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Abstract 

Intussusception is a rare condition in adults and accounts for 1-5% of intestinal obstruction cases. Its clinical symptoms are poor and 

misleading. Medical imaging is one of the primary means that facilitates their diagnosis. The purpose of this article is to describe two 

rare cases of intestinal intussusception in adults. We report two cases of acute and chronic intestinal intussusception in adults, revealed 

by an occlusive syndrome and diagnosed by Computed Tomography. Their causes are organic, malignant and rare. The first case is a 

metastasis of a pulmonary adenocarcinoma and the second is an Epstein Barr Virus (EPV) positive Burkitt lymphoma. 
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Introduction 

Acute intestinal intussusception happens when an upstream 

segment slides into a downstream part of the intestines due to 

peristalsis [1]. It is a common affection in children but is rarely 

observed in adults as it represents 1 to 5% of acute intestinal 

obstruction [2]. The purpose of this article is to describe two rare 

cases of intestinal intussusception in adults. Computed 

tomography is an excellent diagnosis tool in adults [3, 4] it helps 

screen for complications and associated causes.  

 

Observation 

First case 

A 50-year-old woman presented to the Emergency Department 

an alteration of her general status, a moderate abdominal pain 

which persisted for three days associated with constipation, 

nausea and vomiting for five days. All these symptoms evolved 

within a feverish status. This patient has been diagnosed with a 

pulmonary adenocarcinoma with multiple metastases. She is 

palliatively treated by chemotherapy. Her physical examination 

found a distended, painful abdomen, without neither tenderness 

nor abdominal mass. Her blood tests showed an inflammatory 

syndrome. Imaging examinations: An abdominal X-ray has been 

performed while she was lying flat and showed small intestine 

distension images as “stack of plates” meaning an intestinal 

obstruction (Figure 1). 

 

 
 

Fig 1: abdominal X-ray, showing small intestine distension images as “stack of plates” 

 

An abdominopelvic CT scan was performed, without and with 

injection of contrast product, and demonstrated an hypogastric  

tissue mass measuring 79 mm in height, 37 mm in anteroposterior 

diameter and 41 mm in transverse diameter, (Figure 2). 
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Fig 2: abdominopelvic CT scan with injection of contrast product, on 

coronal reconstruction, showing an hypogastric tissue mass 

 

The tissue mass appeared as a cockade in the axial section image 

and as a sandwich in the sagittal section image (Figure 3), these 

are typical images of small bowel intestinal obstruction. They 

were associated with upstream small bowel multiple air fluid 

levels. There was no pneumoperitoneum or peritoneal fluid 

effusion suggestive of suffering.  

 

 
 

Fig 3: axial section of the scanner showing a sandwich mass on the 

right iliac fossa evoking the intussusception pudding 

 

Multiple hypodense images, enhanced by contrast product, were 

demonstrated within the liver evoking metastatic lesions (Figure 

4). Mesenteric lymphadenopathies have been detected. 

 

 
 

Fig 4: Fig 3: Axial CT scan showing the liver with multiple hypodense 

nodule suggestive of secondary lesions 

She underwent exploratory laparotomy surgery, which confirmed 

ileo-ileal acute intussusceptions, followed by a segment resection 

of small bowel and a mechanical anastomosis. 

The surgical piece was sent to the pathological anatomy and 

confirmed a chronic ileo-ileal intussusception due to a metastasis 

of pulmonary adenocarcinoma. 

 

Second case 

A 49-year-old man presented to the Emergency Department an 

acute abdominal pain without any intestinal transit disorder. 

Blood test results were normal. In his previous medical history 

were found an arterial hypertension, an appendectomy, 

cholecystectomy and a lumbar discal hernia surgery. Air fluid 

levels with hydric tone opacity in the right iliac fossa have been 

demonstrated with the abdominal X-ray. The abdominopelvic CT 

scan showed a mass in the right iliac fossa suggesting an ileo-

colic intussusception. There were no sign of intestinal suffering 

such as peritoneal effusion or inflammatory thickening of the 

walls. The colonoscopy revealed a ten centimeter atypical lesion 

of the right colon. A coelioscopic right colectomy was 

undertaken after case-discussion with the digestive pathology 

federation. Anatomical pathology examination result confirmed 

a malignant Burkitt lymphoma EBV positive tumor. 

 

Discussion  

Epidemiologically, acute intestinal intussusceptions are common 

affection in children with a rate of 90%, but rare in adults with a 

rate of 5% [5, 6]. Some authors report in their studies that women 

are more affected  than men and that the median age is between 

49 and 54 years old [7, 8, 9].  

Clinically, the symptoms of this pathology are nonspecific. It can 

be revealed by ordinary abdominal pain without alteration of the 

general status, with either a progressive subocclusive syndrome 

which gives it a chronic character or an acute occlusive syndrome 

right away [10]. 

Palpation of a mass is difficult and limited in patients with 

abdominal bloating and obese [11]. 

From an imaging technique point of view, computed tomography 

is the best choice [3, 4] 

Abdominal X-ray is moderately sensitive and might even be 

useless for the diagnosis of this pathology. Its results vary from 

one person to another, it might help in screening intestinal 

complications though, such as an intestinal perforation which 

appears with an image of pneumoperitoneum. An opaque hydric 

tone image in the right hypochondrium gives rise to the suspicion 

of intestinal intussusception [12]. Ultrasonography is less sensitive 

than CT scan. The images remain the same as in children 

intestinal intussusceptions. They appear as a cockade, a target or 

an eight in transverse section images and as a sandwich or a 

pseudo-kidney on longitudinal section images [12, 13, 15]. 

Abdomino-pelvic CT scan is highly sensitive to confirm the 

diagnosis of intussusception [3]. Its implementation consists of a 

non-injected abdomino-pelvic acquisition and an iodized contrast 

injected image taken on arterial and veinous phase [14] CT scan 

helps classify their topography, in small or in large bowel, screen 

for complications and seek for their causes [1]. Acute intestinal 

intussusception appears on CT scan as a tissular density mass 

corresponding to the edematous wall with eccentric curving bow 

shape image corresponding to the mesentery. Invaginated wall 
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might be separated from the intestinal wall by air or contrast 

product (coil-spring sign). The intussusceptions directly appear 

as multiple hypodense and hyperdense concentric rings. CT scan 

identifies also the causal lesion, assesses the distension of the 

upstream parts of intestines. An ischemic suffering due to 

strangulation of the vascular pedicle, an edematous thickening of 

the walls and the mesentery invaginated wall appear as an 

homogeneous kidney-shape mass which constitutes a gravity sign 

and an indication for surgery [15]. Medical imaging allows to 

choose the treatment, between reduction and resection surgery, 

depending on the presence or not of suffering [16]. 

The cases reported in this study are of colo-colic and ileo-ileal 

types with organic malignant origin. 

The etiologies of intussusceptions may relate to age. Younger 

people have milder causes than older ones [1]. Organic etiologies 

are more frequent and can be classified according to their location 

(small or large intestine). Lymphoma, metastases and Meckel 

Diverticulum are the most frequent causes of small intestine 

intussusceptions [1, 17]. Our cases support the literature. 

Adenocarcinoma and lipoma are the primary causes of colic 

intussusceptions [1, 4]. Intestinal intussusceptions are rarely 

idiopathic in adults [18]. 

The treatment is always a surgical reduction if there is no sign of 

suffering or an organic malignant cause visualized by imaging [1]. 

Resection is recommended to limit metastatic seeding [11, 19]. 

Laparoscopy can make a contribution to the diagnosis and 

treatment but is limited by distended intestines [11].  

 

Conclusion 

Acute intestinal invaginations are rare conditions in adults. 

Physical examination results are not specific. CT scan is the best 

diagnosis tool and helps orienting the treatment. Malignant 

organic causes are frequent etiologies. They require 

multidisciplinary care. 
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