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Abstract: 
Postoperative intussusception is a rare cause of intestinal obstruction in adults. We report a case of postoperative 
jejunojejunal intussusception in a 45-year-old female following a transverse colectomy for a colonic tumour. The 
patient presented with intermittent bowel obstruction on the fourth day of her operation. A re-laparotomy performed 
on day twenty one revealed a jejunojejunal intussusception as the cause for the obstruction. This is a rare cause of 
postoperative small bowel obstruction, and the pathogenesis and diagnosis of postoperative intussusception in the 
adult is discussed in the case report. (PHD 2011; Vol. 16(2): p82-84).
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Introduction

Post-operative intussusception in adults is 
a rare condition with the challenges and 
difficulties of early diagnosis.1 It has been 
reported in the early postoperative period 
following various operations like pancreatic
oduodenectomy,abdominal trauma surgery, 
gynecologic operations, gastrojejunostomy, 
jejunostomy, and truncal vagotomy and 
pyloroplasty.2 Presented in this report 
is a case of an idiopathic jejunojejunal 
intussusception following colonic resection 
for a transverse colon tumour treated by 
jejunal resection and primary anastomosis.
No lead point was identified in the specimen 
and she was diagnosed with an Idiopathic 
Postoperative Intussusception.

Case Report

A 32 year female was referred to the surgical 
outpatient with complaints of progressive 
abdominal discomfort and distension for ten 
months, associated with poor appetite and 
weight loss. Three days prior to admission, she 

had started vomiting brownish foul smelling 
fluids. There was no history of constipation, 
altered bowel habits or rectal bleeding. 
Initial abdominal examination revealed 
visible peristalsis with a firm, non-tender 
and mobile mass in the umbilical region. The 
abdominal x-rays supported the diagnosis of 
an intestinal obstruction and she underwent 
a transverse colectomy with primary end to 
end colocolic anastomosis. On day four she 
complained of having intermittent abdominal 
pain and distension. The symptoms would 
subside after passing large amount of flatus. 
She experienced a few episodes of  per 
rectal bleeding. In between these episodes 
of bowel obstruction the patient was stable 
and regained her appetite. The clinical 
features suggested intermittent small bowel 
obstruction but the X-rays and ultrasound 
examination findings were inconclusive.

A re-laparotomy was performed 21 days 
after the initial surgery. The previous 
colocolic anastomosis was intact. There was 
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a jejunojejunal intussusception involving 
200 cms of jejunum with gangrene of the 
intussuscipiens. A resection and an end to 
end anastomosis was done.

The patient recovered well after the second 
surgery and was discharged home 12 days 
later. A six month follow-up shows her to be 
asymptomatic and gaining weight.

Discussion

Intussusception is defined as a telescoping of 
one part of intestine into another adjacent 
part of the intestine. Idiopathic postoperative 
intussusception in the adult is rare but 
distinctly recognized condition.2 It typically 
occurs in adults 45 to 51 years old, develops 
4 to 5 days postoperatively, and is most 
commonly jejunojejunal.3

The causative mechanisms underlying the 
development of idiopathic intussusception 
are not well understood.

A change in the peristaltic patterns of the 
bowel is said to trigger the formation of 
intussusception.4 Organizing intra-luminal 
blood can act as a postoperative lead point. 
Reymond et al5 have put forward  two 
specific focal abnormalities which may 
act as causative factors for postoperative 
intussusception: first, it may start from a 
functionally non-contractile heterogeneous 
part of the intestinal wall; second, if there 
are any adhesions between two nonadjacent 
bowel loops, postoperatively, these could act 
as the extra luminal lead point. This may lead 
to kinking of the bowel and with continued 
normal peristalsis/hyper peristalsis, would 
provide sufficient torque to induce an 
intussusception. 

The uneven return of peristalsis after surgery, 
with possible local spasms or bowel edema, 
is a plausible explanation in cases without 
obvious lead points.6 Ein et al7 suggested  
that postoperative intussusceptions are likely 
to be caused by altered peristalsis following 

prolonged and excessive manipulation with 
drying and bruising of the bowel, extensive 
pre-peritoneal dissection, abnormal serum 
electrolyte levels and several other factors.

On the other hand other postoperative 
intussusceptions may occur around suture 
lines, insertion points of long intestinal 
tubes,  and ostomy closure sites. These of 
have been reported and there is no specific 
need to consider either early postoperative 
electrolyte imbalance or various anomalies 
of postoperative intestinal motility.2 There 
is one case report of a postoperative 
adult intussusception following a truncal 
vagotomy2 suggesting that the vagotomy 
itself could possibly cause a postoperative 
motility disorder.

The classical clinical features of conventional 
paediatric intussusception comprising of 
abdominal pain, palpable sausage shaped 
mass, and currant-jelly stools is rarely present 
in the adult postoperative patient. Thus the 
diagnosis is difficult and a high degree of 
suspicion would be necessary to diagnose 
the condition. The clinical presentation in 
postoperative adult intussusception is often 
chronic, and patients develop symptoms 
that are suggestive of intestinal obstruction. 
Abdominal pain, often attributed to the 
surgical wound, is the most common 
symptom followed by vomiting and nausea.8

Since obstructive symptoms are dominant in 
most cases, initial imaging usually involves 
plain abdominal films, which generally 
show findings consistent with ileus and may 
provide information regarding the site of 
obstruction.9

The diagnosis of postoperative intussusception 
is commonly made by ultrasonography.10 The 
classic features include the “target sign and 
doughnut sign”{eccentrically-placed central 
soft-tissue density (the intussusceptum) 
within a concentric fat density (the 
intussuscepted edematous mesentery)} 
on transverse view and the “pseudokidney 
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sign”(reniform bilobed masses) in longitudinal 
view.10 The major disadvantage of ultrasound 
is masking by gas-filled loops of bowel, and 
operator dependency.11

The characteristics of intussusception in 
adults on CT are an early “target mass” with 
enveloped, eccentrically located areas of 
low density. Later, a layering effect occurs 
as a result of longitudinal compression and 
venous congestion in the intussusceptum.2 

Abdominal CT has been reported to be the 
most useful imaging technique for diagnosis 
of intestinal intussusception with the 
diagnostic accuracy of around 58-100%.11

The surgical treatment of idiopathic adult 
post operative intussusception depends 
upon the viability of the intussuscepted 
bowel and it is clearly safe to manually reduce 
the intussusception if the bowel is viable.2 

However Furaya et al6 reported a case of 
recurrence of post operative intussusception 
after a successful manual operative reduction. 
If the bowel is non-viable or if the viability is 
a concernthen a resection and anastomosis 
is performed.

Conclusion

Post operative intussusception is a rare 
occurrence and is difficult to diagnose 
clinically. Adhesions and kinks following 
excessive gut manipulation could act as lead 
points and care should be taken to minimize 
bowel manipulation. Intussusception as a 
cause of intestinal obstruction should be 
kept in mind in a post operative patient 
who develops obstructive symptoms. A 
high degree of suspicion and early diagnosis 
would prevent the complication of gangrene 
of the intussusceptum. Ultrasound scan and 
CT if available are good diagnostic tools for 
this condition and should be used if clinically 
indicated. 
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