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Abstract
Introduction: Intussusception in adults is a rare entity. Being one of the most common causes of
intestinal obstruction in children, it accounts for only 5% of all cases of intussusceptions and about 1%5% of bowel obstruction in adults. A minority of cases are idiopathic, without a lead point lesion.
Postoperative adhesions, meckel’s diverticulum, inflammatory bowel disease, benign and malignant
tumors, metastatic neoplasms or even iatrogenic presence of intestinal tubes, jejunostomy feeding tubes
or after gastric surgery account for the various causes of secondary intussusception in 70%-90% of
cases. Computerized tomography (CT) is often considered as one of the most useful, sensitive imaging
modality in the diagnosis of intussusception.
AIM: To study and describe the different pathological causes, clinical features and management of
intussusception in adults.
Materials & methods: A retrospective study was conducted to evaluate the various causes of
intussusception. All patients above the age of 18yrs presenting with a clinical diagnosis of
intussusception, between Jan 2008 and June 2015 were included in the study.
Results: There were 15 cases of adult intussusception. A male predominance was noted and the mean
age was 41.7 years. Majority of the patients presented with abdominal pain, abdominal distension,
nausea and vomiting. The commonest site of intussception was the ileo-colic junction (46.7%, 7cases).
There were four jejuno-jejunal cases (26.7%) and two ileo-ileal cases (13.3%). There were also two
other cases of colonic intussusception, not involving the ileo-colic junction (13.3%). Among the
pathological causes of intussusception, four cases were secondary to diffuse large B cell lymphoma
(DLBCL), four due to submucosal lipomas, two cases secondary to peutz jegher polyps, one case of
carcinoid involving the appendix, three cases due to inflammatory causes and one being idiopathic. All
cases were treated surgically.
Conclusion: Malignant lesions account for majority of causes of adult intussusception involving the
colon. Adult intussusception is a challenging condition for the surgeon and is very often a preoperative
diagnostic problem when compared to that in children. Because of the high incidence of malignancy in
colonic intussusceptions, a segmental bowel resection is generally undertaken.
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Introduction
Intussusception in adults is a rare entity. Being one of the most common causes of intestinal
obstruction in children, it accounts for only 5% of all cases of intussusceptions and about
1%-5% of bowel obstruction in adults [1, 2]. A minority of cases are primary / idiopathic,
accounting for 8-20%, without a lead point lesion [3, 4]. Postoperative adhesions, meckel’s
diverticulum, inflammatory bowel disease, benign and malignant tumors, metastatic
neoplasms or even iatrogenic presence of intestinal tubes, jejunostomy feeding tubes or after
gastric surgery account for the various causes of secondary intussusception in 70%-90% of
cases [1, 2, 4, 5]. [Table 1]. Almost 90% of cases occur in the small or large bowel and the
remaining 10% involve the stomach or surgically created stomas. Computerized tomography
(CT) is often considered as one of the most useful, sensitive imaging modality in the
diagnosis of intussusception [1, 6, 7].

Corresponding Author:
Dr. Archana Shivamurthy
Junior Consultant Pathologist,
Apollo BGS Hospitals, Mysore,
Karnataka, India

AIM
To study and describe the different pathological causes, clinical features and management of
intussusception in adults.
Materials & methods
A retrospective study was conducted to evaluate the various causes of intussusception.
Clinical and histopathology details were retrieved using case files.
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All histopathology slides were reviewed and the data
obtained was analyzed. All patients above the age of 18yrs
presenting with a clinical diagnosis of intussusception,
between Jan 2008 and June 2015 were included in the study.
Pediatric patients were excluded.
Results
There were 15 cases of adult intussusception. A male
predominance was noted in the present study and the mean
age was 41.7 years. Majority of the patients presented with
abdominal pain (88.6%), nausea (73.3%) and vomiting
(66.6%). Other signs and symptoms include abdominal
distension, abdomanial mass, diarrhea, constipation, rectal
bleed and fever [Table 2]. The commonest site of
intussception was the ileo-colic (I-C) junction (46.7%,
7cases). There were four cases (26.7%) involving the
jejunum (jejuno-jejunal, J-J) and two cases involving the
ileum (ileo-ileal, I-I cases, 13.3%). There were also two
other cases of colonic intussusception, not involving the
ileo-colic (I-C) junction (13.3%). [Table 3]
Among the pathological causes of intussusception, a
pathological causes was identified in 11 cases, four cases
were secondary to diffuse large B cell lymphoma (DLBCL),
four due to submucosal lipomas, two cases secondary to
peutz jegher (P-J) polyps, one case of carcinoid involving
the appendix and four being idiopathic. All cases were
treated surgically. [Table 4]

Table 1: Etiology of intussusception







Postoperative adhesions
Iatrogenic presence of intestinal tubes, jejunostomy feeding
tubes / after gastric surgery
Metastatic neoplasms
Benign / malignant tumors
Inflammatory bowel disease
Meckel’s diverticulum
Table 2: Signs and symptoms of intussusception
Signs and symptoms
Abdominal pain
Vomiting
Nausea
Abdominal mass
Abdominal distension
Constipation
Diarrhoea
Rectal bleed
Fever

Number (%)
13 (86.6%)
10 (66.6%)
11 (73.3%)
3 (20%)
3 (20%)
1 (6.6%)
1 (6.6%)
1 (6.6%)
1 (6.6%)

Table 3: Categorization based on site on involvement
Site
Entero-enteric (E-C)
Ileo-colic (I-C)
Colo-colic (C-C)

No of Cases
4 (jejuno-jejunal, J-J)
2 (ileo-ileal; I-I)
7
2

Percentage
26.7
13.3
46.7
13.3

Table 4: Clinical, pathological and surgical details of patients with intussusception
No

Age

Sex

Site

1

32

F

I-C

2

55

M

I-I

3
4
5
6
7
8
9
10
11
12
13
14
15

60
25
36
27
71
61
33
33
38
32
35
53
35

M
M
M
M
M
F
F
M
M
M
M
M
F

C-C
J-J
I-C
J-J
I-I
J-J
I-C
J-J
I-C
I-C
I-C
I-C
C-C

Pathology
Sugery
Non hodgkins lymphoma (NHL) DLBCL
Right hemicolectomy
with chronic appendicitis
Ileal ulcer, adhesions, non-specific
Exploratory laparotomy (EL) with Bowel resection
inflammation with Reactive lymphnode
Multiple angiolipomas of colon
EL, Subtotal colectomy with ileo-sigmoid anastomosis
Peutz Jegher Polyp
EL, jejunal resection & anastomosis
NHL-DLBCL
Ileo-Colic segmental resection, Chemotherapy (RCHOP)
Peutz Jegher Polyp
Jejunal resection and anastomosis
Idiopathic (associated gangrenous changes) EL, Right hemicolectomy with Ileal-Ascending colon anastomosis
Submucosal lipoma
Intestinal resection with anastomosis
Gangrene, Carcinoid appendix
Right hemicolectomy
Idiopathic
EL, Jejunal resection & anastomosis
Submucosal lipoma
Right hemicolectomy
Idiopathic
Right hemicolectomy
NHL- DLBCL
Right hemicolectomy, RCHOP
NHL- DLBCL, with tubular adenoma
Right hemicolectomy
Submucosal lipoma
Left hemicolectomy
Table 5: Comparision of the present study with the study of Yakan S et al.

Pathological causes
Submucosal lipoma,
Hamartomatous polyp (Peutz Jeghers polyps)
Inflammatory fibroid polyp,
Intussuscepting Meckel diverticulum,
Fibrous polyp
Congenital band adhesions
Metastatic lung adenocarcinoma
NHL-DLBCL
Adenocarcinoma
Carcinoid-appendix
Idiopathic

Present study (15cases)
4
2
4
1
4

~ 95 ~

Yakan S et al. (20 cases)
3
3
4
2
1
1
1
1
2
2
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Discussion
Intussusception is defined as the telescoping of a proximal
segment of the gastrointestinal (GI) tract, called
intussusceptum, into the lumen of the adjacent distal
segment of the GI tract, called intussuscipiens [1, 4, 8]. In
adults, the exact mechanism of bowel intussusception is
unknown and is more likely to occur in the small intestine.
On the other hand, secondary intussusception is believed to
initiate from any pathologic lesion of the bowel wall or
irritant within the lumen that alters normal peristaltic
activity and serves as a lead point, which is able to initiate
an invagination of one segment of the bowel into the other [2,
4, 5]
.
Based on their location, intussusceptions have been
classified into four categories: (1) those confine to the small
bowel (entero-enteric) (2) those, involving the large bowel
only (colo-colic), (3) ileo-colic, that occurs as the prolapse
of the terminal ileum within the ascending colon and (4)
ileo-cecal, when the ileo-cecal valve acts as a lead point of
the intussusception. While colo-colonic intussusception is
predominately caused by malignancy (70% of cases), 70%
of small intestine intussusceptions are caused by a benign
pathology [1, 5, 7, 9].
Considering the pathological causes of intussusception in
the present study, four cases were secondary to diffuse large
B cell lymphoma (DLBCL), however Yakan S et al. [1] has
reported one case of DLBCL. The most common site of
primary extranodal non-Hodgkin’s lymphoma (NHL) is the
GI tract. The most common type of lymphoma causing
intussusception is diffuse B-cell NHL [2]. A pediatric case of
large B-cell lymphoma causing an ileo-colic intussusception
has also been reported [5, 6]. A few reported cases of Burkits
lymphoma-related intussusception also have been
challenging to diagnose [7].
Lipoma of the large intestine is rare accounting for 0.2%–
4.4%. While many of them are asymptomatic; a few rarely
present with intussusception. Patients with multiple
submucosal lipomas can present with repeated
intussusceptions [8, 9]. In the present study, 2 cases of
submucosal lipomas involved the colon, one involved the
jejunum and one at the I-C region. One case was of multiple
angilipomas.
Intussusception as a clinical presentation in Peutz Jegher
Polyps (PJP) has been observed in 47% to 69% of adult
patients, with majority of them involving the small intestine
either the ileum or jejunum. Colo-colonic intussusception is
reported in only a few cases [10, 11]. In the present study, 2
cases of PJP were identified as the causes of obstruction in
the jejunum.
Appendiceal carcinoids can also very cause intussusception
[12]
. In the present study carcinoid of the appendix was
identified as a cause of intussusception involving the ileo
caecal junction.
Preoperatively several imaging modalities are helpful to
accurately identify the causative lesion. The first diagnostic
tool being the plain abdominal X-rays. However CT has
become the first imaging method performed which usually
has a “target mass” with enveloped, eccentrically located
areas of low density. In many chronic cases, contrast
imaging studies help to identify the site and cause of the
intussusception. A “cup-shaped” filling defect is a
characteristic finding on barium enema examination which
is useful in patients with colonic or ileocolic intussusception

[1, 2, 5]

.
Majority of cases require resection of the involved bowel
segment. In small-bowel intussusception where malignancy
is not suspected, reduction may be the option if the segment
involved is viable. As a high incidence of malignancy in
known in colonic intussusceptions, a segmental bowel
resection is generally considered [4, 5, 6, 12].
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Fig 1: Computerised tomography (CT) showing the “Target sign”
in a case of DLBCL involving the intestine

Fig 2: Gross photograph of DLBCL involving the intestine

Fig 3: Diffuse large B cell lymphoma involving the intestine [H&E
x40]

Fig 4: Diffuse large B cell lymphoma involving the intestine [H&E
x400]
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Fig 5: CT image showing taget sign in a case of submucosal
lipoma causing intussusception

Fig 10: Microscopy of Peutz Jegher Polyps (PJP) [H&E x40]

Fig 6: Gross photograph showing a submucal lipoma of the
intestine as a cause of intussusception

Fig 11: Microscopy showing intersection smooth muscle fibers in
Peutz Jegher Polyps. [H&E x400]

Fig 7: Microscopy showing submucosal lipoma [H&E x40]

Conclusion
Malignant lesions account for majority of causes of adult
intussusception involving the colon. Adult intussusception is
a challenging condition for the surgeon and is very often a
preoperative diagnostic problem when compared to that in
children. In addition to clinical features, CT is the most
useful, sensitive imaging modality in the diagnosis of
intussusception. A sound knowledge of the various causes of
intussusception, the presenting signs and symptoms,
complimented with CT could help in early diagnosis and
management in all cases of intussusception.
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Fig 8: Proliferation of adipose tissue in a submucosal lipoma
[H&E x400]

Fig 9: Gross photograph of Peutz Jegher Polyps (PJP) as a cause of
intussusception
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