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Abstract

Background lleocolic intussusception is a rare condition that is difficult to diagnose. A pathological lead point, usu-
ally malignant, is often the cause of adult intussusception. In emergency scenarios, radiologists must be able to iden-
tify this entity and its causes and express their opinions on associated complications.

Case presentation The hospital's emergency room admitted a 75-year-old woman who was suffering from intermit-
tent abdominal pain and constipation. An abdominal contrast-enhanced computed tomography revealed a long
giant ileocolic intussusception. Considering the clinical stability and the absence of signs of complications on CT,

the patient did not undergo an urgent surgical procedure but underwent a colonoscopy the following day. Surpris-
ingly, the colonoscopy highlighted the spontaneous resolution and revealed the presence of the three tumour lead
points in the cecum and ascending colon. A CT was performed after the colonoscopy, confirming the intussuscep-
tion’s resolution. The surgeon performed a right oncological hemicolectomy. The malignant lead points on histologi-
cal examination were moderate to poorly differentiated adenocarcinomas.

Conclusions A giant and long ileocolic intussusception with a long embedded visceral segment (the python colon
sign) could suggest pathological lead points in the cecum and ascending colon. Despite the large size, a spontane-
ous resolution of the python colon is possible. In this scenario, even if, on imaging, it is impossible to macroscopically
identify a lead point, in cases of giant and long ileocolic intussusceptions, every effort must be undertaken to search
for the cause of the intussusception.
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Background

Ileocolic or colocolic intussusception is a rare condition
less common to intussusception of the small intestine
[1]. Nearly 90% of adult cases of intussusception have a
pathological lead point (generally malignant in the large
bowel and benign in the small one) [2].

Without specific signs, physicians usually require
imaging to make a diagnosis. Abdominal CT, with the
renowned bowel-within-bowel configuration, is the most
accurate radiological modality for diagnosing intussus-
ception in adults [2].

Adult intussusception begins with a lead point, which
serves as a focal point of traction, drawing the proximal
bowel within the distal one beyond the neoplastic bowel
situs. The intussuscepted segment’s continued peristal-
tic contractions cause the symptoms [3]. With continued
invagination and oedema, the vascular flow to the bowel
becomes compromised, resulting in ischaemia to the
affected segment, which, if not treated, can lead to necro-
sis and perforation. Understanding the imaging spec-
trum of intussusception and its associated pathological
lead points is critical for recognising and treating these
patients [3].

Preoperative imaging can be challenging in establish-
ing the diagnosis of ileocolic intussusception and its
complications.

This case presents some CT findings that facilitate a
prompt diagnosis of this uncommon condition.

We consider, to the best of our knowledge, our case a
unique case because it describes a voluminous and long
ileocolic portion swallowed up to the mid-distal transver-
sus similar to a giant python that has swallowed a volu-
minous prey which surprisingly resolved spontaneously,
caused by three malignant leads points. Therefore, the
uniqueness of the case presented, in our opinion, lies in
the exceptional length of the intussusception and the sur-
prising spontaneous resolution. Therefore, we speculate
that multiple lead points, rather than just one, may con-
tribute to generating giant intussusceptions. Therefore,
searching for more than one pathological lead point is
necessary.

Case presentation

A 70-year-old woman came to our hospital’s emergency
room with nausea, vomiting, 24 h of generalised intense
and intermittent abdominal pain, and constipation over
the past two days. The patient showed no signs of perito-
nism. The patient’s medical and surgical history was non-
specific. The patient exhibited typical vital signs and body
temperature. Laboratory tests indicated a white blood
cell count of 9500 cells/mm3 and a haemoglobin count of
12 g/dL. There were no further particular findings.
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An abdominal contrast-enhanced computed tomogra-
phy revealed a long giant ileocolic intussusception, about
30 cm, with mechanical obstruction and three tumour
masses of the ascending colon, the ileocecal valve and the
cecum (Figs. 1, 2, and 3).

Due to the stability of the clinical conditions and the
absence of signs of perforation, necrosis, or vascular
compromise, the patient was a candidate for a colonos-
copy the day following the night of hospitalisation to
confirm the radiological appearance of intussusception
ileocolic. The following day, surprisingly, the colonoscopy
highlighted the spontaneous resolution of the extended
intussusception ileocolic and confirmed the presence of
the three tumour lead points in the cecum and proximal
ascending colon. A few hours after the colonoscopy, the
medical team performed an unenhanced CT scan and
confirmed the resolution of the giant ileocolic intussus-
ception (Fig. 4). The colonoscopy confirmed the tumour
lead points, and the patient was a candidate for the dedi-
cated oncological surgery procedure.

A right oncological hemicolectomy and lymph node
dissection were performed (Fig. 2). The hospital dis-
charged the patient without complications ten days after
surgery.

On histological examination, the malignant lead points
revealed moderate to poorly differentiated adenocarci-
nomas, one of which had diffuse mucinous aspects, with
ulcerated aspects and infiltration of the visceral wall up
to the muscular layer. The three malignant lead points
showed dimensions of 4.5, 3 and 1.5 cm, respectively; no
metastatic lymph nodes accompanying tumours.

Discussion

Intussusception in adults is rare, accounting for less than
5% of all cases of intussusception and 1-2% of bowel
obstructions [4].

Children commonly experience intussusception, which
presents with cramping abdominal pain, bloody diar-
rhoea, and a palpable tender mass. It can affect any part
of the gastrointestinal tract but is most commonly associ-
ated with the small intestine. Unlike children, nearly 90%
of adult cases have a pathological malignant or benign
lead point [1, 2, 5].

Ileocecal intussusception can start with a lead point
in the colon, ileum, or appendix [1]. The lead point may
reside within the lumen of the bowel, within the wall,
or outside the wall; in 60% of cases, the lead point is a
tumour, malignant, or benign, while in the other 40%, it is
related to adhesions or phlogistic and inflammatory con-
ditions [6].

Traditionally, academics categorise intestinal intussus-
ception into four subtypes based on its point of origin,
extension, and propagation. Type 1, called the enteric
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Fig. 1 Contrast-enhanced abdominal CT scan showing a heterogeneous abdominal soft tissue mass: A: Coronal view shows the ileocolonic
intussusception as a sausage-shaped lesion (green arrowheads). Asterisk in A, E and F represents the cecum and the terminal ileum
with the respective mesentery, invaginated inside the mid-proximal transverse colon. The blue arrowheads in B, D, E and F represent the arterial
and venous mesenteric vessels that accompany the invaginated intestine into the lumen of the colon. Target sign (orange arrowhead) in D
on axial view as a typical sign of bowel intussusception. Entrance of the intussusception (green arrow in C) on axial CT images in the shape

of a“'mushroom”. The yellow arrowheads in the coronal CT images in A represent the areas of neoplastic tissue that are the lead points responsible
for intussusception

Fig. 2 A Sausage sign on coronal CT view, B Surgical specimen revealed the three tumour masses in ileocecal valve and caecum, C Target sign
on CT sagittal view
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Fig. 3 A Gate of intussusception or mouth of the python where vessels, loops and mesenteric structures converge at the entrance as they sink. B
Giant and long ileocolic intussusception with the downstream colon of normal calibre simulating the condition in which a python has swallowed
alarge part of a prey swelling proximally
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Fig.4 An unenhanced CT scan performed a few hours after the colonoscopy (coronal planes A and B; axial plane D) showed the resolution

of the giant ileocolic intussusception. Yellow arrowheads in A, B, C and D) indicate that intussusception unoccupied the transverse colon. The green
arrows in A, B, and D in the coronal and axial images indicate that the caecum and ascending colon are still oedematous but without residual
intussusception. A small effusion layer (asterisk in A, B and D) surrounds the cecum and terminal ileum. The contrast-enhanced CT examination

performed four days after resolution of the intussusception (coronal image in C) demonstrates (blue arrowhead) the tumour lead point
of the cecum with conspicuous enhancement
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type (49.5%), is confined to the involvement of only the
small intestine; in type 2, i.e. the ileocolic type (29.1%),
the ileum invaginates into the colon without invagination
of the vermiform appendix; in type 3, i.e. the ileocecal
type (13%) sees the cecum and ileum completely invagi-
nated into the ascending colon, while in type 4, the colo-
colonic type (19.9%), it is limited to involving the colon
or the rectum [6, 7].

Imaging is typically necessary when specific signs are
absent because the condition is associated with various
other diagnoses.

The abdominal CT is the most frequently used radio-
logical modality for diagnosing intussusception in adults
[2], with sensitivity ranges from 58 to 100%, depending
on the series reviewed providing answers to important
questions such as location, lesion type, vascular compro-
mise, and process extent [7-9].

There are three distinct patterns of intussusception,
depending on the seriousness and course of the disease
[8, 9]: the target-like appearance for the earliest stage,
the sausage-shaped, and pseudokidney if a vascular com-
promise occurs [9]. The classic “sausage sign” and “target
sign,” which have alternating low and high attenuation
areas, are generated by the layered overlap of the bowel
wall, mesenteric fat, and intestinal lumen contents [10].

The pseudokidney CT pattern indicates wall oedema
and thickening with vascular compromise. Loss of the
layers pattern, perivisceral fluid collection, and bowel
perforation may indicate intestinal necrosis, a severe
consequence of intussusception [9, 10].

Although CT is highly effective in identifying an intus-
susception, demonstrating the typical signs that allow
for an accurate diagnosis, CT cannot always identify the
cause of intussusception [10, 11]. Furthermore, the pos-
sibility of measuring the length of the intussusception
that CT offers is significant as short intussusceptions can
self-resolve and, on the contrary, as can be imagined, the
more involved and deeper ones are predisposed to more
severe complications and, therefore, require rapid surgi-
cal management [11-13].

While transient intussusception cases are typically
characterised by a short segment (2-3.5 cm) without
obstruction and can be managed conservatively without
surgery, it is worth noting that in adults, approximately
65% are caused by neoplasms, with a slightly higher rate
observed in intussusceptions involving the colon [10, 13].

As reported in full in the conclusions of the work by
Lvoff et al. [13], there is a cut-off of interception length,
which acts as a watershed in the wait-and-see or opera-
tional management of these patients; they specifically
contend that the length of intussusception plays a cru-
cial role in differentiating between the majority of small-
bowel intussusceptions identified through CT scans that
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resolve on their own and the minority that necessitate
surgical intervention. An intussusception with a less
than 3.5 cm measurement usually resolves spontaneously
without surgical intervention. Patients, whether symp-
tomatic or asymptomatic, can experience spontaneous
reduction of intussusceptions. [10]. Surgical resection
should be contemplated only as a final resort regarding
therapeutic options. Treatment should be customised
based on the patient’s comorbidities, clinical status, and
likelihood of malignancy [14, 15].

Our case appears particularly interesting because it
describes the spontaneous resolution of a giant and very
long ileocolic intussusception. However, at the same
time, it highlights how the abdomen contrast-enhanced
CT could identify the malignant lead points responsible
for the pathological intussusception.

CT appearance of an intussusception depends on sev-
eral factors, including the amount of invaginated mesen-
teric fat, the possible presence of single or multiple lead
points, benign or malignant, their shape and volume, and
the degree of intestinal wall oedema. Contrast-enhanced
CT can distinguish between lead point and non-lead
point intussusception. Although there may be consider-
able similarity in the CT findings, differentiation can be
achieved by identifying a leading mass separate from the
oedematous bowel [16—-18].

Conclusions

Adult intussusception is always difficult to diagnose.
Radiologists, particularly with the increasing use of abdo-
men CT in emergencies, must be prepared to correctly
identify this entity, determine its causes, and express
their opinions on associated complications. Patients with
vascular compromise, necrosis, or perforation require
emergency surgery, whereas in cases where no complica-
tions are present and the risk of malignancy is shallow,
a watchful waiting approach may be recommended. The
sign of the python colon could suggest the presence of
pathological lead points. Therefore, if identified, even if
the CT scan does not demonstrate possible lead points
or if the intussusception resolves spontaneously, every
effort must be undertaken to search for the cause of the
intussusception.

Abbreviation
CT  Computed tomography
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