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ABSTRACT

Intussusception refers to telescoping of a segment of bowel into adjacent bowel. Only 5% occurs in adults. Causes
include neoplasm and inflammatory causes. Caecal endometriosis causing colo colic intussusception is extremely rare
condition. A 45-year-old menstruating female presented with complaints of diffuse abdominal pain with vomiting for
10 days. No history of menstrual abnormalities. P/A-mass of 8x5 cm was palpable in right lumbar and umbilical
region with mild tenderness. Cect abdomen-colo colic intussusception involving ascending colon and right 2/3 of
transverse colon with no obvious lead point. Patient was taken up for emergency laparotomy and it revealed 1)
Intussusception of caecum into ascending colon extending upto hepatic flexure, 2) Multiple black colored nodules
over lateral pelvic wall, small bowel, omentum, mesentery, ascending sigmoid colon, 3) Anterior surface of rectum
was found to be adherent to posterior surface of uterus and pouch of Douglas inaccessible, 4) Multiple nodes were
identified within mesentery. Laparotomy proceeded and gentle manual reduction of intussusceptum was done and
growth palpable within caecum, suspecting the growth to be malignant right hemicolectomy with ileocolic end to side
anastomosis done. Post operative period uneventful, HPE-endometriosis caecum. Intussusception in adult is rare
entity and endometrial mass in caecum acting as lead point has been infrequently reported. Clinical and radiological
investigations are of little help in diagnosing endometriosis. Hence, high clinical suspicion is required in patients with
previous history of endometriosis.
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endometriosis is a rare entity that can cause
intussusception and may present as

INTRODUCTION

intestinal

Intussusception refers to the telescoping of a segment of
the bowel into the adjacent bowel.! This clinical entity
was first described in 1674 by Barbette of Amsterdam
and presented in 1789 by John Hunter as
“introssusception”, a rare form of bowel obstruction in
the adult.®° It is reported in literature that the first to
operate on a child with intussusception was Sir Jonathan
Hutchinson in 1871.%1112 Only 5% of all intussusceptions
occur in adults.? Various causes have been identified for
adult  intussusception, including neoplasm and
inflammatory causes. Of the inflammatory causes, bowel

obstruction.'® Caecal endometriosis causing colo-colic
intussusception is an extremely rare condition and here
we describe one such case.

CASE REPORT

A 45-year-old menstruating female, presented to the
emergency department with complaints of diffuse
abdominal pain for the past 10 days, associated with
nausea and vomiting. She had similar episode one month
ago and was treated with analgesics and antiemetics.
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There was no other history of any bowel abnormalities.
She had no history of any menstrual cycle abnormalities,
dysmenorrhea or menorrhagia. On examination, patient
was moderately built and nourished. General examination
did not reveal any abnormalities. Patient vitals were
stable. Per abdomen, a mass of size 8x5 cm was palpable
in the right lumbar and umbilical region. Margins ill
defined. Mild tenderness over the mass. Patient
underwent contrast enhanced computed tomographic
imaging of the abdomen, which revealed a colo-colic
intussusception involving the ascending colon and right
2/3" of transverse colon. No obvious lead point was
noted. Patient was subsequently taken up for emergency
exploratory  laparotomy. Laparotomy  revealed,
Intussusception of caecum into the ascending colon
extending upto hepatic flexure, multiple scars were seen
in the anti-mesenteric border of ileum involving the
serosal surface at 5 cm, 15 cm and 20 cm proximal to the
ileocaecal junction. There was no luminal compromise at
the site of these scars. Scattered hyperpigmented nodules
and small cysts were seen over lateral pelvic wall, small
bowel, omentum, mesentery, ascending colon and
sigmoid colon. A scar was seen over the distal portion of
the sigmoid colon without any luminal compromise.
Anterior surface of rectum was found to be adherent to
the posterior surface of uterus and the pouch of Douglas
was inaccessible. Both the ovaries could not be visualised
due to dense adhesions. Multiple nodes were identified
within the mesentery and biopsied. Appendix could not
be identified intraoperatively and also in the post
operative specimen.

ASCENDING COLO

CAECUM

Figure 1: Right hemicolectomy specimen with
pigmented strictures.

Since the bowel wall was found to be healthy, gentle
manual reduction of the intussusceptum was done and a
growth was palpable within the caecum. Since most of
the mass lesions involving the caecum, causing
intussusception are malignant, right Hemicolectomy was
performed with ileocolic end to side anastomosis.
Postoperatively patient recovered well. Pathological
examination of the specimen revealed a submucosal
single pedunculated grey brown polyp measuring
2.5%2.3x2 cm close to the ileocaecal valve. Cut surface of
the polyp revealed colonic mucosa with extensive areas
of surface ulceration and submucosa showed fibrosis with

congested blood vessels. Muscularis propria showed
cystic spaces lined by endometrial glands with tall
columnar cells surrounded by stromal cells. Hemorrhage
was seen within the lumen of the glands.

Figure 2: Pigmentation over the caecal wall.

SPECIMEN - LAID OPEN

EOCAECAL VALVE

Figure 4: Endometrial glands within-muscularis
propria.
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DISCUSSION

Intussusception is a rare cause of bowel obstruction in
adults accounting for only 2% of cases. Adult
intussusception varies widely from the paediatric cases.?
The classical triad of abdominal mass, tenderness and
hemoglobin positive stools is rarely found in adults.®
Intussusception can be of 4 types-enteroenteric, colocolic,
ileocolic and ileocaecal.?®?* In adults, the cause of
intussusception is identified in 90% of these cases.'®*
The most common causes include malignancy, Meckel’s
diverticulum, polyps, colonic diverticulum and
submucosal lipomas that serve as the leading points.®6 It
is also reported that 80% of large bowel lesions causing
intussusception were found to be malignant.#2?? Out of the
inflammatory causes, endometriosis of the bowel, acting
as a lead point causing intussusception and bowel
obstruction is a rare entity. Endometriosis is an oestrogen
dependent inflammatory condition. Its incidence is about
15% in fertile females.* The most accepted cause of
endometriosis is retrograde menstrual flow through the
Fallopian tubes and spillage onto the ovary and the
peritoneum. The most frequent locations of
endometriosis are the pelvic viscera and peritoneum.
Other than the ovaries and pouch of Douglas, it may
rarely involve the rectosigmoid, appendix, small bowel,
ascending colon, lung, kidney and pancreas.’
Endometriotic tissue involving the bowel occur in the
sigmoid colon and the rectum frequently (90%).2 It
presents with cyclical abdominal pain, nausea, vomiting,
early satiety, bloating, constipation, obstipation, back
pain and abdominal distension.'” The bowel
endometriosis is difficult to be identified clinically. It
may be suspected on the basis of the clinical history of
treatment for endometriosis in the past.®>® Symptoms are
non-specific in adults and hence diagnosis is missed or
delayed and is only established intraoperatively.1®1°
Multi-slice computed tomography enteroclysis identifies
94.8% of bowel endometriotic nodules.® Magnetic
resonance imaging has a higher sensitivity (77-93%) in
the detection of bowel endometriosis.® CA-125 is the
principal serum marker used in the diagnosis and
assessing disease progression. It arrived low sensitivity
(20-50%) but high specificity ((80%) in most women.
Serial CA 125 is used to predict recurrence after
treatment.'” Surgical treatment is indicated in cases with
pain, bleeding, and intestinal obstruction.® Laparotomy is
the treatment of choice for adult intussusception.
Hydrostatic reduction is not recommended due to high
incidence of malignancy in colonic intussusception.®
Treatment includes laparotomy and resection of the
involved segment. The goal of surgical treatment is to
excise or coagulate all visible endometriotic lesions and
associated adhesions. Peritoneal endometriosis can be
treated with surgical excision using bipolar cauterisation
or laser therapy (CO., potassium-titany-phosphate laser,
argon laser). Postoperatively patients can be treated with
low dose oral combination contraceptive pills for 6-12
months is effective. It causes decidualisation of

endometrial tissue, necrobiosis, absorption of endometrial
tissue and results in amenorrhea.'’

CONCLUSION

Intussusception in adult is a rare entity and endometrial
mass in the caecum acting as the lead point has been
infrequently  reported. Clinical and radiographic
investigations are of little help in diagnosing bowel
endometriosis. Hence, high clinical suspicion is required
especially in patients with previous history of
endometriosis.
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