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Ileocecal intussusception in an adult: A case report

Eriskinde ileocekal intusepsiyon: Olgu sunumu

Ji Hye KIM', Kyoung Mi LEE', Sung Hyun YUN', Hoon KIM', Jun Sig KIM', Min Young YUN?,

Seung Baik HAN'

Departments of 'Emergency Medicine and *Surgery, Inha University, School of Medicine, Incheon, Korea

Intussusception is relatively rare in adults and differs from the
childhood form in its etiology, presentation and treatment. Un-
like childhood intussusception, adult intussusception is usually
due to underlying pathologic lead points, most probably neop-
lasms. The main clinical presentation of intussusception in the
adult is chronic abdominal pain, and acute adult intussuscep-
tion is uncommon. Here, we describe an uncommon case of acu-
te ileocecal intussusception due to ileal lymphoid hyperplasia in
a 46-year-old woman. Lymphoid hyperplasia of the intestines is
a benign reactive process. Intestinal lymphoid hyperplasia has
been reported in association with infections and as an allergic
response to various foods. In adults, it has been reported to oc-
cur in association with immune deficiencies. There were no ob-
vious causes for this patient’s ileal lymphoid hyperplasia. We
conclude that physicians need to consider intussusception, due
to intestinal lymphoid hyperplasia, as a possible cause of acute
abdominal pain in adults, even in the absence of any specific
medical history.
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INTRODUCTION

Adult intussusception is uncommon and differs
from the childhood form. Its main clinical presen-
tation is chronic abdominal pain. Intussusception
in adults is usually due to underlying pathologic
lead points (1). Intestinal lymphoid hyperplasia is
a benign reactive process and an uncommon cause
of intussusception (2, 3). We present a case of
adult intussusception probably due to intestinal
lymphoid hyperplasia.

CASE REPORT

A 46-year-old woman presented to our emergency
medical center with a one-day history of sudden
onset abdominal pain. She had had a cesarean sec-
tion 30 years and a cholecystectomy for gallstones

Intusepsiyon eriskinde nadirdir ve cocukluk cagina gore klinik
gortintil ve tedavi olarak farkliliklar gosterir. Cocuk intusepsi-
yonundan farkli olarak, erigkinde altta yatan patolojik bir
durum vardir ki c¢ogunlukla neoplasmlardir. Erigkinde ana
tablo kronik karin agrisidir ve akut intusepsiyon nadirdir.
Burada, ileal lenfoid ileogekal intusepsiyonu sunuyoruz.
Intestinal lenfoid hiperplazi infeksiyonlarla beraber olabilir ve
cesitli gidalara allerjik bir yanitla ortaya ¢ikabilir. Eriskinde,
immun yetmezlikle beraber rapor edilmistir. Bu hastada
lenfoid hiperplazinin agik bir nedeni yoktu. Sonug olarak, spe-
sifik bir tibbi dykii olmasa da, eriskindeki akut karin agrisinda
lenfoid hiperplaziye bagli intusepsiyon diisiiniilmelidir.

Anahtar kelimeler: intusepsiyon, erigkin, karin agrisi, lenfoid
hiperplazi

10 years ago. She had neither previous chronic re-
current abdominal pain nor any recent history of
respiratory symptoms such as cough, rhinorrhea,
sputum and febrile sensation or gastrointestinal
symptoms such as vomiting, diarrhea, bloody sto-
ol, constipation and changes in bowel habits. The
abdominal pain was crampy and intermittent. Im-
mediately after the pain developed on the day pri-
or to admission, mucoid, but not bloody, diarrhea
had occurred, but on the day of visit she had pas-
sed no stool or flatus. On physical exam, she had
increased bowel sound and severe tenderness and
rebound tenderness on the right lower quadrant
(RLQ). A soft tender mass was also palpated on
RLQ. Vital signs were blood pressure of 120/70
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Intussusception in adult

Figure 1. Transverse ultrasound imaging showing a "target sign"

mmHg, heart rate of 72/min, respiratory rate of
20/min and body temperature of 36.8°C. Her
complete blood count showed white blood cells of
10,400/ul (neutrophil 83.2%), hemoglobin of 15.5
g/dl and platelets of 201,000/ul. Other blood and
urine tests were not remarkable. Simple abdomi-
nal radiography was normal. Ultrasonography,
performed to further evaluate the palpable mass,
tenderness and rebound tenderness on RLQ reve-
aled a 6-cm-sized "target" mass which was presu-
med to be intussusception (Figure 1). Subsequ-
ently performed abdominal computerized tomog-
raphy (CT) suggested ileocolic intussusception (Fi-
gure 2). She underwent laparotomy. During sur-
gery, a 9-cm-segment ileocecal intussusception
was seen without a suspected lead point. Right he-
micolectomy, including resection of the terminal
ileum, was done because of massive edema and

Figure 2. Abdominal CT showing a classic target lesion, sug-
gesting either ileocolic or ileocecal intussusception
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color change suspected as necrosis of the ascen-
ding colon. The pathology report confirmed ileoce-
cal intussusception, probably due to lymphoid
hyperplasia of the terminal ileum around the ile-
ocecal valve. Culture of peritoneal fluid presented
no microorganism growth. She made an unevent-
ful recovery.

DISCUSSION

Adult intussusception occurs infrequently and dif-
fers from the childhood form in its presentation,
etiology, and treatment. The common intussuscep-
tions have been classified into four categories ac-
cording to the site of origin: enteric, ileocolic, ile-
ocecal, and colonic. Enteric and colonic cases are
those that are confined to the small and large in-
testine, respectively. Ileocolic intussusceptions are
those with prolapse of the ileum into the colon
through the ileocecal valve, while ileocecal intus-
susceptions occur when the ileocecal valve or a le-
sion in the cecum acts as the lead point and prot-
rudes into the right colon. However, in clinical
practice it is difficult to differentiate between ile-
ocolic and ileocecal intussusceptions (1, 4).

Childhood intussusception is idiopathic in 95% of
cases, whereas adult intussusception has a defi-
nable intraluminal lesion, most probably neop-
lasm, in over 80% of cases 1,4-8. The majority of
intussusceptions arising in the small bowel are
due to benign neoplasms. Responsible lesions inc-
lude lipoma, leiomyoma, hemangioma, adhesions,
Meckel's diverticulum, lymphoid hyperplasia, ade-
nitis, trauma, celiac disease, intestinal duplicati-
on, and Henoch—Schonlein purpura. Idiopathic
small bowel intussusceptions occur 20% of the ti-
me, and metastatic melanoma is the most frequ-
ent malignancy causing small bowel intussuscep-
tion. Colonic intussusceptions occur more frequ-
ently secondary to malignant lesions, with adeno-
carcinoma and lymphoma being the most common
(5, 6).

Unlike intussusception in children, an acute abdo-
men is a rare presentation in adults compared
with the chronic intermittent type (5, 7). Clini-
cally, the symptoms are the same as those seen for
other types of intestinal obstruction. The classic
triad of abdominal mass, tenderness, and bloody
stools is rarely found (9).

In experienced hands, ultrasound has both high
sensitivity and specificity in the detection of intus-
susception, particularly in children (8). Classic
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findings on transverse scanning include a so-called
"target lesion" or "doughnut sign", with the presen-
ce of several concentric rings. On longitudinal ima-
ging, multiple, thin, parallel stripes of varying deg-
rees of echogenicity with a sandwich-like appe-
arance are typically seen, the so-called "pseudokid-
ney sign". Nevertheless, in the adult population,
sonographic findings should be interpreted cauti-
ously, as false positives or false negatives may be
produced. Imaging with CT is normally not indica-
ted in children; however, it is useful in adults in
both making the diagnosis and assessing an associ-
ated underlying cause and lead point (8). CT is
thus the diagnosis of choice in adult intussuscepti-
on (1, 4, 5, 7). The intussusception will appear as a
sausage-shaped mass when the CT beam is paral-
lel to its longitudinal axis, but will appear as a "tar-
get" mass when the beam is perpendicular to the
longitudinal axis of the intussusception (1, 5, 8).

There is no universal agreement on the correct
treatment of adult intussusception, although most
authors agree that surgical intervention is neces-
sary (10). Nevertheless, reduction of intussuscep-
tion before resection remains controversial (1).
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In the present case, ileocecal intussusception oc-
curred acutely in an adult. There was no suspec-
ted lead point except ileal lymphoid hyperplasia
around the ileocecal valve. Lymphoid hyperplasia,
also known as pseudolymphoma, lymphonodular
hyperplasia or terminal lymphoid ileitis, occurs
mainly in the rectum and the ileocecal region (2) .
The cause of intestinal lymphoid hyperplasia re-
mains uncertain. It has been reported in associati-
on with viral, bacterial, or parasitic infections, and
as an allergic response to various foods. In adults,
it has been reported to occur in association with
immune deficiencies such as acquired idiopathic
hypogammaglobulinemia or human immunodefi-
ciency virus (HIV) infection (3). Our patient exhi-
bited no other obvious reason for ileal lymphoid
hyperplasia.

In conclusion, intussusception should be conside-
red as a possible cause in an adult with acute ab-
dominal pain. The physician needs to consider the
possibility of intestinal lymphoid hyperplasia as a
cause of intussusception in an adult, even in the
absence of any specific medical history.
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