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Intussusception occurs when a part of the intestine enters another segment of the intes-
tine causing bowel obstruction. It is common in children but not in adults with only <5% of
prevalence of all intussusceptions. Most of the cases have an underlying neoplastic pathol-
ogy. However, we found a case where an adult patient with 2 weeks of ileus obstruction
is caused by intussusception with multiple intestinal adhesions. A 59-year-old man com-
plained of being unable to defecate, or vomit and had a tender abdomen for 2 weeks. Con-

Keywords: trast abdominal CT showed a dilated and thickened intestinal wall, with ileo-ileal intussus-
Adult ception in the distal terminal ileum, indicating a diagnosis of ileus obstruction due to in-
Intussusception tussusception. During laparotomy, intussusception was found but released spontaneously

Ileus obstruction followed by ancillary findings were multiple adhesions in the ileum that caused the intus-
Abdominal CT

Multiple adhesions

susception and obstruction. In conclusion, transient intussusception in adults with multi-

ple adhesions has never been reported before, and a CT scan is an important clinical tool

to diagnose and identify the cause of this condition. Recognizing the imaging abnormalities
earlier is important to prevent further complications.
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obstruction, with the small bowel more commonly involved
than the large bowel [2]. Due to the absence of specific clinical
signs, diagnosis is often delayed, and misdiagnosis can occur
Intussusception is a condition in which a part of the intestine [1,2].

Background

enters another segment of the intestine and causes bowel ob-
struction. It commonly occurs in children but not in adults [1].
Its prevalence in adults accounts for less than 5% of all intus-
susception cases, and only 1% of patients experience bowel

Utilizing radiodiagnostic tools is crucial for accurately dis-
tinguishing intussusception from similar intestinal condi-
tions. CT scan in particular is valuable as they not only di-
agnose but can also pin-point any lead-point intussusception
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Fig. 1 - Contrast-enhanced abdominal CT scan showing intussusception. (A) Image of crescent-like in intussusception
(white arrow) from axial view. (B) Image of target sign from axial view (white arrow). (C) Image of a crescent-like caused by
the proximal segment of intestine is embedded within a distal segment of intestine from the coronal view (white arrow)

and (D) sagittal view.

in different parts of the bowel [2]. Here, we present a case in
which an adult patient with 2-week ileus obstruction is caused
by ileo-ileal intussusception with multiple adhesions.

Case presentation

A 59-year-old man complained of being unable to defecate for
2 weeks. He reported no changes in bowel patterns with pos-
itive flatus. The patient also complained of nausea, brown-
ish vomiting, and abdominal distress. There was no history of
other diseases. On physical examination, abdominal tender-
ness and absence of bowel sounds were observed.

Laboratory showed leukocytosis
(14.10 x 103/mm?3) and electrolyte imbalances such as hy-
ponatremia (130.4 mmol/L), hypocalcemia (1.04 mmol/L) and
hypochloremia (92 mmol/L). Other laboratory results showed
no abnormalities. Contrast-enhanced abdominal CT revealed
dilatation with thickening of the intestinal wall, along with
ileo-ileal intussusception in the distal terminal ileum (Fig. 1).
Based on the imaging results, the presumptive diagnosis was
ileus obstruction due to ileo-ileal intussusception in the distal
terminal ileum.

examination

This patient was managed by laparotomy within 24 hours
of patient’s arrives. During the operation, abdominal explo-
ration revealed proximal dilatation and distal collapse of the
small intestine, including the caecum leading to the rectum.
Intussusception was observed but spontaneously released, in-
dicating it was a transient condition. However, multiple in-
testinal adhesions were also found in the ileum. These ad-
hesions were specifically located 110 cm away from ligament
of Treitz, affecting approximately 4 loops of the intestines. A
significant adhesion was present in the descending colon, lo-
cated 60 cm from distal adhesion (Fig. 2). A perforation oc-
curred during the release of these adhesion. The perforated
section of the intestine was resected, followed by an end-to-
end anastomosis (E-to-E). Subsequently, a passage and leak-
age test were conducted, yielding negative results. However,
despite these efforts, the patient’s condition did not improve,
and led to his passing.

Discussion

Intussusception in adults is considered a rare occurrence, ac-
counting for only <5% and its clinical manifestation is usually
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Fig. 2 - Intraoperative evidence showing (A) intussusception and (B) multiple intestinal adhesions.

not specific, occult, and intermittent leading to delayed diag-
nosis and potential misdiagnosis [1-3]. In contrast to children,
where almost all the cases are idiopathic, 80%-90% of adult
intussusception cases have an underlying pathological con-
dition that may serve as a pathological lead point. The pri-
mary causes are either benign or malignant neoplasms, ac-
counting for two-thirds of cases, with the remaining cases
attributed to factors such as infections, intestinal adhesions,
Chron’s granuloma, intestinal ulcers, and congenital abnor-
malities [4-6]. These conditions result in a range of symp-
toms including abdominal pain, vomiting, abdominal disten-
sion, constipation, palpable abdominal mass, diarrhea, weight
loss, anorexia, and even rectal bleeding and fever [7,8]. In our
case, the patient experienced 2 weeks without bowel move-
ments, accompanied by nausea, brownish vomit, abdominal
pain, and absence of bowel sounds. No other symptoms were
reported. During surgery, no signs of malignancy were found;
instead, the condition was caused by multiple intestinal ad-
hesions. While many literatures mention adhesions as the
cause of intussusception, but the prevalence is unknown and
rarely reported. Therefore, in this report, we emphasize an-
other cause of adult intussusception which is adhesions in
multiple locations.

Given its rare prevalence and confusing clinical picture, di-
agnosing adult intussusception can be challenging without
imaging studies. Particularly, in cases of transient intestinal
intussusception like the one described here, the clinical pic-
ture can be perplexing. Previously reported cases of transient
type intussusception also presented with nonspecific abdom-
inal pain. The mechanism of this rare entity, transient small
bowel intussusception, is not well described in medical litera-
ture. Transient adult intussusception cases have only been re-
ported in patients with celiac or Crohn’s disease [9]. However,
in this case, it is known that this transient intussusception is
related to multiple adhesions found in multiple loops of the
small intestine.

Several radiodiagnostic tools such as radiography, CT scan,
ultrasound, angiography, and radionuclide can be used to di-
agnose intussusception [10]. Among these tools, CT scan is
considered the most sensitive (92.6%), and specific (96%), with
an accuracy rate of approximately 90%-95% compared to other
modalities [11]. Although it cannot precisely determine the

etiology (malignancy/benign), a CT scan is effective in diag-
nosing intussusception by revealing a part of the intestine
embedded within the distal part of the intestine at an exact
location, forming a crescent-like, target or sausage- shaped
sign, causing dilatation in the proximal part [3,10,12]. The pat-
tern of the image changes depending on the location, sec-
tion axis, thickness of the bowel wall, and openness of the
lumen. When viewing an intussusception on CT images, it re-
sembles a “target” shape when the CT beam is at a right an-
gle to the intussusception’s lengthwise axis. However, it ap-
pears as a “sausage” shape when the CT beam is parallel or
at an angle to the lengthwise axis. The radiological appear-
ance of intussusception can be influenced by various factors,
including the presence of a lead point, the configuration of the
lead mass, the extent of bowel wall edema, and the amount of
invaginated mesenteric fat [13]. Like in this case, the CT re-
sult confirms the diagnosis of ileo-ileal type intussusception
due to the presence of a crescent-like target sign in the distal
ileum from the axial view and an image of the intestine within
the intestine in sagittal view, accompanied by dilatation and
thickening of the bowel wall.

Even though laparotomy with adhesiolysis is the current
gold standard treatment, many studies recommend laparo-
scopic surgery as a safer method due to the reduced of surgery
duration, postoperative length of stay, overall complication
rate, and adhesion recurrence [11,14]. However, in our case, the
patient still underwent laparotomy, adhesion reduction, and
resection around perforated area, followed by E-to-E anasto-
mosis due to operator preference. The prognosis is generally
poor given the rarity of the disease. Delays in diagnosis and
treatment can cause severe complications and lead to high
mortality rates. In cases like this, during the operation, the
patient experienced a complication in the form of perforation
during adhesiolysis, which worsened the patient’s prognosis.
Ultimately, the patient did not show any improvement and
passed away.

In conclusion, transient intussusception in adults with
multiple adhesion has never been reported before. The CT
scan still holds an important clinical tool for diagnosing and
identifying the cause of this condition. Recognizing these
imaging abnormalities early is essential to prevent further
complications.
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Patient consent

Written informed consent for this publication was obtained

from patient’s family because the patient has deceased.
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