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Intussusception after injury to the small intestine during emergent cesarean 
delivery of a premature triplet pregnancy: A case report 
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A B S T R A C T   

Intussusception is a rare cause of intestinal obstruction in the postoperative setting. This report describes a rare 
case of intussusception in the early postoperative period following an emergent cesarean delivery of a premature 
triplet pregnancy, where the small intestine was fully transected. The intestine was repaired with a stapled 
primary side-to-side functional end-to-end anastomosis. Five days after being discharged, the patient was 
readmitted due to a small bowel obstruction due to intussusception. The anastomotic site was acting as the lead 
point, and it required resection. Bowel continuity was reestablished with a hand-sewn anastomosis in end-to-end 
fashion. The patient had an uneventful recovery and was discharged home. All three neonates were eventually 
discharged home and the patient was able to start breast feeding. This is believed to be the first case in the 
obstetric literature where intussusception occurred after intestinal repair of transected bowel during an obstetric 
emergency.   

1. Introduction 

Intussusception is the pathologic telescoping of a proximal segment 
of the gastrointestinal tract into an adjacent segment [1]. This pathology 
is commonly seen in the pediatric population, though it is rare in adults. 
In fact, ileocolic intussusception is one of the most common abdominal 
emergencies in pediatric patients under three years old [2]. Intussus-
ception in adults is commonly due to a pathological lesion serving as the 
lead point in up to 93% of cases [3]. There are reports in the literature of 
intussusception following bowel resection, where the lead point consists 
of an intestinal anastomosis [4–8]. This report presents an atypical case, 
in which the lead point was a staple line from a small bowel repair that 
was transected during emergent cesarean delivery of premature triplet 
pregnancy. 

2. Case Presentation 

A woman in her late 20s presented to hospital with vaginal bleeding 
in preterm labor with a triplet pregnancy. She had undergone in vitro 
fertilization overseas 29 weeks and 5 days prior to presentation, which 
required 3 embryo transfers. Her medical history was significant for 
sickle cell trait, pelvic inflammatory disease, bilateral tubo-ovarian ab-
scess, endometriosis, infertility, anemia, and four spontaneous 

abortions. The patient reported that she had woken up to go to the 
bathroom and passed a large amount of blood. She came immediately to 
the emergency room. She had previously established her prenatal care in 
the hospital. 

On initial presentation, the patient was hemodynamically stable; her 
heart rate was 76 bpm, blood pressure 137/82 mmHg. Blood work was 
significant for a hemoglobin level of 13.5 g/dL. The physical exam 
showed dilated cervix with identified amniotic sac and blood in the 
vagina. Bishop score was 11, based on 6 cm dilation, 80% effacement, 
− 2 station, soft consistency and anterior position of the cervix. Indi-
vidual fetal evaluation showed 130 to 140 bpm heart rate with moderate 
variability, acceleration, and absent decelerations. The decision was 
made to treat the patient with celestone and magnesium for neuro-
protection and to proceed with cesarean section given preterm labor 
with triplet pregnancy. 

The surgery was complicated by extensive pelvic adhesions and 
scarring. The first triplet was delivered breech, Apgar scores of 8 and 9, 
weight 1115 g. The second triplet was delivered cephalic and noted to be 
deep in the pelvis, Apgar scores of 6 and 8, weight 1120 g. The third 
triplet was delivered breech, Apgar scores of 9 and 9, weight 1070 g. 

Post-delivery, the obstetricians obtained hemostasis and identified 
bladder and small bowel injuries, for which intraoperative consults were 
placed to urology and general surgery. A horizontal 7 cm bladder injury 
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was repaired in two layers. In order to approach the small bowel injury, 
extensive adhesiolysis was performed. After releasing the adhesions 
with sharp and blunt dissection, and the small bowel was freed from 
surrounding tissue. A complete bowel transection was identified at the 
mid-jejunum. The small bowel edges were debrided to healthy tissue. A 
primary side-to-side functional end-to end small bowel anastomosis was 
performed with a 75 mm blue-load GIA stapler. The common enter-
otomy was then closed in two layers with running 3–0 Vicryl, and then 
imbricated with 3–0 silk Lembert sutures. The anastomosis was 
inspected and found to be patent and hemostatic, and the abdominal 
fascia was closed. 

The patient progressed appropriately in the immediate postoperative 
course and was discharged home ten days later with a foley catheter. She 
returned to the emergency room the following day complaining of 
diffuse abdominal pain, nausea, and vomiting despite continuing to pass 
flatus and reporting bowel movements. A CT scan showed a peripherally 
enhancing fluid collection surrounding the uterus consistent with ab-
scess. No dilated loops of bowel were appreciated to suggest an 
obstruction. The patient was admitted for intravenous antibiotic treat-
ment of the pelvic abscess and a urinary tract infection. An abdominal x- 
ray performed the next day showed progression of the oral contrast to 
the rectum (Fig. 1). 

The patient initially improved with intravenous broad-coverage an-
tibiotics and fluids. She was able to tolerate a regular diet and continued 
to have bowel function. On postoperative day 15, her abdominal pain 
and distention worsened. A repeat CT scan was consistent with intus-
susception and showed a mesenteric swirl in the right upper quadrant 
concerning for volvulus and bowel obstruction (Figs. 2,3). 

The patient was taken for an emergent exploratory laparotomy. Two 
areas of small bowel volvulus were identified, with the bowel twisted on 
itself at the mesentery without apparent ischemic changes. A small 
bowel intussusception was encountered in the right upper quadrant. The 
lead point of intussusception appeared to be the small bowel anasto-
mosis staple line. The intussusception was reduced by applying 
sequential pressure to the intussuscepted intestine. The total area of 
telescoping bowel was close to 50 cm. The telescopic part of the small 
bowel appeared to have patches of necrosis that were white and 

apparently nonviable (Fig. 4). A total of 130 cm of small bowel was 
resected up to healthy viable areas of bowel for anastomosis. The pri-
mary anastomosis was created in an end-to-end fashion and was hand- 
sewn in two layers with 3–0 PDS. The mesenteric defect was closed 
with 3–0 Vicryl. The abdomen was irrigated and closed. 

A nasogastric tube was inserted for gastric decompression. The pa-
tient had an uneventful recovery from that point on. She resumed oral 
feeding on postoperative day 3. An x-ray cystoscopy confirmed the 
absence of a bladder leak on postoperative day 7, and the foley catheter 
was removed. She was discharged home without recurrence of her 
symptoms over six-month follow-up. All three neonates were eventually 
discharged home and the patient was able to start breast feeding. 

Fig. 1. X-ray of the abdomen showing mildly dilated air-filled small bowel 
loops in the left upper quadrant measuring up to 4 cm. There is residual oral 
contrast within the rectum. 

Fig. 2. Coronal slice CT scan of the abdomen showing abnormally distended 
fluid-filled small bowel loops to the level of the right mid-abdomen at which 
point there is evidence of intussusception and suggestion of volvulus. 

Fig. 3. Axial slice CT scan of the abdomen showing the intussusception which 
is at the level of small bowel anastomosis suture. 
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3. Discussion 

The first known case of bowel intussusception was reported by 
Barbette of Amsterdam in 1674, and the first bowel intussusception 
operation was performed on a child by Sir Jonathon Hutchinson in 1871 
[9]. Intussusception is a leading cause of bowel obstruction in the pe-
diatric population, and it occurs primarily in children of 5 to 10 months 
of age [1]. Intussusception in adults accounts for less than 5% of all 
cases, or 2–3 cases per million a year [10]. 

The types of bowel intussusception are based on the origin of the lead 
point. There are four locations across the gastrointestinal tract where 
intussusceptions commonly occur, either near the fixed segments due to 
adhesions, or at the junction between freely moving segments [9]. These 
four different types of intussusception are ileocolic, ileocecal, enteric, 
and colocolonic [10]. 

The causes of intussusception are different in pediatric populations 
in comparison to adults. In children, the lead point of intussusception is 
usually benign, and a pneumatic reduction is sufficient to treat the pa-
tient in 80% of cases [9]. In adults, there are more instances of intus-
susception within the small bowel. The specific mechanism of 
intussusception in approximately 8%–20% of cases are unknown and are 
determined to be idiopathic or primary. The etiology of such pathology 
can include benign findings, idiopathic processes, and malignant lesions. 
Some associated conditions seen with adult intussusception include 
Meckel's diverticulum, colonic diverticulum, polyps, carcinomas, and 
benign or malignant lesions [9]. There are few reported cases of an 
anastomosis serving as the lead point for intussusception; rather, most 
commonly they occur in patients with Roux-en-Y gastric bypass or other 
types of circumferential anastomoses [5–8,11]. There is a single case 

report that describes intussusception that occurred because of a jeju-
norrhaphy for a jejunal perforation secondary to blunt abdominal 
trauma [4]. Some cases of rare causes of intussusception have been re-
ported. Among those are “vanished colonic tumor with deposits in gland 
or ileal aberrant pancreas” [12,13]. After review of the relevant litera-
ture, this case is believed to be the first description of such a compli-
cation in the obstetric literature in which the bowel was transected 
during emergent triplet pregnancy delivery. 

The exact mechanism of intussusception following a small bowel 
continuity reconstruction with stapled or hand-sewn anastomosis is not 
well understood. The working theory described by Reymond is based on 
a local inhomogeneity in the bowel wall created after repair [14]. The 
repair site disturbs the stable state of equilibrium that is essential for 
peristalsis and simultaneous wall contraction. If the simultaneous 
contraction is lost due to local tissue disturbance, the noncontracting 
part of the bowel may be pushed forward during peristalsis. 

Treatment modalities for intussusception also differ between pedi-
atric and adult populations. In children, the preferred treatment is hy-
drostatic reduction. In adults, the primary treatment is resection, since 
the lead point may harbor malignancy in up to 50% of cases [15]. In 
cases where the bowel intussusception is associated with a previously 
repaired suture or staple anastomosis, similar to the present case, the 
involved segment must be resected. It remains an open question what 
method of re-anastomosis is the optimal technique for the restoration of 
bowel continuity and reduce the risk of recurrence. 

4. Conclusion 

The possibility of a staple line causing intussusception should be 

Fig. 4. Intraoperative photographs showing small bowel intussusception, ischemic patches appreciated on post-reduction. Anastomotic suture served as a lead point.  
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included in the differential diagnosis of mechanical small bowel 
obstruction after surgical resection, even though it is a rare complica-
tion. Adult intussusceptions are best managed by surgical resection. 
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