no universal
agreement upon the correct treatment however a reductionresection would preserve bowel length when possible.
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