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LETTER TO THE EDITOR

INTUSSUSCEPTION IN AN ADULT PATIENT
WITH MILD INTERMITTENT

ABDOMINAL PAIN

To the Editor:
We report a case of jejuno-ileal intussusception due to a
stromal tumor in a 60-year-old woman with mild intermit-
tent abdominal pain. The intussusception was diagnosed
by computed tomography (CT). The patient was treated
operatively. Although uncommon, surgeons need to be
aware of the diagnosis and treatment options for adult in-
tussusception.

Introduction. Intussusception is defined as the tele-
scoping of a segment of the gastrointestinal tract into an
adjacent one. It is the leading cause of intestinal obstruc-
tion in children and ranks second only to appendicitis as
the most common cause of acute abdominal emergency in
children (1). However, in adults intussusception is rare, ac-
counting for 0.1% of all adult hospital admissions, 5–16%
of all intussusceptions, and only 1–5% of adult intestinal
obstructions (1, 2).

We report an adult intussusception which was diag-
nosed in a patient who had undergone a routine checkup
for mild intermittent abdominal pain and review the
literature.

Case Report. A 60–year-old female who had experi-
enced mild intermittent abdominal pain for 2 months was
admitted to the Internal Medicine Clinic of State Hospital
for routine checkup and investigation of intermittent ab-
dominal pain. Her medical history did not reveal any op-
eration or disease to date. Routine laboratory values, chest
x-ray, colonoscopy, and upper gastrointestinal endoscopy
were normal. Ultrasonography (USG) of the abdomen re-
vealed a solid mass measuring 6 × 5 cm in the left paraum-
blical region, and it was reported as a small bowel tumor.
The patient was transferred to the General Surgery Clinic
of University Hospital. Physical examination revealed an
obese female with a soft abdomen and no guarding or
tenderness. Abdominal plain radiographs were normal. A
CT scan was obtained and showed a bowel-within-bowel
configuration pathognomonic finding of intussusception
(Figure 1).

After preoperative preparation, the patient was operated
on. Upon surgical exploration a jejunoileal intussuscep-
tion approximately 10 cm long was identified (Figure 2).
The neck of the intussusceptum was compressed and irre-
ducible. A small bowel resection with a primary anasto-

mosis was performed. After operation, the resected spec-
imen was opened and a polypoid mass measuring 5 cm
was found as the lead point. Histologic examination of
the specimen revealed proliferation of round, spindled,
or stellate cells embedded in an abundant myxoid stroma
and it was reported as a stromal tumor with myxoid stroma
(Figure 3).

The patient experienced no postoperative complication
except wound infection. She was discharged on postoper-
ative day 18.

Discussion. In contrast to childhood intussusception,
which is idiopathic in 90% of cases, adult intussusception
has a demonstrable organic lesion in over 90% of cases,
with neoplasm accounting for 65% of them (1–3). The
likelihood of a malignancy is greater in the colon than in
the small bowel (3). Less common etiologies include post-
operative factors (adhesions, suture line, intestinal tubes)
and miscellaneous causes (Meckel’s, sprue, human im-
munodeficiency virus, duplication, intramural hematoma)
(1, 3).

Davis and Vilke (4) reported an elderly patient with
intussusception in whom the lead point was a chole-
cystoduodenal fistula. Park et al. (5) reported a case
with ileoileal intussusception due to an adenomyoma and
Savargaonkar et al. (6) reported a case with ileoileal and a
case with ileocolonic intussusception, both due to inflam-
matory fibroid polyp of the ileum.

In children, hypertrophy of Peyer’s patches in the
lymphoid-rich terminal ileum is thought to act as the
pathologic lead point. In adults, it is believed that any le-
sion in the bowel wall or irritant within its lumen that alters
normal peristaltic activity is able to initiate an intussuscep-
tion. Subsequent peristaltic activity of the bowel produces
an area of constriction above the stimulus and relaxation
below, thus telescoping the lead point (intussusceptum)
through the distal bowel lumen (intussuscipiens) (3).

The presentation of pediatric intussusception is often
acute, with sudden onset of intermittent colicky pain, vom-
iting, and bloody mucoid stools together with a palpable
mass. In contrast, the presentation of adult intussuscep-
tion might be subacute or chronic (2). The most common
presenting symptoms are crampy abdominal pain, nau-
sea and vomiting, abdominal distention, and tenderness
consistent with partial obstruction. Fewer than 20% of
cases present acutely with complete bowel obstruction.
The clinical presence of a palpable mass in adults is 7–
42% (3). Therefore, in adults the correct diagnosis is often
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Fig 1. Abdominal CT scan with intravenous and oral contrast revealing a bowel-
within-bowel configuration in the jejunum of the left hemi-abdomen (intussus-
ceptum, black arrow; intussuscipiens, white arrow).

unsuspected and only established when the patient is on
the operating table. In our patient, a mass was not felt
on abdominal examination, and her unique symptom was
mild intermittent abdominal pain. One ought to entertain
the diagnosis of intussusception when encountering a pa-
tient with the history of intermittent abdominal pain.

Recent reports indicate that CT is the most useful form
of imaging in making a preoperative diagnosis of intus-
susception (2). On CT a bowel-within-bowel configura-
tion suggested by mesenteric fat and vessels compressed
between the walls of the small bowel is pathognomonic
(3). Sometimes, USG may help to diagnose adults (1, 5).

Fig 2. Intraoperative photo of jejuno-ileal intussusception.

Zielke et al. (7) reported that USG revealed an abnormal
cockade with a triple-ring phenomenon at the ileocecal
junction and the “duck-beak phenomenon” as signs of
enterocolic intussusception. In our case, abdominal USG
showed a 5 × 6-cm solid mass in the left paraumblical
region. CT revealed a bowel-within-bowel configuration
pathognomonic for intussusception.

Most surgeons accept that adult intussusception re-
quires surgical resection. However, the extent of resection
and whether or not the intussusception should be reduced
remain controversial. The theoretical dangers of transperi-
toneal seeding after exposing and handling friable and
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Fig 3. Histologic appearance of the specimen. (H&E; original magnifi-
cation, ×100.)

edematous malignant tissue has led to many surgeons ad-
vocating en bloc resection of the lesion. However, others
argue that routine en bloc resection might result in unnec-
essary bowel resection. Reduction should not be attempted
if there are signs of bowel ischemia or inflammation or if
malignancy is suspected (2).
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