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ABSTRACT 

Enteric intussusception in adults is usually associated with the presence of a lead point seen on abdominal computerized tomography. 

However, as intussusception in coeliac disease may not have a lead point, a surgical procedure is often indicated in order to exclude small 

bowel tumour. We present the case of a male patient who presented with asymptomatic small bowel intussusception. During exploratory 

laparoscopy, five enteric intussusceptions were detected and a suspicion for coeliac disease was raised. Postoperative duodenal biopsy and 

CD3 immunohistochemical staining confirmed the diagnosis of coeliac disease, Marsh type 1.
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LEARNING POINTS 

•	 Coeliac disease can present initially with multiple small bowel intussusceptions.

•	 Intussusceptions in coeliac disease present without a lead point.

•	 In such cases, diagnostic laparoscopy can help to establish the diagnosis. 

INTRODUCTION

Small bowel intussusception is rare in adults, but in children is the most frequent cause of small bowel obstruction [1, 2]. The small bowel is the 

most common site of ‘enteric’ intussusception, with an overall incidence rate of nearly 50% [3]. The cause is identified in 80–90% of adult 

cases [4]. Various benign and malignant conditions are associated with small bowel intussusception, for example coeliac disease, Crohn’s 

disease, Meckel’s diverticulum, adhesions, endometriosis, enteric polyps, tuberculosis, adenocarcinoma, carcinoid tumours, gastrointestinal 

stromal tumours, metastatic carcinoma and neuroendocrine tumours [2]. Benign lesions are the most common (60%), followed by small bowel 

malignancy (30%); the cause is unknown in 10% of cases [5].

The presence of a bowel lesion alters normal intestinal peristalsis by serving as ‘a lead point’ and causing the bowel to be telescoped into the 

following bowel segment. This results in intussusception (invagination) formation [6]. Due to the frequency of lead points and the possibility 

of a malignant tumour, surgery is advised in adults with diagnosed intussusception, in contrast to the approach in children, where hydrostatic 

reduction is the mainstay of treatment [7].
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CASE DESCRIPTION

A 25-year-old man with a body mass index of 20.8 (normal 18.5–24.9) presented without any symptoms of coeliac disease. He was diagnosed 

accidentally on computerized tomography (CT) urography (indicated by a urologist) performed because of dysuria. A contrast-enhanced 

abdominal CT scan detected intussusception of the proximal jejunal limb measuring 4 cm in length and without a visible lead point (Fig. 1). 

Magnetic resonance imaging (MRI) enterography with oral contrast (lactulose) was scheduled but due to the absence of other abdominal 

complaints the patient did not attend the scheduled examination. However, MRI was performed almost 4 months after the CT scan. It 

revealed a 6 cm jejunal segment with a thickened intestinal wall described by the radiologist as possible jejunal intussusception (Figs. 2 
and 3). Considering the age of the patient and the possibility of a malignant small bowel tumour, scheduled laparoscopic exploration was 

indicated.

Figure 1. Axial CT scan of the abdomen showing intussusception of the proximal jejunum 

(arrow)

Figure 2. Axial MRI of the abdomen showing the ‘target sign’ (arrow)
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Intussusception of the proximal jejunum was confirmed during laparoscopy. Further exploration revealed four points of enteric 

intussusception of the jejunum without signs of intestinal obstruction or vascular impairment of the intestines (Video 1). The remainder of 

the intra-abdominal findings were normal. Neither biopsy nor bowel resection were performed at this point. The postoperative period was 

uneventful and the patient was discharged at postoperative day 2.

Figure 3. Coronal MRI of the abdomen showing the ‘target sign’ (arrow)

Video 1. Different points of intussusception seen during 

laparoscopic exploration

Watch the video: https://youtu.be/IHnfmnIhbmI

Outpatient duodenoscopy with biopsy was performed after hospital discharge. Histopathology findings revealed oedema in the lamina 

propria with mononuclear inflammatory infiltration and a preserved villus to crypt ratio. CD3 immunohistochemical staining showed the 

presence of more than 20 intraepithelial lymphocytes per 100 epithelial cells, which confirmed the diagnosis of coeliac disease, Marsh type 

1.
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DISCUSSION

Coeliac disease in adults can present as asymptomatic (as in our case) or with constant or recurrent gastrointestinal and non-gastrointestinal 

symptoms. The most common of these symptoms are abdominal pain, diarrhoea, steatorrhoea, bloating, weight loss, fatigue, skin rash, 

arthralgia and depression [8]. Conditions associated with coeliac disease include dermatitis herpetiformis, recurrent aphthous ulcers, 

irritable bowel, iron deficiency anaemia, Down's syndrome, abnormal liver biochemistry, ataxia of unknown cause and Addison's disease [8].

Various tools are used for diagnosis. Tissue transglutaminase antibodies detected by blood tests are sensitive and specific diagnostic 

markers in patients with coeliac disease. If available, , duodenoscopy with biopsy is the next diagnostic step. In case of a positive antibody 

test but negative biopsy finding, video capsule endoscopy is indicated [9]. Positive biopsy findings are classified according to the modified 

Marsh-Oberhuber classification used for disease severity [10]. Additional CD3 immunohistochemical staining is used in case of serological 

and biopsy discrepancies as it has additional diagnostic value [11].

In cases of current abdominal pain (acute cases) due to intussusception, CT scanning can be used initially as a diagnostic tool. The presence 

of a ‘target sign’ should raise suspicion for coeliac disease [12]. Deficient CT and MRI scans in our case resulted in failure to detect the multiple 

intussusceptions and therefore, a minimally invasive surgical procedure was required in order to establish the diagnosis.
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