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ABSTRACT

This is a report of a 45-year-old man who had intussusception for 2 years but

presented only after
decompensation.

he developed chronic

anaemia and cardiac
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INTRODUCTION

Adult intussusception is rare occurring
in 2-3 in a population of 1,000,000 per
year'. A great majority of cases are
associated with a causal lesion®, in
contrast to childhood intussusception.
Chronic intussusception with vomiting
abdominal colic, passage of blood
stained stools with or without a
palpable mass lasting for 2 weeks or
more has been documented™ *. Chronic
refractory anemia is not a common
manifestation of intussusception in
adult.

CASE REPORT

A 45 year old man presented with
recurrent central abdominal pain and
swelling of 2 years duration. The pain
preceded the swelling on all occasions.
Pain is colicky in nature non-radiating,
associated with alteration in bowel
habits characterized by bouts of
diarrhea. Occasionally patient notices
fresh blood on stools. Patient usually
palpates a mass in the right side of the
abdomen, which spontaneously
disappears as the pain subsides. There

is anorexia and remarkable weight loss.
Patient gradually developed dyspnoea
on exertion and bilateral pitting pedal
oedema. He was admitted twice on
medical wards and on both occasions
was transfused with packed cells for
chronic anemia (normocytic,
normochromic). He was referred to the
surgical outpatient on his fifth episode
when the attending physician palpated
an abdominal mass.

Physical examination showed a
chronically ill looking patient who was
pale, not jaundiced, wasted, no
peripheral lymphadenopathy. He had a
pulse rate of 122 beats per minute
regular, small volume, non-collapsing;
blood pressure was normal at 120/80
mmHg supine. Respiratory rate was 26
cycles per minute, regular, resonant
percussion note with vesicular breath

sounds. Abdominal examination
revealed fullness in the epigastrium and
tenderness over the right

hypochondrium and epigastrium. A
mass measuring 22 x 12 ¢m firm in
consistency was felt | could get above
and below it and it was non-pulsatile.
There was a clinical feeling of
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emptiness in the right iliac fossa. There
was no ascites, and no other organs
were palpable. Rectal examination
revealed clean perianal skin, with an
empty rectum. No masses were felt
sphincter function was good.

A working diagnosis of traverse
colonic neoplasm was made.
Abdominal ultrasonography showed a
roundish echogenic mass (4.7cm x
5.5cm), sub-hepatic in location and
anterior to the lower pole of the right
kidney. There was no evidence of
peristalsis and it appeared to be
separate from the duodenum. The
mass was thought to be a bowel lesion,
probably arising from the ascending
colon or hepatic flexure. Barium enema
showed arrest of flow of contrast in the
mid transverse colon where there was
an irregular filling defect measuring
(Figure 1).

Figure 1: Barium enema showing
filling defect in mid transverse colon

Haemoglobin was 8.0gm/dl, and liver
function tests were normal. Stool
microscopy showed red blood cells of
4-5/hpf; no ova or cysts were seen.
Urea and creatinine were normal.
Sodium was raised at 164 mmol/l and

Potassium was low at 2.6 mmol/l.
Bicarbonate was 40mmol/l. The patient
was resuscitated and anemia and
electrolytes were corrected. At surgery
an ileo-caeco-colic intussusception was
found. There were enlarged mesenteric
lymph nodes. Other organs were
essentially normal. Qedema and
purulent exudates were noted on both
the serosa of the colon and small
intestine. Transmural necrosis and
purulent inflammation are noted in the
small intestine. There were no lead
points. Histology of the resected
specimen was reported as sections of
intestine showing mucosal atrophy and
transmural acute on chronic
inflammation. Biopsied Ilymph nodes
were reported as reactive hyperplasia.

DISCUSSION

Recurrent intussusception is rare. ' the
epidemiology of intussusception in
Nigeria has changed over the years. It
is now a disease of children just as is
the case in Western societies. It is
frequently associated with a lead point
in adults; there is usually benign or
malignant epithelial or messenchymal
growth of the bowel *° intestinal
parasites or diverticular disease. For
this reason, adult intussusception
should be resected, but this s
controversial. Intussusception
presents variedly and is sited as a
cause of acute intestinal obstruction in
nearly 30% in children.” In Adults
however, colicky abdominal pain with
passage of bloody diarrhea are the
major symptoms®, constipation occurs
in only 16%. This lack of obstructive
features makes diagnosis difficult, as in
this patient. Recurrent  colicky
abdominal pain, and a palpable
abdominal mass is suggestive even if
the intussusception in  reducible.
Recurrent anaemia was noted in our
patient, requiring blood transfusion.
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The diagnostic  yield of  plain
radiography has been unimpressive
and is either non- specific or normal in
10-20%". Barium enema is frequently
required to establish a definite
diagnosis and provided appropriate
precautions are taken it can be used to
reduce it. Intussusception produces a
sharply marginated convex protrusion
into the column of barium®. However,
occasionally even barium enema may
be difficult to interprete. Abdominal
ultrasonography classically shows a

‘target’ lesion of two rings of low
echogenecity separated by a
hyperechoic ring when seen on

transverse section or a ‘pseudo-kidney’
sign of superimposed kidney-shaped
hypoechoic and hyperechoic layers,
which represent the cedematous walls
of the intussusception when seen on
longitudinal section®.

Our patient presented with chronic,
recurrent colicky abdominal pain and
anemia, with non-specific radiological
features, consequently, it is not
surprising that before the abdominal
mass was elicited clinically the patient
had elaborate investigations to find the
possible cause of his anemia, but with
little success. It has been suggested in
children that chronic intussusception
should be suspected in children with
weight loss, and intermittent abdominal
pain with prolonged diarrhea.'® In
majority of adult intussusception (93%)
an identifiable cause, commonly a
Malignancy is present'’" ¥ and resection
is preferred to reduction.
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