
Öz
 Bağırsak intusepsiyonları genellikle çocukluk çağında görülen mekanik bağırsak obstrüksiyonu 
sebeplerinden birisidir.İnvajinasyonların yaklaşık %1-5 i erişkinlerde görülmektedir.Çocukluk çağında 
görülen vakaların %90 ı idiopatik iken,erişkin intusepsiyonlarında % 90 altta yatan organik bir lezyon 
bulunmaktadır. Etyolojiye bağlı olarak da tedavi değişmektedir .Sunacağımız 2 olgu aracılığı ile erişkinde 
görülen intusepsiyon vakaları hakkında bilgi vermeyi amaçladık.
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Intestinal intussusceptions are one of the causes of mechanical intestinal obstruction usually seen 
in childhood. Approximately 1-5% of invaginations seen in adults. While 90% of childhood cases are 
idiopathic, 90% of adult intussusceptions have an underlying organic lesion. We aimed to give information 
about intussusception cases in adults with 2 cases  we  present.
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INTRODUCTION 
	  Intussusception is the invagination of the proximal 
bowel segment into the adjacent distal segment.
It was first  described by Barbette in 1674 (1). 
Known as a childhood disease. However, 1-5% of all 
intussusceptions are seen  in the adult population. 
The rate of incidence in men and women is similar in 
adults (2). Ileocolic intussusceptions are mostly seen 
in childhood. Most of them can be treated with non-
surgical reduction procedure. Adult intussusceptions 
are usually  seen in the small bowel and 70-90% has an  
underlying cause. Therefore, the probability of clinical 
recovery  without surgical intervention is low (3). 
Causes of adult intussusceptions include benign and 
malignant tumors, adhesions, inflammatory causes, 
Meckel's diverticulum, and congenital malformations. 
Definitive diagnosis is made by pathological 
examination of the postoperative piece. Nevertheless, 
radiological scans done  in the preoperative period are 
helpful in making the diagnosis. In our case report, we 
aimed to discuss the diagnosis and treatment of adult 
intussusceptions with 2 patients.

CASE
	 Our first case, a 50-year-old male patient, 
presented to the emergency department due to 
increased abdominal pain lasting for 3 days. There 
were complaints of nausea and vomiting with 
abdominal pain. There were no features in his CV and 
family history. On physical examination, there was 
tenderness in the paraumbilical region. Leukocytosis 
and high C-reactive protein (CRP) was detected in 
laboratory values. No pathology was seen in the 
plain  abdominal X-ray. In abdominal ultrasonography 
(USG), an appearance compatible with gato intestinal 
loops was observed in the paraumbilical region. 
Abdominal computed tomography (CT) scan was done  
for  the patient due to suspicion of intussusception.
İn CT scan an area that may be intussusception 
in the ileal loops was observed (Figüre 1). Urgent 
operation was planned. In the exploration, 20 cm ileal 
loop  invagination was seen  at approximately 110 cm 
proksimal from Treitz ligament .Because of intestinal 
iscemic and micro perforation foci  resection decision 
was made. Resection and end -to -end anastomosis 
was done (Figure 2) . The patient was discharged on 
the 5th postoperative day with surgical recovery. The 
pathological evaluation showed that intussusception 
came up due to a  juvenile polyp  in the ileal loop.
	 The second case is a 24-year-old female patient 
who applied to the emergency department with 

abdominal pain, nausea and vomiting. In addition, 
she had  constipation for 2 days. Her history was 
unremarkable except for mental retardation. On 
physical examination, there was distention and 
tenderness in the abdomen. Leukocytosis and CRP 
elevation were present. CT scan was done due to 
air-fluid levels in plain abdominal x-ray. Computed 
tomography showed an appearance compatible with 
intussusception at the level of the distal ileal loops 
and dilatation in the proximal intestinal loops. Urgent 
exploration decision was made. In the exploration, 

Figure 1. Image of intussusception due to juvenile 
polyp on tomography

Figure 2. Ileoileal intussusception resection 
material
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there was invaginationin the ileal loops  approximately 
80 cm proximal to the ileocecal valve (Figure 3). 
When the invaginated part of the ileum was opened 
a 5 cm ileal ans with an inverted lesion? polyp? 
was seen (Figure 4). Because of the possibility of 
an inverted malign lesion and the iscemic areas in 
the ileum resection and anastomosis decision was 
made.No complications occured peroperatively. The 
patient was discharged with surgical recovery in the 
postoperative period. Pathological evaluation of the 
specimen revealed an inverted Meckel's diverticulum 
in the ileum.

DISCUSSİON
	 Intestinal intussusceptions are frequently seen in 
childhood. It was first described by Barbette in 1674 
as the invagination of the proximal part of the intestine 
into the distal part of the adjacent intestine (1). In 
1789, John Hunter defined 3 more such patients and 
used the term "intussusception" (4). Sir Jonathan 
Hutchinson, on the other hand, first described the 
process of reduction of intussusception in 1871 (5). 
Adult intussusceptions are a rare condition. The 
underlying mechanism is not clear. However, it is 
thought that the presence of a mass or inflammation 
that may cause irritation in the lumen or its wall may 
cause intussusception by affecting the peristaltic 
activity (6). While there is no underlying cause in 
90% of childhood intussusceptions, approximately 
90% of adult intussusceptions develop due to a 
lesion. For this reason, the reduction procedure done 
in childhood intussusceptions gives more results. 
Causes of adult intussusceptions include benign and 
malignant lesions, postoperative adhesions, vascular 
malformations, anatomical variations, intestinal 
ulcers, and idiopathic conditions. About two-thirds of 
cases are caused by benign and malignant lesions. 
In a literature review covering 1214 patients, it was 
observed that 63% of adult intussusceptions were 
due to tumoral lesions and 50% of this was malignant 
lesions. Intussusception is more common at the small 
intestine level in adults. It has been determined that 
48% of colonic intussusceptions are due to malignant 
masses, and 17% of small intestinal intussusceptions 
are malignant. In addition, while most of the lesions  
detected in the colon are primary malignancies, 
most of the small intestinal malignant masses are 
metastatic masses (7).
	 Abdominal pain is the most common symptom 
of intussusception in adults. In addition, loss of 
appetite, nausea, vomiting, gastrointestinal bleeding 
may also occur. Diarrhea may also occur if necrosis 
due to intussusception is present. On physical 
examination, decreased bowel sounds, abdominal 
distension according to the level of intussusception, 
and if perforation has developed, diffuse abdominal 
tenderness, defense, rebound may be seen (8). One 
of our patients had distension due to distal obstruction, 
and the other one  had  tenderness due to perforation.
	 Diagnosis of bowel intussusception is easier in 
children than adults. Target sign seen in abdominal 
USG in children is diagnostic with symptoms. In 
addition, in the treatment, there are rates of up to 80% 
of hydrostatic reduction done with USG in appropriate 

Figure 3. Ileal intussusception seen in exploration

Figure 4. Suspected area of ​​polyp or mass on ileum



cases (9). In adults, findings related to intestinal 
obstruction can be detected by direct radiography 
and ultrasonography. However, contrast-enhanced 
abdominal CT will give clearer information about the 
etiology (10). Both of our patients had CT scan to 
search the ethiology.
	 Adult intussusceptions can be classified into 4 
groups  according to the region of origin: Enteric, 
ileocolic, ileocecal and colonic. Enteric ones are only 
in the small intestine, colonic ones are only in the 
colon. It is difficult to distinguish between ileocolic and 
ileocecal intussusceptions. In the ileocolic type, the 
small intestine passes through the ileocecal valve and 
invaginates to the colon. In ileocecal intussusception, 
the ileocecal valve can not be passed (11).Enteric 
intussusception was present in the 2 patients we 
presented.
	 Treatment varies according to the patient and 
clinical characteristics. Hydrostatic reduction is 
often beneficial, as the cause is idiopathic in 90% 
of children with symptoms not exceeding 3 days. 
However, surgery should be considered in patients 
with unsuccessful reduction and acute abdomen 
findings in the first  evaluation. Reduction is not the 
first choice, as there is an underlying mass cause in 
approximately 90% of intussusception in the adult 
population. It is stated that peroperative reduction 
in adults may cause iatrogenic injury, and if there 
is an underlying malignancy, implantation into the 
abdomen is therefore not recommended. However, it 
is stated in the literature that if there is no perforation 
and necrosis, large bowel resection can be prevented 
by the reduction procedure and time can be gained 
for malignancy surgery (3,12,13,14).
	 Benign lesions that cause intestinal intussusception 
include lipomas, leiomyomas, hemangiomas, 
Meckel's diverticulum, and polyps. One of the patients 
presented in our case was due to Meckel's diverticulum 
and the other was small bowel intussusception due to 
inflammatory polyp.
	 Meckel's diverticulum is the most common 
congenital malformation of the gastrointestinal tract. It 
occurs as a result of failure of the omphalomesenteric 
duct to close. It is found in 1-3%. It is a true diverticulum 
containing all layers of the intestinal wall. The 
incidence in men and women is equal. The clinical 
presentation of Meckel's diverticulum varies. Clinical 
symptoms and presentation  can be chronic abdominal 
pain, bleeding, intestinal obstruction, perforation and 
diverticulitis (15,16). In our patient , small bowel 
intussusception due to Meckel's diverticulum and 

95

Boluk and Boluk Selcuk Med J 2022;38(3): 

therefore mechanical intestinal obstruction developed. 
It is debatable whether resection should be performed 
in case of every  bowel intussusceptions. However, if 
the cause is Meckel's diverticulum, it can be said that 
resection will be the definitive treatment method (17).
	 Intussusceptions develop  from juvenile polyps are 
rare. The most common type of polyp in the pediatric 
age group is isolated juvenile polyp. Juvenile polyps 
are generally observed in the large intestine and 
most frequently in the 2-5 age group (18). Adult 
intussusceptions due to juvenile polyps are less 
common than in the pediatric age group. In one of 
the patients we presented, intussusception due to a 
juvenile polyp was present. The patient underwent 
segmental small bowel resection and anastomosis.
	 In conclusion, intestinal intussusceptions are 
rare disorders in the adult population. It is not easy 
to diagnose because it can progress with more 
chronic symptoms compared to the pediatric age 
group. Computed tomography for diagnosis is the 
imaging method that can be most helpful in terms 
of etiology and differential diagnosis. About 90% of 
them have a pathology. For this reason, hydrostatic 
reduction, which is frequently used in children, is not 
the first treatment option in adults. Surgery comes to 
the fore in treatment. It should be kept in mind that 
intussusception may be the etiology of acute and 
chronic abdominal pain in adults.

Conflict of interest: Authors declare that there is no conflict of 
interest between the authors of the article.

Financial conflict of interest: Authors declare that they did not 
receive any financial support in this study.

Address correspondence to: Sumeyra Emine Boluk, 
T.C Sağlık Bilimleri University, Sultan Abdulhamid Han 
Training and Research Hospital, Department of General 
Surgery, Istanbul, Turkey
e-mail: smyra_3@hotmail.com

REFERENCES

1.	 Barbette P. Oeuvres chirurgiques et anatomiques. Geneva: 
Francois Miege 1674.

2.	 Azar T and Berger DL. Adult intussusception. Ann Surg 
1997;226(2):134-8.

3.	 Marinis A, Yiallourou A, Samanides L, et al. Intussusception 
of the bowel in adults: A review. World J Gastroenterol 
2009;15(4): 407-11.

4.	 Hunter J. On introsusception. In: Palmer JF, editor. The works 
of John Hunter. London: FRS London, 1837:587-93.

5.	 Hutchinson J. A successful patient of abdominalsection for 
intussusception. Med Chir Trans 1874; 57: 31-75.

6.	 Weilbaecher D, Bolin JA, Hearn D, et al. Intussusception in 
adults: Review of 160 patients. Am J Surg 1971;121:531-5.



96

Selcuk Med J 2022;38(3): 

7.	 Felix EL, Cohen MH, Bernstein AD. Adult intussusception: 
Patient report of recurrent intussusception and review of the 
literature. Am J Surg 1976;131:758-76.

8.	 Lu T, Chng YM. Adult intussusception. Perm J 2015;19(1):79-
81.

9.	 Digant SM, Rucha S, Eke D. Ultrasound guided reduction 
of an ileocolic intussusception by a hydrostatic method by 
using normal saline enema in paediatric patients: A study of 
30 cases. J Clin Diagn Res 2012;6:1722-5.

10.	 Takeuchi K, Tsuzuki Y, Ando T, et al. The diagnosis and 
treatment of adult intussusception, Journal of Clinical 
Gastroenterology 2003;36:18-21.

11.	 Lianos G, Xeropotamos N, Bali C, et al. Adult bowel 
intussusception: Presentation, location, etiology, diagnosis 
and treatment. G Chir 2013;34(9-10):280-3.

12.	 Sarr MG, Nagorney DM, McIlrath DC. Postoperative in 
tussusception in the adult: A previously unrecognized entity? 
Arch Surg 1981;116:144-8.

13.	 Tan KY, Tan SM, Tan AG, et al. Adult intussusception: 
Experience in Singapore. ANZ J Surg 2003;73:1044-7.

14.	 Honjo H, Mike M, Kusanagi H, et al. Adult intussusception: A 
retrospective review. World Journal of Surgery 2015;39:134-
8.

15.	 Narjis Y, Halfadl H, Agourram A, et al. A rare internal herniation 
in adult: Meckel’s diverticulum. Indian J Surg 2014;76(1):5-7.

16.	 Pandove PK, Moudgil A, Pandove M, et al. Meckel’s 
diverticulum mesentery along with its band forming a hernial 
sac: A rare case of internal herniation. Int J Surg Case Rep 
2015;10:17–9.

17.	 Hansen CC, Søreide K. Systematic review of epidemiology, 
presentation, and management of Meckel’s diverticulum in 
the 21st century. Medicine 2018;97(35): e12154.

18.	 Corredor J, Wambach J, Barnard J. Gastrointestinal polyps 
inchildren: Advances in molecular genetics, diagnosis, and 
management. J Pediatr 2001;138:621-8.

İ leal intussusception in adults


