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Abstract
Intussusception is an invagination of one segment of the bowel into its adjoining 
segment. In children, the cause is usually benign, while in adults it is secondary 
to a mass lesion. Here we present a case in which the preoperative diagnosis of 
intussusception secondary to colonic mass was made, but no definitive cause was 
identified by histopathology. A 30-year-old male presented with abdominal pain, 
altered bowel habits, weight loss, loose motions, bleeding per rectum, and vomiting. 
The abdomen was distended, firm, mildly tender, and guarded. A vague mass of 15 x 
10 cm was palpated on the left upper quadrant. X-ray and ultrasound showed dilated 
small bowel. A computed tomography scan suggested ileoileal intussusception. 
Colonoscopy showed a growth at 15 cm of the anal verge. Exploratory laparotomy 
was performed, showing the presence of ileocolic intussusception with two large 
perforations. Subtotal colectomy with ileostomy was done. The histopathological 
examination showed signs of perforation. 
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Introduction
Intussusception, a medical 

condition in which one segment of the 
bowel loop invaginates into its adjoining 
segment, may occur in all age groups. 
Intussusception is more common in the 
pediatric population where the ratio of 
child to adult is around 20:1 [1,2]. In 
children, the cause is usually benign and 
they may present with a classic triad of 
abdominal pain, vomiting, and bleeding 
per rectum (PR) [3]. 

On the other hand, in adults, 
intussusception is merely secondary to 
pathologic conditions such as polyps, 
lipoma, malignancies, and Meckel’s 
diverticulum [4]. Its etiology, clinical 
symptoms, diagnostic approach, and 
management differ from childhood 
intussusception. Adult intussusception 
accounts for around 5% of all cases 
of intussusception and only 1-5% of 
intestinal obstructions in adults [5]. 
It is estimated that in adults around 

2-3 cases/1,000,000 population/
year represent intussusception [6]. In 
adults, diagnosis of intussusception 
is challenging and it mimics many 
alternative diagnostics. It may lead to 
severe complications if not diagnosed 
properly [7,8]. 

Adult intussusception is an 
uncommon disease. Here we present 
a case of intussusception in a 30-year-
old patient, where the preoperative 
diagnosis of intussusception secondary 
to colonic mass (most likely malignant) 
was made based on history, examination, 
imaging, and endoscopic investigations, 
but no definitive cause was identified 
by histopathology. Although the 
management of adult intussusception is 
straightforward, in our case there was a 
huge length of a large bowel involved 
so extensive surgery was performed 
and a large portion of the bowel was 
resected. It is essential to consider a rare 
differential diagnosis while dealing with a 
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patient’s history, just like we focused on the presentation, 
diagnosis, and management of idiopathic adult ileocolic 
intussusception despite being a rare entity.

Case presentation
A 30-year-old male with no known comorbidities 

presented to the emergency department of Dr. Ruth Pfau 
Civil Hospital in April 2019 with complaints of abdominal 
pain, altered bowel habits, weight loss, and vomiting for 
the previous five months, plus diarrhea and bleeding PR 
for two days. 

Although not documented, he had been to various 
clinics in his hometown, but there was no adequate relief. 
He had been in a usual state of health five months back 
when intermittent colicky abdominal pain started, first in 
the umbilical region, which then became generalized. The 
pain was associated with on and off vomiting, diarrhea, and 
constipation. The pain was relieved temporarily by taking 
painkillers. He also noticed some unintentional weight 
loss. For the last two days before arrival, symptoms got 
aggravated and he was having bleeding PR, two episodes 
per day. 

On presentation, he was vitally stable, anemic, 
dehydrated, lying comfortably on the bed, well oriented 
to time, place, and person. 

The abdomen was distended with no visible scars. 
On palpation, it was firm, mildly tender, and guarded on 
the periumbilical and left upper quadrant. A vague mass 

of around 15 x 10 cm was also palpated on the left upper 
quadrant. 

Based on history and examination findings, 
differential diagnosis was neoplasia, inflammatory 
bowel disease, diverticulosis, infective colitis, and 
angiodysplasia. The patient was kept nil per os and a 
nasogastric (NG) tube was passed. Intravenous fluids and 
antibiotics were also given.

Abdominal X-ray showed a dilated small bowel 
loop on the right side. Abdominal ultrasound abdomen 
showed multiple thick-walled bowel loops on the whole 
lower side, most likely due to inflammation. Plain 
computed tomography (CT) scan of the abdomen and 
pelvis showed telescoping of one intestinal segment into 
another making multiple hypo and hyperdense concentric 
rings in the left iliac fossa suggestive of ileoileal 
intussusception. The ileocecal junction and cecum were 
pulled medially and inferiorly. Mild free fluid was seen 
around the lesion in the left iliac fossa and left paracolic 
gutter (Figure 1). After the CT examination, a provisional 
diagnosis of large bowel obstruction secondary to colonic 
mass was made. Colonoscopy was performed on the 2nd 
day of admission which showed a growth at 15 cm of 
the anal verge. The scope tube could not pass beyond the 
growth (Figure 2). Multiple biopsies were taken which 
showed inflammation on histopathology. No dysplasia, 
granuloma, or malignancy were seen. 

Figure 1. Computed tomography scan of the abdomen without contrast (A) Axial view showing hypo and hyperdense concentric rings 
(arrow) suggesting ileoileal intussusception; (B) Sagittal view showing a soft tissue sausage-shaped mass (arrow) suggestive of intestinal 
intussusception.
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Figure 2. Colonoscopic view showing a suspected malignant 
growth found 15 cm from the anal verge (arrow).

Since a tumor mass was suspected as a cause 
of obstruction, we planned for a contrast CT scan and 
oncology review but on 3rd day of admission, the patient’s 
condition deteriorated. His NG output was increased with 
generalized abdominal tenderness and distension observed. 
A plan of exploratory laparotomy and proceed was made. 
Operative findings were ileocolic intussusception till 
the rectosigmoid junction with dilation of the proximal 
small bowel loops. The involved bowel was thickened 
and inflamed. Two large perforations were observed in 
the descending colon with 100 ml of reactionary fluid and 
minimal contamination. No other pathology was found. 
Subtotal colectomy with end ileostomy at 45 cm away 
from ileocecal junction was made (Figure 3). 

The patient was orally allowed feeding and the 
stoma started functioning on the second postoperative day. 
He was mobilized out of bed on day 3 of the operation and 
discharged on the 10th day from admission. 

When the patient was followed-up after a week, 
the histopathological examination of the intraoperative 
specimen showed extensive mucosal ulceration, transmural 
inflammation, and gangrenous necrosis compatible with 

perforation. No dysplasia, microorganisms, granuloma, 
or malignancy was seen; 29 lymph nodes were recovered 
that showed reactive changes only. Proximal resection 
margins were unremarkable. The patient was followed in 
OPD and the reversal of stoma was done by performing 
a laparotomy with hand-sewn ileocolic anastomosis. No 
complications occurred during the postoperative period. 

Figure 3. Intraoperative views showing (A) invagination of ileum with ileocecal junction into the colon (arrow) and (B) a 3x3 cm 
perforation on the descending colon.
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Discussion
Intussusception is mainly considered a disease of 

infancy and early childhood. Adult intussusception is easily 
differentiable from the pediatric one, where the cause is 
usually unknown [2,9]. According to the site, it is either 
ileal, ileocecal, colonic, ileocolic, or it may involve the 
whole of the intestine [10]. The ileocolic intussusception 
is defined as an invagination of the ileum through the 
ileocecal valve into the colon. It accounts for 15% of all 
intussusceptions. The normal anatomical position of the 
ileocecal valve and the appendix is usually preserved 
[11]. This finding of ileocolic intussusception is rare, as 
terminal ileum along with cecum slides into adjacent bowel 
till rectosigmoid junction, one loop of terminal ileum 
invaginated through the ileocecal valve into the cecum up 
to the rectosigmoid junction. 

Small bowel tumors are rare, accounting for around 
1-2% of all gastrointestinal tumors [12]. Benign tumors are 
still rarer and represent about 30% of all the small bowel 
tumors [13]. These are the second most common group of 
benign tumors after gastrointestinal stromal tumors [14]. 
One of the benign tumors i.e. intestinal lipomas are more 
common in females and occurs in the older population 
[15]. The terminal ileum is the most frequent site of 
involvement [13]. These are also the most common benign 
cause of colonic intussusception. Almost 90% of cases in 
adult intussusception are due to secondary pathology that 
set out as the underlying lead point. On the other hand, 
two-thirds of the colonic intussusceptions are reported to 
be associated with malignancy [16]. In our case, since the 
mass was initially considered colonic based on history and 
examination, a rectal tumor was kept in the differential 
diagnosis.

In adults with intussusception, symptoms are 
often non-specific and long-standing. The patient usually 
presents with abdominal pain, accounting for 71-90%, 
with vomiting and bleeding PR as the next most common 
symptom [17]. Pain is usually colicky, periodic, and 
intermittent, causing difficulty in diagnosis with only half 
of the patients being diagnosed with intussusception before 
the surgery and abdominal mass found in 24-42% of cases 
[18]. The current case presented with similar symptoms.

Ultrasound examination can rule out an 
intussusception in approximately 86%. Typically, 
ileocolic intussusception has an impression of a peripheral 
hypoechoic ring (the target sign) with central echogenicity 
(the pseudo kidney sign). These correspond to the bowel 
wall surrounding hypoechoic necrotic fat contained within 
the intussusception. Most commonly it is found on the 
right side with a diameter of 2-4 cm [19]. In our case, 
thick-walled bowel loops were found on the whole lower 
side of the abdomen and the impression of small bowel 
inflammation was given. 

Due to the widespread use of CT scans, it has been 
reported to be the most useful imaging technique with an 

accuracy of 58-100% and specificity of 57-71% [2,20]. CT 
usually reveals a well-demarcated, smooth, sausage-shaped 
mass with two components (an inner intussusceptum and 
outer intussuscipiens) and eccentric fat representing the 
intussuscepted mesenteric fat [20]. On endoscopy, other 
characteristics are the “Cushing sign” and “Naked fat sign”. 
In our case, a CT scan without contrast was done and the 
images were suggestive of intussusception. However, on 
colonoscopy, findings were highly in favor of a malignant 
tumor.

In children, the pneumatic or hydrostatic reduction 
is usually the treatment of choice. However, in adults, 
almost 70-90% of cases of intussusception require 
definitive treatment, which in most cases is surgical 
resection [9]. Since a malignant tumor was suspected in 
this case, proper workup was planned initially but since his 
symptoms worsened, surgery was performed. During the 
operation, a large part of the ileum and colon was found to 
be involved and no definitive cause was identified on the 
biopsy. However, enlarged lymph nodes may be the cause, 
which was not identified due to necrosis and gangrene.

Conclusion
In the present case, a young adult was diagnosed 

with idiopathic ileocolic intussusception in which a large 
segment from the ileum to the rectosigmoid junction 
was involved and no definitive lesion was found by 
histopathology.
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