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Case Report 
 

Abstract: Intussusception is a relatively frequent cause of bowel 
obstruction in infancy (the first 2 years of life) but accounts for 
only 2% of bowel obstruction in the adult population. The 
median age of presentation in adults with intussusception is the 
sixth to seventh decade. The etiology of intussusception differs 
greatly between adult and pediatric patients. In the vast majority 
of adult intussusceptions, there is a demonstrable inflammatory 
lesion or a neoplasm that is malignant in almost 50% of patients. 
We report a rare case of jejuno-jejunal intussusception in a 6 year 
young female secondary to rare solitary peutz jeghers polyp. She 
was treated with wide surgical resection and anastomosis and she 
recovered fully. 
 

Introduction  
Intussusception refers to a condition where one segment 
of the intestine becomes drawn in to the lumen of the 
proximal segment of the bowel. It usually is seen in the 
pediatric population, where the cecum intussuscepts in 
to the ileum (ileocolic intussusception). In children, it is 
often an idiopathic condition and treated nonsurgically 
by radiologic reduction. Adult intussusceptions are far 
less common, and usually have a distinct pathologic 
lead point, which can be malignant in up to one half of 
cases.  They commonly present with a history of 
intermittent abdominal pain and signs and symptoms of 
bowel obstruction. CT scan is the investigation of 
choice, where a "target sign" may be seen. Treatment is 
surgical resection of the involved segment and the lead 
point, which needs to undergo pathologic evaluation to 
rule out an underlying malignancy. 
 

Case Report 
A 6-year-old female patient was referred by her general 
practitioner to the outpatient clinic with a 1 year history 

of anorexia and vague abdominal pain. Now she was 
complaining of colicky abdominal pain with h/o 2-3 
episodes of vomitings and constipation since 3 days. On 
general examination, she has pallor, tachycardia, 
hypotensive and was dehydrated. Examination of the 
abdomen revealed a distended abdomen and visible 
peristalsis with a large solid mass palpable at the Lt. 
lumbar and umbilical area. The mass was tender, non-
pulsatile, non-expansile and approximately 15 × 10 cm 
in size. An ultrasound scan of the abdomen and pelvis 
was done which reveals Target / pseudokidney sign, 
Proximal dilated bowel loops & Few adjacent enlarged 
LN s/o COLO-COLIC Intussusception. 
 

Surgery 
After discussion, it was decided that surgical 
management was needed in the form of  Exploratory 
Laparotomy with management of intussusception and 
Intraop resection anastomosis of ? gangrenous loop for 
diagnostic purpose and also for symptomatic reasons. 
After a Rt. paramedian laparotomy incision, we noted 
that jejunojejunal intussusception located 
approximately 60 cm distal to the duodenojejunal 
flexure. After intussusception reduction, a single, soft, 
sessile polypoid mass, 4 × 4 × 2 cm in size,  was found, 
forming the leading edge of the intussusception. The 
abnormal jejunal segment was resected, and an end-to-
end anastomosis was performed. The resected specimen 
of jejunum was 12-cm long. Anastomosis was done in 2 
layers with MERSILK 2-0 and patency was confirmed 
with no leakage. Peritoneal pelvic drain was kept. 

 

Intraop Findings 
 

     
 

 
 

 
 



Meghraj Chawada, Utkarsh Ghavghave 

International Journal of Recent Trends in Science And Technology, ISSN 2277-2812 E-ISSN 2249-8109, Volume 5, Issue 3, 2013                                 Page 142 

Histopathology Reports 
The pathologist later reported sessile multinodular mass 
of 4 × 3.5 × 2 cm with few black areas s/o 
haemorrhages with greyish white colour on cut section. 
On microscopy lesion shows Glandular epithelium 

resting on branching smooth muscles with normal 
epithelium of small intestine, intervening stroma 
between glands showing polymorphs, lymphocytes & 
plasma cells with areas of ischaemic haemorrhagic 
necrosis due to intussusception.

 

Immunohistochemistry 
Immuno histochemistry was consistant with smooth muscle actin suggestive of Peutz Jeghars polyp. 
 

  
 

  
 

Outcome and Follow Up 
•  Post-operative period was uneventful. Patient was kept 

nil by mouth for 5 days. 
•  RT was removed on 3rd post op day. 
•  Check dressing on 3rd day revealed healthy stitches and 

no e/o stitch abscess or soakage. 
•  Patient was taking full orally by 4th post op day. 
•  Patient passed stool on 4th day. 
•  Drain count was nil by 5th day & drain was removed on 

5th post day. 
Patient was maintained on IV antibiotics and fluids for 
5 days and was shifted to oral antibiotics on 6th day 
followed by discharge. 
 

Discussion 
Solitary jejunal polyps are extremely rare entities in 
both pediatric and adult populations. Jejunal polyps 
usually occur in the context of polyposis syndromes 
such as PJS [1] and familial adenomatous polyposis [2]. 
When symptomatic, small bowel polyps are usually 
detected in the context of acute gastrointestinal 
obstruction on intussusception [3] or of massive 
gastrointestinal bleeding. However, our patient 
presented with subacute obstructive symptoms and  
fixed intussusception. The diagnostic delay was due to 
the paucisymptomatic character of both symptoms[4]. 
Nevertheless, small bowel polyps, in contrast to similar 
lesions in the large intestine, tend to present late in their 
course and are difficult to diagnose [5]. The small 
bowel is indeed the most difficult intestinal segment to 
evaluate because of its central position, length, and 

complex looped configuration. Wireless capsule 
endoscopy is therefore an excellent diagnostic tool for 
the exploration of small bowel lesions [6]. This 
technique was not available in pediatric practice during 
our patient's series of investigations. Imaging remains a 
useful component of clinical management for such 
localization [7]. 
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