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Case Report

A rare cause of obstructive defecation in a 29-year-old
woman: lleo-colo-colonic intussusception treated by subtotal
colectomy with posterior rectopexy
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Adult intussusception is a rare clinical condition. In majority of adult cases, there is an underlying cause such as
polyps or colon cancers. In the present study, a 29-year-old woman with intermittent and colicky abdominal pain,
constipation, and painful defecation, accompanied with distention and sense of rectal fullness, was evaluated with
computed tomography. lleo-colo-colic intussusception was determined. Subtotal colectomy with posterior recto-
pexy was performed. After the surgery, she was doing well at 13-month follow-up.
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INTRODUCTION

Intussusception is the invagination of an intestinal segment to the continuing part of the intestine. Usu-
ally, it is a pediatric diagnosis due to benign pathologies (1, 2). Intussusception as the most common
cause of intestinal obstruction occurs most frequently in infants (3, 4). However, less than 5% of the
intussusception cases are seen in adults (5). Majority of the cases in children are idiopathic, but an or-
ganic cause, such as a polyp or colonic malignancy, is usually detected as the underlying cause of intus-
susception in adults (6, 7). Intussusception in adults most commonly appears as enteroenteric (limited
to small intestine). It has been known that colo-colonic intussusception (limited in colon and rectum,
without anal protrusion) is the least common type (8). In these circumstances, colonic tumors have been
regarded to be the main cause (9). However, intussusception starting from the distal ileal segments to
the rectum without proven gastrointestinal malignancy can be a very rare event in adults.

In this paper, we present a young female patient with obstructive defecation caused by ileo-colo-colon-
ic intussusception.

CASE PRESENTATION

A 29-year-old woman with intermittent and colicky abdominal pain, constipation, and painful defeca-
tion, accompanied with distention and a sense of rectal fullness was hospitalized. Similar symptom-
atology was present for last three months. The patient was described fecal incontinence with a mass
protruding from her anus during maximal discomfort. Physical examination revealed distended abdo-
men with mild tenderness. Patulous anus with a bulky mass protruding through the rectum mimicking
prolapse was detected on rectal examination. Coronal curved multiplanar reconstruction of contrast-
enhanced computed tomography (CT) (Figure 1) showed bowel-within-bowel appearance of ileo-colo-
colic intussusception elongated from the cecum to the splenic flexure. Surgical intervention had been
decided and informed consent had been received. At diagnostic laparoscopy, a dilated and partially
invaginated bowel was observed. On conversion to laparotomy, ileo-colo-colic intussusception includ-
ing terminal ileum and right, transverse, left, and sigmoid colon was determined. Subtotal colectomy
had been initiated because all colonic segments invaginated each other down till recto-sigmoidal junc-
tion. Subtotal colectomy with ileorectal anastomosis and posterior rectopexy was performed (Figure
2). Pathological examination revealed a benign cecal ulcer causing colo-colic intussusception. After an
unremarkable postoperative course, she was doing well at the 13-month follow-up.

DISCUSSION

Although intussusception is one of the most common leading causes of intestinal obstruction in chil-
dren, it is very rare in adults (10, 11). Enteroenteric intussusception has been reported as the most com-
mon type in adults, followed by ileocecal and colo-colonic types. Clinical presentation and the underly-
ing pathology of these patients shows great variability based on these localizations (11). It has been
reported that non-specific symptoms including abdominal pain, hematochezia, abdominal mass, and
altered bowel habits can be seen in adults (12). In accordance with these findings, intermittent and
colicky abdominal pain accompanied with sense of a mass protruding from her anus during maximal
discomfort and fecal incontinence was present in our patient. Therefore, it should be kept in mind that
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atypical presentation of intussusception can be seen in adult
patients.

A malignant tumor has been reported as the common cause
of colo-colonic intussusception in adults; however, benign tu-
mors including lipomas are the main causes of enteroenteric
ones. Although it could not be possible to detect a tumor le-
sion at the cecum and show a photographic and radiological
extent of this intussusception down to the anus in the present
case, obstructed defecation caused by benign cecal ulceration
may be regarded as a rare event. However, a finding of patu-
lous anus with a bulky mass protruding through the rectum
should warn physicians to think of such rare pathologies in
adult patients.

The extension of intussusception has not been studied in de-
tail in previous studies (11). In the presence of a leading point
causing the proximal intestinal segments to be invaginated,
it may be thought that the extent of that segment may be di-
rectly related with severity of symptoms. Therefore, recurrent
partial obstruction with the leading point at the cecum may
cause an intussusception from the distal ileal segments down
to almost descending colon. In literature, there has been very
limited number of cases with ileo-rectal or ileo-anal intusus-
susception (See comment in PubMed Commons below13-16).
A failure in the embryologic development of the mesenter-
ies of the ascending and descending colon to blend with the
posterior abdominal wall may be regarded as the underlying
cause for such a rare event (11). By that way, it can be pos-
sible to see migration of the colon to long distances freely
without obstruction. In these cases, limited resection of the in-
tussuscepted segments from the distal ileum to the proximal
colon should be performed. However, it could be possible to

Figure 1. Bowel-within-bowel appearance of colo-colic
intussusception (stars) elongating from cecum (arrowhead)
to splenic flexure (arrow)
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resect all intussuscepted segments via subtotal colectomy in
the present case. Additionally, suture rectopexy was added to
the surgical treatment for the prevention of future prolapse.
Therefore, the extent of the pathology in our case might be
greater than that in previously reported cases.

Although preoperative diagnosis of intussusception is difficult
due to the atypical and non-specific presentation in adults
and it is generally determined at laparotomy, it may also be
diagnosed by CT, especially in colo-colonic types caused by
tumor lesions (17-19). It has been reported that CT is the most
sensitive diagnostic test for the confirmation of intussuscep-
tion with a diagnostic accuracy of 58%-100% (5, 20). Target or
sausage shaped lesions as a concentric hyperdense double-
ring or bowel-within-bowel appearance are the characteristic
signs suggesting intussusception during CT scan, as in our
case. Therefore, early radiological investigation should be con-
ducted for differential diagnosis of intestinal obstruction in
adults, even in emergent cases suspicious for intussusception.
There have been different approaches for the treatment of in-
tussusception in children (21). Pre- or intraoperative reduction
or surgical resection depending on the underlying pathology,
which should be confirmed as benign, and on clinical presen-
tation can be performed in these patients. However, laparoto-
my and bowel resection en-bloc without reduction has been
advocated as the management strategy in adults due to the

Figure 2. Cecum (arrowhead) to splenic flexure (arrow)
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high rate of malignant causes, although the necessity and ex-
tent of the resection in each patient has been controversial
(18). Intraoperative reduction has also often been discouraged
for the fear of causing tumor rupture and potentially upstag-
ing the cancer (8, 17, 22).

CONCLUSION

Although it is a very rare event in adult population, intussus-
ception can be seen in the presence of an underlying pathol-
ogy including a polyp or malignancy. Enteroenteric small in-
testinal intussusception is the most common type in adults;
however, ileo-colo-colonic intussusception with anal protru-
sion may occur in the absence of an organic cause. Bowel
resection en-bloc without reduction should be offered as the
management strategy in adults due to the suspicious malig-
nant causes.
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