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INTRODUCTION:
Intussusception is dened as telescoping of segment of bowel with its 
mesentry into immediately distal bowel. Barbette rst reported it in 
1674, [1] and further John Hunter presented a detailed report on 
intussusception in 1789. [2] An intussusceptent is the proximal 
segment of bowel which gets telescoped into the distal bowel called 
intussuscepiens. There are different types of intussusception. On the 
basis of anatomical location it can be classied as enteroenteric, 
enterocolic, ileo-caecal, colocolic or enterogastric. The exact 
etiopathogenesis of intussusception is no very well understood but it 
may be attributed to idiopathic, adenomas, sub mucous lipoma, 
adenocarcinoma diverticulosis and bowel adhesion. Intussusception 
usually seen at the junction of freely mobile bowel to retroperitoneally 
xed bowel or xed bowel secondary to adhesion or surgery. There are 
several literatures available which advocates conservative management 
of adult intussusception and some supports surgical management. 
Recent advances in diagnostic imaging especially contrast enhanced 
computer tomography and endoscopy helps in deciding the best line of 
management. Earlier studies show that denitive surgical intervention 
should be done to treat adult intussusception. Meanwhile some studies 
advocated conservative approach for managing adult intussusception. 
The logic behind this conservative approach was that newer diagnostic 
modalities such as double contrast computerized tomography 
diagnose the cases of intussusception correctly. Adult intussusception 
should be treated as a malignancy, especially those cases which have a 
lead point. Wider excision with clearing all the nearby tissue, mesentry 
and lymphnodes is advocated. Here we are sharing case series of adult 
intussusception, its presentation and management. We are sharing our 
experiences in management of these cases. We also reviewed the 
literatures.

Case 1:
A fty two years old female patient presented in the emergency with 
chief complain of pain abdomen for 2 months aggravated since four 
days with distension of abdomen and nausea. Patient had similar type 
of attack seven months ago. She had no history of abdominal surgery. 
Her abdomen was distended, all quadrants were resonant on 
percussion and bowel sound was exaggerated. Her x-ray abdomen 
showed multiple air uid level. Her ultrasound of whole abdomen 
showed classical target sign suggestive of small bowel intussusception. 
CECT abdomen could not be done because her renal function test was 
deranged. Patient was put on parenteral antibiotics and Ryles tube 
aspiration. Patient gets improved in next four days and repeat 
ultrasound was almost normal. Patient discharged on the fth day. 
After three and half months she again presented with features of acute 
intestinal obstruction. She was worked up for emergency laparotomy. 
Abdomen opened through midline, there was ileoileal intussusception 
about twelve centimeters in length with a Meckel's diverticulum about 

twenty centimeter apart (Figure-1). The involve segment along with 
the mesentry was resected and ileo-ileal anastomosis done. The patient 
discharged on the ninth post operative day and remained asymptomatic 
till today. The resected specimen was grossly forty ve centimeter in 
length. There was a polyp 8cm away from the proximal cut end of the 
specimen.  Size of the polyp was 6.5cm×3cm x2cm, cut section 
showed grey white smooth surface without evidence of haemorrhage 
or necrosis. Microscopically it had features of premalignant hyperplastic 
polyp. The mesentry contained thirteen lymphnodes which were normal 
on microscopy.

Figure-1: Showing ileo-ileal intussusception (thick white arrow) and 
a Meckel's diverticulum in the ileum (thin white arrow).

Case 2:
Male patients of fty six years age presented to the emergency with 
chief complain of pain abdomen and vomiting for three days. He had 
history of similar episode of attack in the past which got subsided itself 
without any treatment but this time the pain was severe colicky in the 
central area of abdomen. The vomiting was bilious in nature. There 
were no other associated symptoms. This patient had no history of 
abdominal surgery in the past and had not suffered from tuberculosis, 
diabetes, inammatory bowel diseases. CBC revealed leucocytosis 
with neutrophilia and Hb was 11.6 gm%.  X-ray abdomen showed 
multiple air uid level in central abdomen. Patient diagnosed 
provisionally a case of subacute intestinal obstruction. Ryle's tube 
applied and patient was put on parenteral uid, analgesic and 
antibiotics.  Patient gets improved on third day. Repeat x-ray abdomen 
was normal. Patient discharged on third day. Two weeks later, patient 
again admitted in the emergency department with features of acute 
intestinal obstruction. His x-ray showed multiple air uid level 
suggestive of intestinal obstruction. Ultrasonography showed “target 
sign" suggestive of intussusception (Figure-2A). Patient was planned 
for emergency laparotomy. On exploration, we found ileo-ileal intussusception 
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ABSTRACT
Intussusception is commonly seen in children. Adult intussusception is very uncommon. The classical sign and symptoms of pediatric 
intussusception such as colicky pain, currant jelly like stool with palpable doughy mass in abdomen are not seen in adults. Vague symptom makes 
the diagnosis more difcult. Unlike pediatrics intussusception which can be managed successfully with enema, colonoscopy or conservatively, 
adult one is difcult to manage and are notorious for recurrence. Idiopathic intussusception without lead point is less common than one having lead 
point. This lead point sometimes turnout to be a malignant, which have to be removed surgically. Conservative approach may give transient relief 
but it unnecessarily increases the morbidity and stage of malignancy. Adult intussusception should be managed surgically rather than 
conservatively.
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of length about eight centimeters (Figure-2B). The involved segment was 
resected and ileo colic anastomosis done. Patient's post operative 
course was uneventful. He remained asymptomatic in seven months of 
follow up period. The histopathological report revealed a submucous 
lipoma as lead point.

Case 3: A male patient of age twenty two years presented to the 
emergency with chief complains of pain abdomen and multiple 
episodes of vomiting for three days and non passage of stool for one 
day. On physical examination the patient was dehydrated and his 
abdomen was distended. All quadrant of abdomen was resonant on 
percussion, bowel sound was exaggerated. On investigating we found 
Hb% was 14.2gm%, TLC was 12800/Cumm, rest all the parameter 
were within normal limit. His X-ray abdomen showed multiple air 
uid level suggesting small bowel obstruction. Ultrasonography of 
whole abdomen showed target sign suggesting small bowel 
intussusception. Patient was put on intravenous uid and antibiotics 
with Ryle's tube insertion. Patient did not improve on conservative 
treatment and hence exploratory laparotomy done. On exploration we 
found a small length of 3cm ileo-caecal intussusception, which was 
reduced on milking and that part of ileum was xed to the parietal wall. 
Abdomen closed into layers. Post operative period was uneventful. 
Patient remained asymptomatic for a follow up period of eight months. 
After eight months patient again presented with similar complain for 
which he was admitted in the emergency and worked up for emergency 
laparotomy. Contrast computerized tomography showed classical 
target sign suggestive of ileoileal intussusception with adenomatous 
growth as lead point.  On exploration we found ileo- ileal caecal 
intussusception. We resected the terminal ileum, the caecum and few 
centimeters of ascending colon and performed ileo-ascending 
anastomosis. Patient was on parenteral uid and antibiotics for rst 
four post operative days. Sips of water allowed on fth post operative 
day. The post operative period was uneventful and he discharged on 
8th post operative day. He complained about altered bowel habit in 
form of watery diarrhoea for the  rst two months after surgery. Patient 
remained asymptomatic in follow up period of two years. On 
histopathological examination the specimen grossly forty ve 
centimeter in length, comprised of terminal ileum, caecum and 
ascending colon.  The lead point was 6 cm x 4cm x 4cm (Figure-3), cut 
section was grayish white in colour without evidence of necrosis or 
haemorrhage. Microscopically it showed the features of GIST.

Figure-3: Showing a polypoidal growth as a lead point (white arrow)

DISCUSSION:
Intussusception is most commonly encountered in children and has 

been reported to be the most common abdominal emergency in early 
childhood, with adults accounting only for about 5% of all the cases 
[3]. The most common cause of bowel obstruction in children is 
intussusception after pyloric stenosis [4], whereas it is responsible for 
only about 1% of cases in adults [5, 6]. Most of the pediatric 
intussusception is usually idiopathic; with only 10% of cases has an 
identiable cause or precipitating pathology [7]. Viral illness such as 
rota virus and adeno virus causes hypertrophy of the Peyer patches 
which can lead to intussusception. Buettcher et al found a seasonal 
variation of intussusception that correlated with seasonal variation of 
viral gastroenteritis [8]. In contrast to pediatric etiologies, adult 
intussusception is associated with an identiable cause in 90% of 
symptomatic cases with an idiopathic cause in only 10% of cases [6, 9]. 
The benign causes of non idiopathic adult intestinal intussusception 
are lymphoid hyperplasia, lipoma, leiomyomas, hemangiomas, and 
polyps. Intussusception in adults is usually seen in the sixth decade 
with no gender predominance. The common malignant causes of small 
bowel intussusception include adenocarcinoma, primary leiomyosarcoma, 
GIST tumors, carcinoid tumors, neuroendocrine tumors, lymphomas and 
sometimes metastasized malignant melanoma. Colonic intussusception 
less commonly occurs in adults and comprises only 20 to 25% of all 
intussusceptions in most reported case series [6-10]. As colon 
malignancy is common than small bowel, the most common malignant 
cause of colonic intussusception is primary colonic adenocarcinoma.  
The most common benign cause is colonic lipoma. About 65% of adult 
intussusception is associated with malignancy [11] and therefore 
conservative approach such as radiologic decompression is not 
addressed in adults. Classical triad of symptoms of intussusception is 
not seen in adults. The most common presenting symptom is 
abdominal pain [12,13] with associated symptoms consistent with 
partial obstruction: nausea, vomiting, constipation, obstipation, 
gastrointestinal bleeding, or bloating. In our case series all three patient 
presented with pain abdomen and vomiting. Third case had 
constipation also. Most common radiological investigation for 
obstruction is plain x-ray of abdomen but in many studies more than 
20% of patients with intussusception had negative plain lms [14]. The 
sensitivity and specicity of ultrasound in diagnosing intussusception 
approaches nearly 100% in experienced hands, especially in children 
than adults [15]. Computerized tomography is the investigation of 
choice to diagnose adult intussusception. It can not only comment on 
the lead point but also on vascularity of bowel of intussusceptent. Since 
etiology of intussusception in children is different from adults hence 
management also differ. The most common type in children is Ileocolic 
intussusception which can be successfully reduced by ultrasound-
guided or uoroscopic pneumatic or hydrostatic enema, and it is 
successful in 85 to 90% of cases [16]. However reduction of 
intussusception in adult is not successful and recurrence is very common. 
We tried conservative management in rst two cases but they recurred. 
In third case we reduced the intussusception and xed it but it also get 
recurred. All the three cases underwent resection and anastomosis. In 
rst case we got hyperplastic adenoma and in third case we got 
intestinal GIST on histopathological examination. There is 
controversy regarding management.  On reviewing various article we 
observed a golden rule to proceed condently for surgery. These are 
the conditions which should be denitely managed surgically - 
colocolonic or ileocolic intussusception, intussusception with 
associated signs or symptoms of clinical obstruction and intussusception 
with a lead point mass appreciated on cross-sectional imaging studies. 
Preoperative colonoscopy can be done for colocolonic or ileocolic 
intussusception to conrm the presence of pathology and or 
malignancy. Small bowel intussusceptions without lead point mass 
and short affected segments of length less than 3.5 to 3.8 cm in several 
series—expectant management can be employed [17-19]. Expectant 
management requires serial clinical and imaging evaluations to ensure 
resolution. Sometimes even on best modalities of expectant 
managements the condition of patient not improves and requires surgical 
management. Conservative management sometimes lead to bowel 
ischemia and increase the morbidity and mortality of patient. 
Sometimes stage of malignancy upstaged on conservative management 
and causes distant metastasis. On our experiences and review of 
literatures we conclude that adult intussusception should be managed 
surgically rather than conservatively.
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Figure-2A : Showing
Classical “target Sign” Of
Intussusception On
Ultrasonography.

Figure-2B: showing ileo-
ileal intussusception with
adjoining mesentry as a
part of intussusceptent.
(White arrow)
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