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Abstract

Introduction: Intussusception is the telescoping of a proximal segment of the gastrointestinal tract into
the lumen of the more distal segment. A rare but still encountered entity, bowel intussusception, is a
surgical emergency that should not be taken lightly. Although it is common in those under two years
of age, it is one of the less likely diagnoses in adult populations, with only 5% of all cases occurring in
adults.

Case Presentation: We report the case of an 86-year-old gentleman who presented to the Emergency
Department (ED) complaining of abdominal distension. An abdominopelvic CT scan with IV contrast
showed evidence of a transition point at the level of the sigmoid, with a small bowel of normal caliber
and a homogenously dilated colon reaching 16 cm in its largest diameter. An exploratory laparotomy
was opted for during which a colectomy was performed. Pathology results revealed chronic sigmoidal
diverticulitis causing severe luminal narrowing with moderate chronic nonspecific inflammatory
changes and acting as a lead point for intussusception, thus leading to obstruction, and megacolon.

Conclusion: Intussusception is a challenging entity in terms of diagnosis and treatment when it occurs
in adults. Clinical symptoms are usually nonspecific and imaging features are variable, making the
preoperative diagnosis often missed or delayed. Up to 20% of cases are idiopathic, with the rest being
secondary to an organic cause that must be determined for proper management. Laparotomy remains
the best way to diagnose adult intussusception and to determine any underlying pathology for
adequate treatment.

Keywords: sigmoid intussusception, chronic sigmoidal diverticulitis, megacolon, bowel obstruction,
total colectomy, adult intussusception, chronic abdominal pain, challenging diagnosis
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Background

Barbette of Amsterdam  first  reported
intussusception in 1674 and suggested surgical
reduction, while John Hunter described it further
in 1789 as the telescoping of a proximal part
“intussusceptum” of the digestive tract, into the
distal part lumen “intussuscipiens” [1,2]. It wasn't
until 1871 that the surgeon Sir Jonathan
Hutchinson first succeeded in manually reducing
an intussusception in a 2-year-old child [3].

Bowel intussusception is a surgical emergency
that should not be taken lightly. While it is a
common surgical emergency in patients below
two years of age, it remains one of the less likely
diagnoses in adult populations.

Adult intussusception does not commonly lead to
obstruction. While up to 20% of intussusceptions
are idiopathic, the rest of the cases are secondary
to organic pathologies that function as lead
points. When affecting the small bowels, these
lead points are more commonly benign compared
to large bowels [4].

Adults usually present with nonspecific
symptoms that are mostly chronic and similar to
partial obstruction, making the diagnosis
challenging pre-operatively. Less common
symptoms and signs include nausea and
vomiting, hematochezia or melena, diarrhea or
constipation [4]. While only 25% of cases have
identified lead points in pediatric intussusception,
the adult intussusception has a known lead point
in 70-90% of cases [4,5].

In adults, diagnosis is still problematic and often
not made until laparotomy. Abdominal computed
tomography (CT) remains the most useful imaging
technique with a sensitivity of 58%-100% [6].

Due to the high risk of malignant etiology, cases
of adult intussusception generally require definite
treatment, most often being surgical resection.

We report the case of an elderly patient who
presented complaining of abdominal distention.
He was found to have a bowel obstruction and
megacolon due to a sigmoid intussusception that
is secondary to chronic sigmoid diverticulitis. This
rare and challenging diagnosis was established
postoperatively on pathology.

We report this case to shed the light on this rare
cause and presentation of sigmoid obstruction in
adults and to discuss our management.

Case Report

This is the case of an 86-year-old gentleman
presenting to the ED complaining of abdominal
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Figure 1: Image showing the patient's severely distended
abdomen on presentation to the ED

distension (Fig. 1). The patient had diastolic heart
failure and a history of an umbilical hernia repair
with the Chevrel technique but no other past
surgeries or medical history. He had been
suffering from progressive abdominal distension
for the past 5 months. He denies any abdominal
pain, change in bowel habits or stool caliber,
melena or hematochezia, decrease in appetite or
weight loss. Flatus and bowel movements were
still present. The patient attempted a non-medical
remedy by a “cloth button” above his umbilicus
to relieve the abdominal distention that he
attributed to a hernia, but it kept increasing and in
the last 2 days, initiated symptoms of mechanical
dyspnea. The patient reported no history of colon
cancer in the family.

On examination, the abdomen was soft, non-
tender, though heavily distended, with audible
bowel sounds. Vitals were stable. Digital rectal
examination was positive for brown colored
stools. Laboratory exams were within the normal
range, with a white blood count of 6.7 mg/dL,
non-significant C-reactive protein (1.7 mg/dL),
balanced electrolytes and normal albumin (3.6
mg/dL).

An upright chest x-ray was performed to rule out
a possible perforation, considering the severity of
the distension. No signs of perforation were
detected, but the diaphragm was found to be
elevated, occupying the mid thorax (Fig. 2, 3). An
abdominopelvic CT scan with IV contrast showed
evidence of a transition point at the level of the
sigmoid, with a small bowel of normal caliber and
a homogenously dilated colon reaching 16 cm in
its largest diameter (Fig. 4). No peritoneal signs or
bowel suffering were noted.

Considering the chronicity of the case, and with
the patient only complaining of abdominal
distention with mild respiratory discomfort, we




opted for a colonoscopy for decompression
purposes and to rule out suspected sigmoid

Figure 2: Upright anteroposterior CXR showing an elevated
diaphragm (black arrow) with no signs of perforation (no
air under the diaphragm)
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Figure 3: Lateral CXR showing the distended transverse
colon (15.5cm) (yellow arrow) in the thoracic area

Figure 4: abdominopelvic CT scan showing the magnitude
of the dilated colon (yellow arrow pointing at the dilated
transverse colon)
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pathology. However, the preparation of the colon
was inadequate and no conclusive findings were
noted. A rectal tube was inserted during
endoscopy to help decompress the colon, but
despite its presence, the distension re-occurred
quickly after the procedure.

The CT scan was then repeated with rectal
contrast to better visualize the pathology and
showed intra-luminal sigmoid thickening (Fig. 5a).
A diagnosis of sigmoid cancer was suspected. To
note, the obstruction was not complete as the
contrast reached the descending colon
bypassing the lesion (Fig. 5b).

The operation was scheduled on the same day as
rectal tube insertion. The patient underwent

Figure 5: (a) Abdominopelvic CT scan showing suspected
sigmoidal stenotic lesion of 3.5 cm diameter (red arrow)
delineated by the contrast (yellow arrow) (b) Abdominopelvic
CT scan showing the contrast in the descending colon (yellow
arrow) bypassing the stenotic lesion and a prominently
dilated colon

proper assessment and medical clearance with
the improvement of pulmonary function by a
pulmonologist through nebulizers as well as
cardiac assessment and preparation by a
cardiologist. An intensive care unit bed was




reserved due to the postoperative risk of
pulmonary insufficiency, taking into consideration
the preoperative dyspnea of the patient. Due to
the CT findings of obstruction and prominent
colonic distention, a preoperative colonic
preparation was not an option.

Intraoperatively, upon reaching the abdominal
cavity through a laparotomy, the distended colon
was inspected. It looked diseased, nonfunctional,
gigantic in size, and had very thin walls that
lacked peristalsis (Fig. 6a,6b). The sigmoid colon
was shrunken in size. The surgical team decided
to perform a total colectomy with side-to-side
ileorectal mechanical anastomosis. Resection
was performed without ileostomy, to prevent

Figure 6: (a,b) Intraoperative images showing impressively
distended colon (c) Resected colon on surgical table
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postoperative  dehydration and electrolyte
disturbances (Fig. 6¢). The patient was extubated
and transferred to the coronary cardiac unit (CCU)
due to suspicious electrocardiogram changes in
the post-anesthesia care unit (PACU). After 24
hours of monitoring, he was transferred to the
regular floor. A clear liquid diet was started and
progressed daily. The patient had a smooth
recovery. He passed flatus on day 4 and had a
bowel movement on day 5. He was discharged
home on day 8.

Pathology results revealed chronic sigmoidal
diverticulitis causing severe luminal narrowing
with moderate chronic nonspecific inflammatory
changes and acting as a lead point for
intussusception, thus leading to obstruction, and
megacolon.

Discussion

Adult intussusception accounts for only 5% of all
intussusception cases, and 1 to 5% of bowel
obstructions occurring in adults. The risk of
malignant etiology is 65% regardless of anatomic
location [4,8]. Adult bowel intussusceptions are
challenging to diagnose because the patient may
present only with a vague abdominal discomfort,
without any specific obstructive symptoms, as
was the case in our patient [4].

Based on location, intussusceptions are
categorized into four classes (1) entero-enteric
when limited to the small bowel, (2) colo-colonic
when limited to the colon, as in this case, (3)
ileocolonic, with the terminal ileum prolapsing
through the ascending colon or (4) ileocecal,
where the ileocecal valve acts as a lead point for
the intussusception, distinguishing it, though with
difficulty, from the ileocolonic class [9,10,11].
Intussusception most commonly takes place at
the junctions between mobile parts of the
digestive tract and retroperitoneal or adhesion-
related immobile parts [12].

Despite being the best available diagnostic tool,
the sensitivity of abdominal CT varies between
58% and 100% [6]. Features may include a
nonhomogeneous “target” or “sausage” shaped
tissue mass. Intraluminal mesenteric vessels can
also be seen [13]. A CT scan provides the most
valuable information concerning this pathology
including the location, the nature of the lead point,
and its relationship to its surrounding structures.
Additionally, it is a staging tool if malignancy turns
out to be the etiology of the intussusception.
However, diagnosis remains challenging due to
the variable clinical presentation and imaging
characteristics. More often than not, the
diagnosis is not made preoperatively, with 40.7%
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to 50% of cases not diagnosed before the
surgical intervention, as in the case of our patient
[14, 15].

Adult intussusception differs from pediatric
intussusception by etiologies and management
strategies. Most of the cases in the pediatric
population are idiopathic and benign.
Management, in that case, is either by pneumatic
or hydrostatic reduction, which are successful in
80% of cases. In adults, however, 90% of cases
have a lead point that may be a malignant lesion,
benign polyps, Meckel’s colonic diverticulum,
strictures, etc. The exact lead point is usually
identified intraoperatively [9, 16, and 17]. Since
around 65% of adult cases are associated with
malignancy, endoscopic decompression is not
recommended, and surgery remains the best
choice of treatment [10, 18-21].

Therefore, cases of ileocecal, ileocolic and colo-
colonic intussusceptions in patients above 60
years old, must undergo a formal oncological
resection with primary anastomosis of healthy
tissue, because malignhancy is the most common
etiology [10, 13-15]. In total, up to 90% of cases
in the adult population will need definitive surgical
management with resection being the treatment
of choice [13].

The surgical limits of the bowel resection while
reducing the intussuscepted bowel remain a
subject of controversy [12]. Total colectomy was
opted for in our patient for the following three
reasons 1) Risk of performing an anastomosis
involving the diseased colon, 2) Risk of leaving
out a possible underlying tumor and 3) Risk
incurred by a need to re-operate and
postoperative complications considering the
frailty risk of the patient (Frailty Index for Elders
FIFE= 3) [6].

Colonic intussusceptions taking place at the right
colon may be managed with resection and
immediate primary anastomosis even in urgent
conditions where bowels are unprepared.
Although, this doesn’t always apply for left
colonic  intussusceptions, where colonic
segmentectomy and the formation of a colostomy
(Hartmann’s procedure) then an elective re-
anastomosis is a safer option in the emergency
setting and high surgical risk patients, even
though resection and immediate primary
anastomosis can be a good option for an
uncomplicated malignant left colonic obstruction
when other risk factors are absent [6,22]. Only if a
benign disease was confirmed as a cause
preoperatively, then the surgeon can safely
proceed with reduction by milking the
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intussuscepted bowel out from distal into
proximal part [23].

We presented this case to highlight 1) an
interesting clinical scenario of an elderly patient
who seeks medical care after a long-standing
distention of his abdomen with recent mild
dyspnea, while not having any other symptoms
related to his severely distended abdomen, 2) a
challenging diagnosis of intussusception despite
the use of multiple diagnostic modalities, 3) a rare
etiology of intussusception, and 4) a case of a
severely distended colon reaching 16 cm in
diameter which, to the best of our knowledge, is
not previously reported.

Conclusion

Intestinal intussusception in adults remains a
challenging diagnosis because of its rarity,
nonspecific clinical symptoms, and variable
imaging features, making preoperative diagnosis
often missed or delayed, with a majority of the
cases diagnosed intraoperatively. With the
majority of cases in adults having a lead point with
a high risk of malignant etiology, surgical
resection is the treatment of choice, except in
cases with a confirmed non-malignant etiology.
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