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Abstract

Intussusception of the bowel is the telescoping of a proximal segment of the gastrointestinal tract within the
lumen of an adjacent (distal) segment. This is a frequent and common condition present in children. It
presents classically with the following triad: cramping abdominal pain, red recurrent jelly-like stools, and a
palpable tender mass. In adults, it is a rare condition and accounts for almost 5% of all cases of
intussusceptions and 1-5% of bowel obstruction. Most adult intussusceptions are idiopathic without a lead
point lesion (8-20%). The causes of secondary intussusception are organic lesions like Meckel’s
diverticulum, inflammatory bowel disease, post-operative adhesions, benign lesions, malignant lesions,
metastatic neoplasms, tuberculosis, or even iatrogenic due to intestinal tubes, jejunostomy feeding tubes or
after gastric surgery. Intussusceptions with and without a lead point can be differentiated by computed
tomography (CT) and CT is, therefore, the investigation of choice. Surgery, which is the manual reduction
of the intussuscepted bowel with or without resection and anastomosis, is the definitive treatment for adult
intussusception. Here we report a case inadequately evaluated for right hypochondriac pain that was treated
for calculus cholecystitis in the presence of asymptomatic gall stones where the patient primarily suffered
from acute on chronic intestinal obstruction secondary to ileocolic intussusception.
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Introduction

Intussusception is a rare type of bowel obstruction in adults. It is the telescoping of a proximal
segment of the gastrointestinal tract, called the intussusceptum into the lumen of the adjacent
distal segment of the gastrointestinal tract, which is called the intussuscipiens. The first case was
reported in 1674 by Barbette of Amsterdam, and the first intussusception was operated on in
1871 by Sir Jonathan Hutchinson on a child. Adult intussusceptions are rare and account for
only 5% of all intussusception cases and 1-5% of intestinal obstructions in adults. This condition
varies in many aspects in pediatric intussusception, where the condition is mostly primary and
benign and is treated or reduced by pneumatic (air contrast enemas) or hydrostatic in 80% of
cases. Almost 90% of intussusception cases in adults are secondary to a pathological condition
that provides a leading point where surgery is the definitive treatment. The pathophysiology of
primary or idiopathic intussusception is unknown. In contrast, secondary intussusception
initiates from any pathologic lesion of the bowel wall or any irritant within the lumen of the
bowel that alters normal peristaltic activity and therefore serves as a lead point, which initiates
invagination of one segment of the bowel into the adjacent bowel. It can also be depicted as an
"internal prolapse of the proximal bowel and its mesenteric fold within the lumen of the adjacent
distal bowel as an outcome of impaired or vigorous peristalsis leading to obstruction of a free
avenue of intestinal contents and compromising the mesenteric vascular flow of the
intussuscepted segment. This results in intestinal obstruction further progressing into ischemia
and gangrene. Depending upon the location of intussusception, they are classified into 4
categories:-

1. Entero-enteric (limited to the small bowel)

2. Colo-colic (involving only the large bowel)

3. lleocolic (terminal ileum into the ascending colon)

4. lleocecal (ileocecal valve -the lead leading point of intussusception).
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Case Report

A 34-year-old gentleman who was diagnosed with cholecystitis
with choledocholithiasis on ultrasound in an outside hospital
presented with acute continuous right and left hypochondriac
pain and abdominal distention 2 weeks post ERCP procedure.
He also complained of obstipation for 2 days. He had similar
complaints of obstipation and abdominal distension with the
passage of red currant jelly-like stools intermittently in the past,
before the ERCP procedure.

He was diagnosed with cholecystitis with choledocholithiasis 1
month ago in an outside hospital based on ultrasonography,
where he presented with right hypochondriac pain.

He underwent MRCP, which was suggestive of- suspicious 1.1
mm calculi in the common bile duct (CBD) with cholelithiasis
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and cholecystitis. Then he subsequently underwent ERCP in an
outside hospital which was suggestive of prominent CBD
without any obvious filling defect and sludge from CBD
retrieved with inadvertent pancreatic duct cannulation.

Post ERCP stenting patient developed ERCP-induced
pancreatitis for which he received conservative treatment in our
hospital.

Contrast-enhanced CT (CECT) scan of the abdomen was done
which was suggestive of minimal collection in the lesser sac
near the tail of the pancreas along with features of air foci and
fat stranding and ? lleocecal intussusception and thickening of
descending colon with 80% luminal compromise with
gallstones.

Fig 1 and 2: CT scan of abdomen

He was managed conservatively with nasogastric tube placement
and intravenous fluids after which symptoms of obstruction and
pancreatitis resolved and he was discharged on a soft diet.

After a brief asymptomatic period, he was readmitted with
symptoms of intestinal obstruction and recurrent passage of red
currant jelly stools. A repeat CECT abdomen was done and was
suggestive of recurrent intussusception with bowel distension
with normal pancreas and cholelithiasis.

He was taken for a diagnostic laparoscopy and an exploratory
laparotomy.

Intraoperative findings: ileocecal intussusception up to hepatic
flexure. Intussusception was relieved manually, which revealed
an approximate 6 x 6 cm tumour in the distal ileum. Right
hemicolectomy  with  ileotransverse  anastomosis  with
cholecystectomy done.

Fig 3 and 4: Intraoperative image of reduced intussuception revealing tumor
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The patient started on oral sips and shifted to a soft diet on
postoperative day 6, and as recovery from surgery was going
well he was discharged on postoperative day 8.

Histopathology of the resected segment of the affected bowel
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was suggestive of extranodal marginal zone lymphoma of
mucosa-associated lymphoid tissue (MALT lymphoma).

Histopathology of the gallbladder was suggestive of chronic
calculous cholecystitis.

4 g 20

Fig 6 and 7: Histopathological slide of the tumor (MALTOMA)

Discussion

The most common site of extranodal non-Hodgkin lymphoma is
the gastrointestinal tract (4-20%). Most of them originate from
mature B cells (non-Hodgkin lymphoma >> Hodgkin’s
lymphoma), DLBCL and extranodal marginal zone B cell
lymphoma, MALT type. Males are more commonly affected
than females. The wide age range is 17-86 years, but usually
middle-aged to older adults. A younger age of onset is present in
HIV-positive patients.

Lymphomas entail a diverse group of clonal (malignant)
lymphoproliferative disorders, classified by WHO based on
lymphocytic origin. Extranodal MALToma more commonly
occurs in the stomach. These show positivity for CD 20, BCL2,
and PAX-5, which help in differentiating it from mantle cells,
follicular cells, SLLs, and DLBCL tumours.

Conclusion

Regardless of good investigative modalities, detailed history and
clinical examination play an important role, along with proper
radiological assessment. In our case, the patient was initially
diagnosed  with? acute calculus  cholecystitis  with
choledocholithiasis on ultrasound in an outside hospital, which
was neither fully supported by MRCP nor by ERCP. The

inadvertent cannulation of the pancreatic duct during the
procedure further caused minor perforation of the pancreatic
duct at the tail leading to the collection and severe pancreatitis.
It was the CT scan, that brought to light a more obvious
pathology that truly caused the patient’s symptoms.

Thus, intestinal obstruction should also be considered in the
differential diagnosis of right hypochondriac pain in young
males when symptoms of vomiting, right hypochondriac pain
and red currant jelly-like stools with normal liver function tests
and leucocyte count suggest bowel pathology more than calculus
cholecystitis. One should always have a differential diagnosis
when treating acute or chronic abdominal conditions, which is
supported by clinical and radiological investigations.

Conflict of Interest
Not available

Financial Support
Not available

References
1. Clinical Characteristics According to Age and Duration of
Symptoms to Be Considered for Rapid Diagnosis of

~116 ~


https://www.surgeryscience.com/

International Journal of Surgery Science https://www.surgeryscience.com

Pediatric Intussusception in Kyu Park and Min Jeng Cho*
10.3389/fped.2021.651297

2. Intussusception in adults: institutional review L K Eisen 1, J
D Cunningham, A H Aufses Jr

3. Lu T, Chng YM. Adult intussusception. Perm J. Winter.
2015;19(1):79-81. PMC free article: PMC4315384

4. Yalamarthi S, Smith RC. Adult intussusception: case
reports and review of literature. Postgrad Med J. [PMC free
article] [PubMed]. 2005 Mar;81(953):174-7.

5. Takeuchi K, Tsuzuki Y, Ando T, Sekihara M, Hara T, Kori
T, et al. The diagnosis and treatment of adult
intussusception. J Clin Gastroenterol. [PubMed]. 2003
Jan;36(1):18-21.

6. Gupta RK, Agrawal CS, Yadav R, Bajracharya A, Sah PL.
Intussusception in adults: institutional review. Int. J Surg.
[PubMed]. 2011;9(1):91-5.

7. Gueye ML, Sarr ISS, Gueye MN, Thiam O, Seck M, Toure
AO, et al. Adult ileocecal intussusception induced by
adenomatous ileal polyp: case report and literature review. J
Surg Case Rep. [PMC free article] [PubMed]. 2018
Sep;2018(9):rjy256.

8. Kitamura K, Kitagawa S, Mori M, Haraguchi Y.
Endoscopic correction of intussusception and removal of a
colonic lipoma. Gastrointest Endosc. [PubMed]. 1990 Sep-
Oct;36(5):509-11.

9. Lin F, Setya V, Signor W. Gastroduodenal intussusception
secondary to a gastric lipoma: a case report and review of
the literature. Am Surg. [PubMed]. 1992 Dec;58(12):772-4.

10. Chang CC, Chen YY, Chen YF, Lin CN, Yen HH, Lou HY.
Adult intussusception in Asians: clinical presentations,
diagnosis, and treatment. J Gastroenterol Hepatol.
[PubMed]. 2007 Nov;22(11):1767-71.

11. McKay R. lleocecal intussusception in an adult: the
laparoscopic approach. JSLS. 2006;10:250-253.

12. Ishibashi Y, Yamamoto S, Yamada Y, Fujita S, Akasu T,
Moriya Y. Laparoscopic resection for malignant lymphoma
of the ileum causing ileocecal intussusception. Surg
Laparosc Endosc Percutan Tech. 2007;17:444-446.

13. Marinis A, Yiallourou A, Samanides L, Dafnios N,
Anastasopoulos G, Vassiliou 1, et al. Intussusception of the
bowel in adults: A review. World J Gastroenterol.
2009;15(4):407-411. [PMID: 19152443
DOI: 10.3748/wjg.15.407]

14. Cerro P, Magrini L, Porcari P, De Angelis O. Sonographic
diagnosis of intussusceptions in adults. Abdom Imaging.
2000;25:45-47.

15. Farrokh D, Saadaoui H, Hainaux B. [Contribution of
imaging in intestinal intussusception in the adult. Apropos
of a case of ileocolic intussusception secondary to cecal
lipoma]. Ann Radiol (Paris). 1996;39:213-216.

How to Cite This Article

Jain S, Dama SS, Mahadik A, Budhkar A, Gundala S. A diagnostic
dilemma in evaluating- acute on chronic right hypochondriac pain: Can
two pathologies co-exist?. International Journal of Surgery Science.
2024;8(1):114-117.

Creative Commons (CC) License

This is an open-access journal, and articles are distributed under the terms
of the Creative Commons Attribution-Non Commercial-Share Alike 4.0
International (CC BY-NC-SA 4.0) License, which allows others to remix,
tweak, and build upon the work non-commercially, as long as appropriate
credit is given and the new creations are licensed under the identical terms.

~117 ~


https://www.surgeryscience.com/

