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Adult intussusception: Do we always have a lead point lesion?
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Case report

A 21-year-old woman presented to our hospital Accident &
Emergency department (A&E) with a 6-week history of vomit-
ing, abdominal pain, constipation and weight loss (12 kg in 2
months).

She had access to A&E for abdominal pain and vomiting
twice in the previous month, but her Blood Tests (BT) were un-
remarkable and she was discharged home.

On examination, the patient looked sick. Her blood pressure
was normal, but she was tachycardic (160 bpm). She had no fe-
ver and the abdomen was tender in the right quadrants where a
mass was palpable. BT revealed an increase in White Blood Cells
(14.3x10°/L) and C-Reactive Protein (134 mg/L).

She underwent a CT scan showing a bowel obstruction with
a target/doughnut sign involving the distal ileum and ileocecal
valve [1,2] (Figure 1). So, indication to an exploratory laparos-
copy was given.

We found a consistent thickening of the last two ileal loops
with a long ileocecal intussusception which confirmed the ra-
diology report. A conversion to open surgery was necessary. It
was impossible to reduce the invagination, manually. Moreover,
there were enlarged lymph nodes in the mesentery (lymph
node frozen section negative for neoplasia). We decided to
proceed with a right hemicolectomy including the last two il-
eal loops, because of the suspect of a possible neoplasm caus-
ing the invagination. A side-to-side mechanical ileotransverse
anastomosis was performed, positioning a pelvic and a para-
anastomotic drain.

A first macroscopic examination of the surgical specimen
revealed an intussusception of about 40 cm of ischemic ileum
(Figure 2). The histology confirmed this finding and was nega-
tive for neoplasia.

The following hospital stay was uneventful, but for a postop-
erative ileum that resolved in postoperative day (POD) 5. The
patient was discharged home on POD 9.




—

‘/Citation: Bianchi V, Pepe G, Marzi F, Brisinda G. Adult intussusception: Do we always have a lead point lesion? J Clin Images
Med Case Rep. 2022; 3(7): 1971. ‘

N

/

e

Figure 1: CT scan showing a target sign at the ileocecal valve.
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Figure 2: Surgical specimen showing an intussusception of 38 cm
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Intussusception in adults is uncommon and usually due to
a lead point lesion [3]. Then, a malignancy has to be suspected
especially when associated to symptoms such as chronic pain,
palpable mass and weight loss. However, functional conditions
are also possible.
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