
Post Colonoscopy Colonic Intussusception Reduced
via a Laparoscopic Approach

Mindy M. Ho, MD, John J. Park, MD, Leela M. Prasad, MD

ABSTRACT

Intussusception occurs when a mass in the bowel is
pulled forward by normal peristalsis, with resultant invag-
ination of the involved bowel wall. In the absence of a
mass, intussusception may be caused by functional dis-
turbances without gross mural abnormality. Colo-colonic
intussusception in adult is relatively rare and usually sec-
ondary to a definable lesion, the majority of which are
malignant in nature. Idiopathic intussusception in adults is
rare and its pathogenesis is poorly understood.

We present a case report of an adult colo-colonic intussus-
ception occurring after colonoscopy, which was treated suc-
cessfully with laparoscopic reduction. We speculate that
the intussusception was induced by post-polypectomy
mucosal edema acting as a lead point and therefore can be
treated without resection.
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INTRODUCTION

Intussusception occurring after colonoscopy is rare, with
only one case having been reported.1 We present herein
the case of an adult colo-colonic intussusception that
occurred after colonoscopy. The patient’s condition was
successfully treated by laparoscopic reduction.

CASE REPORT

A 32-year-old man with no past medical or surgical history
presented to our emergency department with acute ab-
dominal pain. The patient underwent an elective colono-
scopy the day before because of a strong family history of
colon polyps. Colonoscopy to the cecum was uneventful.
A small polyp in the mid ascending colon was identified
and removed easily with snare cautery without complica-
tion (Figure 1). The patient was discharged in good
condition. At 6:00 pm, after having a regular diet, the
patient felt severe right lower abdominal pain and vomit-
ing.

He arrived to a nearby hospital where a CT scan of the
abdomen demonstrated a target sign in the ascending
colon. Based on these images, colo-colonic intussuscep-
tion was diagnosed. He underwent barium enema, which
was unsuccessful in reducing the intussusception, and the
patient was transferred to us for further management.

On examination, he was afebrile, vital signs were stable,
he had nausea, but no vomiting. The patient had a small
passage of barium mixed stool and flatus. The abdomen
was distended with normoactive bowel sounds, tender-
ness in the right lower quadrant with moderate guarding
and rebound. His white blood cell count was 10 800/
mm. A repeat CT scan of the abdomen demonstrated
persistent colo-colonic intussusception in the ascend-
ing colon (Figure 2).

An emergency laparoscopy was performed. A 12-mm Has-
son trocar was inserted through the umbilicus into the
abdominal cavity. Three additional ports were inserted
under direct vision. A 5-mm port was placed at the supra-
pubic location. Two 5-mm ports were placed in the left
lower quadrant and epigastric region. There was persis-
tent cecal intussusception into the ascending colon with-
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out evidence of small bowel intussusception. No lesion
was found in the ileum on inspection. Mobilization of the
ascending colon was performed by incising the perito-
neum along the cecum. The appendiceal and terminal
ileal attachments were divided. The bowel was then re-
flected from the retroperitoneum. The dissection was ex-
tended upward to the hepatic flexure, and the intussus-
ception was gently reduced by using bowel graspers.
Complete reduction was accomplished. There were mild
ischemic changes on the serosa of the mid ascending
colon, which returned to a normal color after 10 minutes.
An intraoperative colonoscopy was performed to inspect
the mucosa of the colon. The examination showed mild
mucosal inflammation, but no ischemic damage was
noted. No evidence of air leakage through the wall of the
colon was noted during the colonoscopy after the abdo-
men was irrigated with saline. We did not suture pexy the
right colon onto the lateral wall.

The postoperative course was uneventful, and the patient
was discharged on the fifth postoperative day once bowel
function returned. After 3 years, no recurrent intussuscep-
tion has occurred.

DISCUSSION

Intussusception occurs when a mass in the bowel is
pulled forward by normal peristalsis, with resultant
invagination of the involved wall. In the absence of a
mass, intussusception may be caused by functional dis-
turbances without gross mural abnormality. Colo-co-
lonic intussusception in the adult is relatively rare and
almost always secondary to a definable lesion.1,2 In a
literature review of 160 surgically diagnosed adult in-

tussusceptions, 48% originated in the small bowel and
52% in the colon.1 In contradistinction to these surgical
series, a recent study4 of adult intussusception detected
by CT or MR imaging showed 88% of intussusceptions
to be enteroenteric, with only 12% involving the colon.
Intussusception in the large bowel is more likely to

Figure 1. Colon polyp.

Figure 2. Computed tomographic scan showing intussusception
in the right lower quadrant, with lack of intraluminal contrast.
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have a malignant etiology (50% to 60%).1,5 This reflects
the greater prevalence of malignant tumors in the colon
compared with the small bowel.1,6 Primary malignant
lesions (adenocarcinoma and lymphoma) are the most
common underlying malignant lesions in the colon.
Benign lesions constitute about 30% and include neo-
plasms, such as lipoma, leiomyoma, adenomatous polyp,
endometriosis (appendiceal), and previous anastomosis. Id-
iopathic intussusception occurs less often than in the small
bowel (�5%).1

Intussusception following abdominal surgery may be re-
lated to a variety of predisposing factors, including intes-
tinal anastomotic suture lines, adhesions, submucosal
bowel edema, intestinal dysmotility. Idiopathic intussus-
ception in adults is extremely rare, and its pathogenesis is
poorly understood.1 Because no tumor-related cause was
found, the diagnosis in our patient was idiopathic intus-
susception. In this case, we speculate that the intussus-
ception was induced by postpolypectomy mucosal edema
acting as a lead point. Hyperperistalsis, which would vent
gas and empty the insufflated colon after colonoscopy, is
a suggested mechanism for the unclear pathogenesis of
idiopathic intussusception in adults.2 Intussusception is
often not considered clinically in the differential diagnosis
of adult patients with abdominal complaints after colono-
scopy. With the widespread use of CT in the evaluation of
nonspecific abdominal pain, the diagnosis is nowadays
most often made by the radiologist, because the CT fea-
tures of intussusception are virtually pathognomonic.4,7,8

Neither reduction nor resection has been universally
agreed on as the correct treatment for idiopathic colonic
intussusception. Definitive surgical resection is the recom-
mended treatment in nearly all cases.3,4,5,9 In the colon,
strict adherence to resection without manipulation or re-
duction is advocated owing to the high association of
malignant pathology.9,10

Attempts at preoperative hydrostatic reduction with bar-
ium or air should not be performed in the adult pa-
tient.3,9,11,12 In theory, reduction of an intussusception at
surgery before resection of the underlying pathologic le-
sion has the advantage of requiring a smaller resection.

Opponents of such preresection reduction, however,
point to the risk of potential intraluminal seeding or
venous embolization of tumor during manipulation of
malignant intussusceptions and to the risk of perfora-
tion and peritoneal soiling when there is bowel isch-
emia.9,13 Most authors in the surgical literature recom-
mend treating colonic intussusception with primary
resection without prior reduction, especially if there is

a known neoplasm or if the cause of the intussuscep-
tion is not known.9,14

Colonoscopy and the use of a transanal drainage tube
have made it possible to avoid emergency surgery and
temporary colostomy in cases of colonic intussusception
causing large-bowel obstruction.15 Cases have been re-
ported of successful reduction by air insufflation via an
endoscope.16 An attempt to proceed with hydrostatic or
endoscopic reduction in cases of idiopathic intussuscep-
tion before surgery may be appropriate with the intention
of avoiding a potentially unnecessary bowel resection.

CONCLUSION

This is a unique case of colo-colonic intussusception in an
adult with successful laparoscopic reduction. It is impor-
tant to recognize that most colonic intussusceptions in
older children and adults are due to a malignant lesion
and therefore primary resection without prior attempts at
reduction is the recommended treatment. In this particular
adult case, the lead point for the intussusception is
thought to be due to the edema at the polypectomy site.
Laparoscopic reduction of intussusception was success-
fully performed and extensive dissection of the retroperi-
toneum on the right side would scar down with retroper-
itoneal fibrosis and prevent recurrent intussusceptions.
Alternatively, you can perform suture colopexy onto the
lateral wall. We conclude that in select cases, where the
cause is unlikely to be due to malignancy, the laparo-
scopic approach offers both a diagnostic and therapeutic
option for colon intussusception in the adult, which has
not yet been reported in literature.
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