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Background A 56-year-old female with exercise-induced sharp abdominal pain and intermittent hematochezia was 
found to have ileocolic intussusception with a benign organic lead point.

Summary This otherwise healthy patient presented asymptomatically as a referral to surgical services following 
the identification of an approximately 20 cm ileocolic intussusception on computed tomography. She 
was undergoing a prolonged outpatient workup for abdominal pain and fecal urgency exacerbated 
by exercise over the preceding year. Workup included a colonoscopy with normal colonic and 
terminal ileal mucosa. She was maintained on a regimen of stool softeners and dietary and lifestyle 
modifications. Notably, the patient had no obstructive symptoms, was tolerating a normal diet, and 
had normal nutritional status. On exam, she had a benign abdomen and all lab values, including a 
carcinoembryonic antigen, were within normal limits. She was taken to the operating room for a 
laparoscopic converted to open reduction of the intussusception followed by resection of the ileal 
mass with primary entero-enteric anastomosis. She had an uncomplicated recovery and had resolution 
of abdominal pain postoperatively. Final pathology revealed an inflammatory fibroid polyp.

Conclusion Adult ileocolic intussusception is an uncommon cause of abdominal pain with non-specific 
presenting symptoms, exercise-induced pain, and fecal urgency in this patient. Early cross-sectional 
imaging can facilitate definitive surgical management. Although malignancy must remain in the 
differential, reduction of intussusception before resection should be considered to preserve bowel 
length in cases where oncologic lymph node resection is unnecessary.
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Case Description
Adult intussusception is rare and is usually associated with 
an organic lead point, raising concern for malignancy. 
Diagnosis is challenging due to intermittent non-specific 
symptoms. This is the case of an adult with an atypical 
presentation of chronic ileocolic intussusception due to an 
uncommon benign tumor: an inflammatory fibroid polyp.

The patient is an active, healthy 56-year-old female with 
a medical and surgical history remarkable only for small 
uterine fibroids and a laparoscopic tubal ligation. She 
reported experiencing exercise-induced sharp abdominal 
pain followed by fecal urgency, loose stools, and intermit-
tent hematochezia over the preceding year. Her outpatient 
workup began with an unremarkable colonoscopy. She was 
treated with stool softeners and dietary and lifestyle modi-
fications without improvement. 

Approximately one year later, computed tomography (CT) 
of the abdomen and pelvis revealed long-segment ileocolic 
intussusception with a soft tissue mass at the distal end 
of the intussusceptum (Figure 1). Oral contrast passed the 

point of intussusception, and there was no proximal bowel 
dilatation. Due to this imaging finding, the patient was 
asked to present to the emergency department for an ini-
tial surgical evaluation.

On presentation, the patient denied current pain or bleed-
ing and reiterated the above history, now with spontaneous 
pain episodes for one month. She tolerated her diet, passed 
flatus, and denied night sweats or weight loss. On exam, 
she had normal vital signs and a soft, nontender, nondis-
tended abdomen. Laboratory evaluation demonstrated 
a normal lactate: 1.3 mmol/L (0.5-2.2 mmol/L), white 
blood cell count: 6.2 K/UL (4.2-9.4 K/UL), hemoglobin: 
12.9 g/dL (11.9-15.3 g/dL), creatinine: 0.75 mg/dL (0.5-
0.9 mg/dL), and albumin: 4.4 g/dL (3.5-5.2 g/dL). Her 
carcinoembryonic antigen (CEA) was within normal lim-
its at 2.5 ng/mL (0.2-4.7 ng/mL).

Due to the unclear duration of long-segment intussus-
ception and concern for impending bowel ischemia, the 
patient went to the operating room for diagnostic lapa-
roscopy. An ileal intussusceptum was identified within the 

Figure 1. Abdominal CT Imaging of Ileocolic Intussusception. Published with Permission

Representative axial views with A) long segment and B) classic “target sign” C) coronal view with long segment ileocolic intussusception. Red arrows highlight area of 
intussusception.
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ascending colon. The liver and peritoneal surfaces were 
grossly normal. Given the normal CEA and recent nor-
mal colonoscopy, suspicion for a right-sided colon cancer 
was low. A lower midline laparotomy was performed and 
approximately 20 cm of intussusceptum was reduced until 
a firm, smooth, rubbery ileal mass was encountered. This 
4 × 3 cm mass was adherent to bowel with enlarged mes-
enteric lymph nodes (Figure 2). The decision to reduce the 
intussusceptum prior to resection enabled the preservation 
of bowel length with the option for interval oncologic 
resection if warranted after final pathology.

The mass and associated mesentery were resected with a 
margin of healthy ileum on either side. An end-to-end 
hand-sewn anastomosis was performed due to a short dis-
tal terminal ileum; this allowed the preservation of the ile-
ocecal valve. The patient recovered uneventfully and was 
discharged home on postoperative day 1.

Final pathology revealed a poorly-circumscribed pro-
liferation of bland spindle cells in a fibromyxoid stroma 
with prominent eosinophils. Immunohistochemical stains 
included negative S100, CD117, smooth muscle actin, 
and positive CD34 in the spindle cells of interest, con-
sistent with the rare, benign diagnosis of inflammatory 
fibroid polyp (IFP).1

At the four-month follow-up, the patient had resolution 
of her preoperative abdominal pain, however persistent 
constipation, and intermittent diarrhea. She followed with 
gastroenterology and was started on Linaclotide in addi-
tion to as-needed stool softeners for slow transit constipa-
tion.

Discussion
Adult intussusception accounts for just 5% of all intussus-
ceptions.2 In contrast to pediatrics, where most cases lack 
a pathologic lead point, an organic tumor is identified in 
70-90% of adults.3-5 Although ileocolic intussusception is 
predominant in children, it accounts for less than 25% of 
adult cases.5-7 Lead-point pathology is diverse, including 
benign entities such as adenoma and hemangioma, as well 
as malignancies such as adenocarcinoma, gastrointestinal 
stromal tumor, or lymphoma.4

To our knowledge, the presentation of chronic ileocolic 
intussusception with exercise-induced abdominal pain has 
not been previously described. The etiology of pain may be 
secondary to exercise-induced decreased splanchnic blood 
flow8 in the setting of venous mesenteric congestion with-
in the intussusceptum, leading to impaired bowel perfu-
sion. Adults with intussusception often report chronic and 
intermittent symptoms, leading to a delay in diagnosis.9,10 
CT scan is sensitive for intussusception3 and can identify 
an organic tumor if present. Early cross-sectional imaging 
should be considered in patients with atypical abdominal 
pain.

The classic triad seen in children of cramping abdominal 
pain, tender abdominal mass, and bloody diarrhea is rarely 
seen in adults.11 Adult presenting symptoms are variable 
across the literature. Some report the most frequent symp-
tom is obstruction,2 while others report abdominal pain 
(55%).5 In cases with a pathologic lead point, the most 
common presentation is obstruction.11 This case highlights 
that intussusception should remain on the differential for 
abdominal pain in cases without obstructive symptoms.

Although the lead point in enteric intussusception is 
benign in 50-75% of cases, ileocolic intussusception car-
ries a higher risk of malignancy.4,7,10 IFP is a rare cause of 
ileocolic intussusception, with only a few reported cases, 
most of which have presented as bowel obstruction.12-15 
One case presented with anemia and weight loss, mimick-
ing cecal adenocarcinoma.16

Approximately 4 × 3 cm mass with healthy-appearing ileum proximally and 
distally.

Figure 2. Small Bowel Mass Identified Intraoperatively. Published with 
Permission
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IFP was first described in 194917 and has been referred 
to by multiple names (gastric eosinophilic submucosal 
granuloma, hemangiopericytoma, polypoid myoenditheli-
oma, myxoma inflammatory pseudotumor).9 The major-
ity (70%) of IFPs are gastric, while just 23% are in the 
small bowel. Histologically, IFP is defined by eosinophilic 
inflammatory cells with immunohistochemical staining 
positive for CD34 and negative for CD117 and S100. 
Rapid growth can occur, but recurrence following resec-
tion is uncommon.1,18 The cause of IFPs is unknown; how-
ever, suggested etiologies include genetic, allergic, bacteri-
al, and physical irritants.1,12

There is debate over the appropriate management of adult 
intussusception.19 Due to the risk of malignancy and seed-
ing, reduction before resection remains controversial; how-
ever, may be safe in select cases.11,20 Some propose endo-
scopic reduction prior to surgical resection.13 Still, this 
may be challenging in cases of ileocolic intussusception, 
due to the inability to pass the ileocecal valve.5 In our case, 
we opted to reduce the intussusception surgically. This 
allowed the preservation of small bowel length and ileo-il-
eal anastomosis with preservation of the ileocecal valve.

Conclusion
Adult ileocolic intussusception is an uncommon cause of 
abdominal pain with non-specific presenting symptoms, 
exercise-induced pain, and fecal urgency in this patient. 
Early cross-sectional imaging can facilitate definitive sur-
gical management. Although malignancy must remain in 
the differential, reduction of intussusception before resec-
tion should be considered to preserve bowel length in cases 
where oncologic lymph node resection is not necessary.

Lessons Learned
Early cross-sectional imaging can be helpful in the workup 
of atypical adult abdominal pain. Although frequently due 
to a malignant lead-point, adult ileocolic intussusception 
can also be caused by benign tumors such as IFP. Reduc-
tion prior to resection should be considered in select cases 
of adult ileocolic intussusception.

Author Disclaimer
The opinions or assertions contained herein are the private 
ones of the authors and are not to be construed as official or 
reflecting the views of the Department of Defense, the Uni-
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