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Abstract:

Intussusception is a relatively common etiology of abdominal pain in pediatric population. In

adults, on the other hand, this entity is seen infrequently and a lead point can be recognized in a

vast majority of cases. A 27 year old woman who was admitted in the Surgery Department of

Shaheed Sohrawardy Medical College Hospital after experiencing severe upper abdominal

pain associated with nausea, vomiting and fever. Later on the patient developed features of

intestinal obstruction. Ultrasonography demonstrated small bowel intussusception. A jejunal

intussusception 50 cm distal to the dudeno-jejunal junction was found during laparotomy.

Resection and anasto mosis was performed as gut was not viable. A diagnosis of jejunal

inflammatory fibroid polyp was made based on the histological findings which act as a lead

point for jejunal intussusception.
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Introduction:

Intussusception is the telescopic projection of proximal

portion of bowel (called as intussusceptum) into an

adjacent distal bowel (called as intussuscipiens).1 It is an

infrequent cause of abdominal pain in adults. The lead

point of intussusception is usually in the small intestine

(enteroenteric) ranging from about 77 – 88%, in colon

(colocolic) in 6–15% and ileocecal in about 5–7% and

gasteroenteric in about 2% of the cases.2 The precise

mechanism of intestinal intussusception remains unclear.

However, it is believed that any lesion in the bowel wall or

irritant within the lumen that alters normal peristaltic

activity, forming leading edges for the intussusceptum,

may initiate invagination. Ingested food and subsequent

peristaltic activity of the bowel produces an area of

constriction above the stimulus and relaxation below, thus

telescoping the lead point through the distal bowel

lumen.3,4  As opposed to that in children, most of the

cases (about 90%) in adults have an identifiable cause

while the rest are idiopathic.5 Most lead points in the

gastrointestinal tract involve primary or metastatic

malignancy, lipomas, leiomyomas, adenomas,

neurofibromas, postoperative adhesions, Meckel’s

diverticulum, foreign bodies, vascular anomalies, lymphoid

hyperplasia, trauma, celiac disease, cytomegalovirus

colitis, lymphoid hyperplasia secondary to lupus, Henoch-

Schönlein purpura,  appendicular stump, or inflammatory

fibroid polyps.5

In a study of 58 cases of surgically proven adult

intussusceptions, most patients were found to have

presented with signs and symptoms suggestive of bowel

obstruction.6 However it may present in a variety of

spectrum ranging from acute to chronic symptoms such

as nausea,vomiting, malena, constipation, weight loss,

fever, diarrhea, abdominal mass and rarely abdominal pain.6

Here we present a case of a young female with jejunojejunal

intussusception presented to us with abdominal pain

caused by inflammatory fibroid polyps.



Case report:

A 27 years old married female was admitted to our

department with sudden severe colicky pain in the

epigastric region for one day which radiated to back,

aggravated on taking food and lying flat, relieved to some

extent on sitting and leaning forward associated with fever,

nausea and vomiting. Her physical examination revealed

normal vital parameters. On abdominal examination, there

was tenderness in epigastric region. But her abdomen was

soft and there was no lump or organomegaly. Bowel sound

was present. Digital rectal examination demonstrated

normal findings. Other examinations also showed normal

findings. With this clinical findings our impression was

that it was a case of acute pancreatitis and we started to

manage the patient accordingly. Surprisingly, the next day

her abdomen became distended and tender. That time

Bowel sound was also absent. Her Investigation report

showed neutrophilic leukocytosis with elevated ESR with

Fig-1: Plain x-ray of abdomen showing features of small

bowel obstruction.

normal serum amylase, lipase level.  Serum electrolytes,

liver function and renal function test results were within

normal limits. Her abdominal X- Ray demonstrated multiple

centrally present air fluid level indicating small bowel

obstruction. (Fig-1) Abdominal ultra-sonogram showed a

fairly mixed echogenic area predominantly hypoechoic area

having concentric layer pattern in left lumber region

suggestive of small bowel intussusception. (Fig-2) The

clinical symptoms and ultrasonographic images were

consistent with intestinal obstruction caused by

intussusception. Thus, laparotomy with midline incision

was performed. On exploration, a jejunojejunal

intussusception was found 50 cm distal to dudeno-jejunal

Fig-2: Ultrasonogram showing intussusception of small

bowel.

Fig-3 : Peroperative view of jejunal Intussusception

Fig-4: Peroperative view showing gangrenous small

bowel
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(D-J) junction. The intussuscepted intestinal segments

were gangrenous. (Fig-3,4,5) So segmental resection of

the intussuscepted jejunum was performed followed by

end to end anastomosis.  Macroscopically, the resected

segment of the jejunum was 40 cm in length.

(Fig-4)  Histopathological examination showed an

inflammatory fibroid polyp measuring 7.5 cm × 4.5 cm,

composed of an edematous stroma containing plasma cells,

lymphoid nodules and eosinophils which acted as a lead

point for intussusception. Her post-operative period was

uneventful and she was discharged with advice on 7th

postoperative day.

Discussion:

Acute abdominal pain is a common and challenging

complaint in the surgery department. Intussusception in

adults, although rare, is an important etiology to consider.

The classic pediatric presentation of acute intussusception

(a triad of cramping abdominal pain, ‘red currant jelly’ and

a palpable tender mass) is rare in adults.7  The clinical

presentation of intussusception in adults can be

nonspecific varying from nausea, vomiting,

gastrointestinal bleeding, alteration of bowel habits,

constipation, abdominal distension and very rarely acute

abdominal pain leading to delays in diagnosis.7 In contrast

to intussusceptions in children, which are typically primary

or idiopathic, most adult intussusceptions are caused by

a structural lesion. A significant proportion of these lead

points are malignant neoplasms, accounting for 66% of

colonic intussusceptions and 30% of cases in the small

intestine.8 That’s why intussusception is an important

differential diagnosis to consider for acute abdominal pain.

In this case, the patient presented with symptoms

mimicking acute pancreatitis but subsequently developed

features of intestinal obstruction which created a

diagnostic dilemma. Later on the diagnosis of

intussusception was made by ultra-sonogram. Similar type

of a cases were reported by Mehta et al. which were

managed surgically.9

Due to non-specific presentation, the diagnosis of adult

intussusception is very difficult. An accurate diagnosis is

based on a good medical history, thorough physical

examination, and specific imaging modalities, such as X-

ray, ultrasonography, computed tomography (CT),

magnetic resonance imaging (MRI), endoscopic

procedures, angiography, and capsule endoscopy.

Though abdominal CT is currently considered the most

sensitive radiological method for confirming

intussusception with a reported diagnostic accuracy of

58%-100%, ultrasonogram can also be  considered a useful

tool in the diagnosis of intussusception in both pediatric

and adult cases.10 Its classical imaging features include

the target or doughnut sign in the transverse view.10  In

the present case the diagnosis was made by ultrasonogram

which helped to manage the patient quickly and efficiently.

Inflammatory fibroid polyps have been reported as a rare

cause of adult intussusception.11 Macroscopically, these

tumors are pedunculated or sessile arise from the

submucosa, and project into the bowel lumen.11 The

mucosal surface is usually ulcerated and pale.

Microscopically, it is composed of mononuclear, spindle-

shaped cells, forming a whirl-like structure.11 Due it’s

peduncle it may act as a lead point for intussusception

which happened in the current case.

The optimal management of adult intussusception remains

controversial. Most of the debate focuses on the issue of

primary en bloc resection versus initial reduction, followed

by a more limited resection.12 The reduction of an

intussusception secondary to a malignant lead point is

potentially detrimental, as there is the theoretic risk of

intraluminal seeding and venous embolization in regions

of ulcerated mucosa.13 Furthermore, the inability to

differentiate malignant from benign etiology preoperatively

or intraoperatively also dictates that small bowel

intussusception be resected without reduction.13 In this

case though per operatively there was no features of

malignancy the primary resection of small intestine

followed by end to end anastomosis was done as the gut

was not viable.

Conclusion:

Adult intussusception is an unusual and challenging

condition for the surgeons. Treatment usually requires

resection of the involved bowel segment. Reduction can

be attempted in small-bowel intussusception if the segment

involved is viable or malignancy is not suspected; however,

a more careful approach is recommended in colonic

intussusception because of a significantly higher

coexistence of malignancy.

Fig-5 : Peroperative view of gangrenous small gut
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