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A rare case of adult small bowel intussusception
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Abstract

Introduction: Intussusception is an uncommon cause of intestinal obstruction in adults and

inflammatory fibroid polyps are rare benign tumors of unknown histogenesis which may cause

a very rare form of intestinal obstruction acting as a lead point in an intussusception.

Case Presentation: A 55 years old man presented with repeated attacks of colicky lower ab-

dominal pain for past 12 years not associated with features of intestinal obstruction. The epi-

sodes of pain got relieved spontaneously after variable periods of time. CT scan demonstrated

an ileoileal intussusception in terminal ileum for which laparoscopically assisted segmental

resection of the affected bowel having a polypolidal mass acting as lead point was performed.

Histopathology revealed the mass to be an inflammatory fibroid polyp.

Conclusion: Inflammatory fibroid polyps are rare benign tumours of unknown origin which

can present as unusual cases of adult intussusception.

Keywords: adult intussusception, small bowel obstruction, inflammatory fibroid polyp (IFP)

Introduction:

Intussusception is an uncommon cause of intes-
tinal obstruction in adults'. Patients with intus-
susception present with either acute or chronic
intermittent symptoms. The majority of adult
intussusceptions occur due to malignant pro-
cesses”. We report the case of an adult inflamma-
tory fibroid polyp (IFP) arising from the termi-
nal ileum and presenting with recurrent attacks
of abdominal pain. The aim of this case report is
to remind that adult intestinal obstruction due
to intussusception may be caused by very rare
etiology as well.

Case Report:

A 55 years old male presented in surgical OPD
with complaints of repeated attacks of colicky
lower abdominal pain for past 1% years. The
attacks were localized to right lower abdomen,
would last for variable periods of time and re-
solve spontaneously. There were no complaints
of intestinal obstruction. The patient was diabet-
ic (controlled) and a smoker. No history of pre-
vious abdominal surgery found. On examination

the patient looked healthy and had an average
built. Abdominal examination was unremark-
able as was the rest of systemic examination.
The biochemical profile was also within normal
range. Upper GI endoscopy revealed severe du-
odenitis. Barium meal follow through depicted
dilation of terminal loops of ileum with patches
of contrast material in large bowel suggesting
partial obstruction. Abdominal ultrasonograph
was unremarkable, Contrast enhanced CT scan
abdomen and pelvis revealed an ileo-ileal intus-
susception in the terminal ileum with normal
pattern of mesenteric vessels and fat around it.
The patient underwent a laparoscopically assist-
ed segmented resection of terminal ileum with
end to end single layer, interrupted, extramu-
cosal ileoileal anastomosis for an intussuscep-
tion found approximately 44 feet from ileocecal
junction (figure 1).

The gross examination of the specimen showed a
pear shape, broad based, pedunculated, polypoi-
dallesion approximately 3x2.5Scm with asmooth
mucosal surface (figure 2). Microscopically the
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Figure 1: Laparoscopic View of the Ileo-Ileal Intussusception

lesion had a loose fibromyxoid background with
frequent and regular whorled fibroblastic reac-
tion around vascular patterns, interspersed in a
rich eosinophil mixed inflammatory infiltrate
composed of lymhocytes, plasma cells, mac-
rophages and mast cells. No definite glandular
pattern seen. The findings were consistent with
the diagnosis of an IFP.

The patient was discharged on the 4th post oper-
ative day after uneventful recovery with the last
follow up done six months after the operation.

Discussion:

Inflammatory fibroid plops (IFP) are benign
non-metastasing tumours of the digestive
tract”. The most commonly affected site is the
stomach and particularly the gastric antrum
(70% of cases) where an incidence of 4.5% of
all gastric polyps has been reported, followed by
the small bowel (20% of cases). Rare cases have
been described in the rectum, duodenum and
oesophagus (the distal third being the common-
est site)®. Gastric polyps tend to be significantly
smaller than intestinal polyps®. IFP has peak
prevalence in the Sth and 6th decades of life and
has no sex predilection. Recurrence in a familial
setting has been reported™.

Grossly, IFP generally presents as a greyish or
yellowish-grey sessile or pedunculated polypoid
lesion of an average diameter of 2.5 to Scm and
commonly with ulceration of the covering mu-
cosal surface*®”?. The polyp usually arises from
the submucosal region and projects into the lu-
men of the bowel. Although rare, intra-lesional
haemorrhage is possible and assumed to be re-
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Figure 2: Gross anatomy of the resected bowel segment

lated to mechanical trauma in lesions localized
in the small bowel with intussusception®. The
muscle coats may be infiltrated and destroyed
and more rarely penetration of the serous layer
has been described but has been considered to
be of no clinical significance, as demonstrated
by the benign course®.

Histologically IFP presents as a well circum-
scribed unencapsulated, submucosal mass com-
posed of fibrous, oedematous and richly vascu-
larised tissue®”'2. The tumour is composed of
two types of cellular elements": proliferating
spindle and stellate cells of supposed fibroblas-
tic origin and polymorphous inflammatory cells
comprising eosinophilic leukocytes or lympho-
cytes, the latter being occasionally accumulated
in rudimentary lymph follicles. The extracellular
substance appears abundant, myxoid and con-
tains reticuline, collagenous and elastic fibers. In
a substantial proportion of cases the proliferat-
ing spindle cells are arranged in concentric for-
mations (onion skin-like pattern) around vessels
and mucosal glands.

Clinical presentation is dependent on the size,
location or complications of IFP°. Epigastric
pain and bleeding are the most common symp-
toms in those of the stomach and the intestine,
colicky abdominal pain and obstructive symp-
toms due to induced intussusception. In the oe-
sophagus the rare case of FPI can present with
bleeding, dysphagia or reflux symptoms>'*.

Although it is generally considered not to be a
real tumor but rather a reaction to some form
of inflammatory stimulant (bacterial, physical,
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traumatic, chemical or metabolic), the histogen-
esis of IFP remains controversial**'"'2, The fact
that the lesion is nearly always solitary has sug-
gested that it could be initiated by a very focused
factor penetrating the mucosa to produce a local
vasculo-stromal reactive proliferation like in cu-

taneous pyogenic granuloma.

Immunohistochemical studies have largely re-
futed the previously suggested neural or vascu-
lar nature as well as the muscular origin®. Other
studies have supported a histiocytic, fibrohis-
tiocytic or essentially fibroblastic nature of the

lesion.

Radiological diagnosis of intususception is often
made by ultrasound especially in the paediatric
population'>'¢. In adults the diagnosis is in gen-
eral easily made by means of CT or MRI'®. These
techniques have some limitations in determin-
ing exactly the primary disease causing intussus-
ception but they provide excellent pre-operative
evaluation, including the possible extension
and/or dissemination of malignant tumor, and
may also be useful in suggesting the presence of

vascular compromise'S.

Conclusion:

Intussusception is a rare case of adult small
bowel obstruction and IFP is one of the least
common causes of this rare condition. Al-
though IFPs are benign lesions, surgery is the
only treatment when they present with bowel

obstruction.
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