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Endometriosis causing intussusception of the
ileum into the colon

Endometrioza jako przyczyna wgtobienia jelita kretego do okreznicy
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Abstract

Intussusception of the caecum occurs about twenty times less frequently in adults as compared to children and in
90% of these cases is caused by intestinal tumors. Intussusception of the ileum usually causes intestinal obstruc-
tion which requires urgent surgical intervention. So far, only a few cases of intussusception due to the presence
of endometrial tumor have been described. The clinical course, imaging and laboratory tests are not specific for
endometriosis. The macroscopic appearance of the tumor during laparotomy is also not diagnostic. In case of en-
dometriosis, the diagnosis can only be made on the basis of the histopathological examination of the excised tumor.

In this report, we present the diagnostic process and treatment of a patient with intussusception of the ileun to
the ascending and transverse colon due to cecal tumor. During the operation, the surgeon suspected a cancerous
tumor and performed a right hemicolectomy. The final diagnosis of endometriosis was made on the basis of the
histopathological analysis.
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Streszczenie

Wafobienie katnicy wystepuje blisko dwudziestokrotnie rzadziej u dorostych niz u dzieci. W 90% przypadkow
gtowng jego przyczynag jest nowotwor jelita. Watobienie jelita kretego zazwyczaj powoduje niedroznosc jelit, ktora
wymaga pilnej interwencji chirurgicznej. Dotychczas opisano tylko kilka przypadkow wgtobienia z powodu guza
endometrialnego. Badania przebiegu klinicznego, obrazowe i laboratoryjne nie sg specyficzne dla endometriozy.
Makroskopowy wyglad guza w laparotomii nie jest diagnostyczny. W praktyce, w przypadku endometriozy rozpo-
znanie moze by¢ postawione tylko w oparciu o badanie histopatologiczne wycietego guza.

W niniejszej pracy opisano diagnostyke i leczenie pacjentki z wgtobieniem jelita kretego do wstepnicy i poprzecz-
nicy z powodu nowotworu jelita slepego. Podczas operacji chirurg podejrzewajgc guz nowotworowy przeprowadzit
prawostronng hemikolektomie. Ostateczng diagnoze postawiono w oparciu o analize histopatologiczna.

Stowa kluczowe: endometrioza / wglobienie / niedroznos$¢ przewodu pokarmowego /
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Introduction

Intussusception of the intestines in adults occurs sporadically
as compared to children (5% and 95%, respectively). Adult
intussusception is usually caused by benign and malignant
tumors. Endometriosis is a rare cause of intussusception [1].
The frequency of endometriosis ranges from 3.8% to 37% [2,
3]. The basis for the development of endometriosis are uterine
cells which migrate to the organs of the peritoneal cavity. The
pathogenesis of the disease remains unclear [4]. Endometrial
foci are most frequently localized in the organs of the lesser
pelvis at the site of the uterosacral ligaments, the vicinity of the
ovaries, the rectouterine, pouch and the uterovesical pouch [5,
6]. Endometrial invasion of solid organs is exceptionally rare [7-
9]. Infertility increases the risk of developing endometriosis to
50% [10-12]. The most frequent complication of endometriosis,
requiring surgical intervention, is gastrointestinal obstruction. In
this report we present a case of a patient with endometrial tumor
at the level of caecum causing intussusception of the ileum to the
transverse colon.

Case report

A 39-year-old female was admitted to the Department of
Internal Medicine, Maritime Hospital, Gdynia due to diarrhea
accompanied by epigastric and right mid-abdominal pain. The
pain began 7 days previously and its intensity reached 7 points on
the VAS scale [13]. The patient reported regular menstrual cycles
and one physiological birth. Recent medical history included a
pelvic inflammatory disease, successfully treated with antibiotics
one month prior to admission. Surgical history included two
laparotomies to remove myomas, 10 and 11 years prior. During a
physical examination, the surgeon palpated a fist-sized tumor in
the right mid-abdomen. There was no abdominal guarding and
the peritonitis signs were negative. On auscultation, peristalsis
was increased without signs of obstruction (no ‘metallic sounds’).
The per rectum examination was negative. (Figure 4).

The gynecological and transvaginal ultrasound revealed
the presence of a uterine myoma and a left ovarian cyst. The
gastrointestinal x-ray showed stoppage of the barium at the level
of the ileocecal valve and a blurred picture of the right side of
the abdomen. No fluid levels were seen and partial obstruction
was diagnosed. The abdominal ultrasound revealed dilation of the
ascending and transverse colon up to 67 mm for a length of 25
cm. (Figure 3). Abdominal computer tomography showed a colon
containing the intussuscepted ileum with gas bubbles in its walls.
Based on the clinical picture and the imaging study, the patient
was qualified for exploratory laparotomy. (Figure 1).

The intraoperative examination revealed intussusception of a
30 cm-long section of the ileum with the mesoileum. During the
reduction of the ileum, a tumor of the caecum and an edematous
appendix were visualized. Due to suspicion of malignancy, a right
hemicolectomy with ileo-transversal anastomosis was performed.
The postoperative period was uneventful and the patient was
discharged on day 5. Macroscopically, the tumor was 5x4cm
in size and infiltrating the entire thickness of the caecum. The
microscopic examination confirmed endometriosis infiltrating the
serous, muscular and mucosal layers. The adjacent lymph nodes
were inflamed. The immunohistochemical examination was
positive for cytokeratin 7 and CD10 factor, while negative for
cytokeratin 20. (Figure 2).

Figure 1.

Figure 2.
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Figure 3. Figure 5.

Discussion

Only 5% of intussusception cases occur in adults. It
frequently causes intestinal obstruction. Based on an analysis of
58 patients, Azar and Berger demonstrated that organic changes
are the most frequent (93%) cause of intussusception, of which
52% were benign tumors and 48% were neoplasms [14].

In a similar analysis of 34 patients, Studenbord and
Thorbjarnarson showed that the most frequent symptoms of
intussusception were: pain (89%), nausea (82%) and emesis
(74%) [15]. Although 24% of these patients had a palpable
tumor on physical examination, none of the cases mentioned
endometriosis. Symptoms of intussusception are not specific,
therefore they may suggest exacerbations of many chronic
diseases and present a diagnostic challenge.

Endometrial foci may slow peristalsis and cause
mechanical obstruction, but they seldom cause intussusception
[16-18]. Intussusception due to endometriosis occurs rarely,
therefore there are no reliable statistical sources regarding this
complication. Despite detailed examination and diagnostic tests
(USG, CT), performed as suggested among others in a study
by Basta, Brucka, Gorski et al. [19], the real cause of all the
symptoms was not known until histopathological examination.
For these reasons, case reports describing clinical presentation,
diagnosis and treatment outcome of endometriosis have a greater
applicability in clinical practice. (Figure 5).

Figure 4.
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