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Adult intussusception represents 5% of all intussusceptions and 1% of all bowel obstructions. In adults, it is
often associated with a systemic disease, such as acquired immune deficiency syndrome (AIDS), and is usually
caused by a focal pathologic process at the point of the intussusceptum. In these patients, diagnosis is often delayed,
mainly because of the nonspecific and prolonged nature of the symptoms and because of the extensive differential
diagnosis of nonsurgical abdominal conditions.*? Leucocyte count is rarely increased because of the depressed
immune response. We present here the case of a patient with AIDS, who developed an ileocolic intussusception after
laparoscopic appendectomy. The clinical and radiographic findings are ‘described.

Case Report

An HIV-positive 37-year-old woman, with a CD4 count of 150 cells per cubic millimeter, was admitted for
abdominal pain associated with nausea and vomiting. Pain without rebound tenderness was maximal in the right
lower quadrant. Her temperature was 37.8°C and leukocyte count was 12.5 g/L. The abdominal ultrasound was
inconclusive. The patient underwent an exploratory laparoscopy that showed an inflamed appendix. Histology
confirmed the diagnosis of acute appendicitis. She was discharged the following day but was readmitted 48 hours
later, with a recurrent, incapacitating abdominal pain. On plain abdominal film, there were signs of a small bowel
ileus. Intussusception was suggested on the CT scan by a typical target image, with low-attenuation mesenteric fat
surrounded by high-attenuation bowel wall (Figure 1).® Ileocolic intussusception was confirmed at laparotomy.
However, no pathologic lead point could be found. Reduction was possible without the need for resection. The
patient recovered uneventfully.
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Figure 1. CT scan shows a typical target-shaped intussusception with low attenuation
mesenteric fat (arrow) surrounded by high attenuation bowel wall.



Bowel Intussusception in a Patient with Human Immunodeficiency Virus Infection

Discussion

Intussusception is defined as the invagination of one segment of the bowel into another. Intraluminal tumors,
submucosal edema, or any process that can cause dysrhythmic contractions of the bowel muscle may initiate an
intussusception. In adults, colon intussusception is most commonly due to malignancy, while small bowel
intussusception is more likely due to a benign tumor. A number of gastrointestinal manifestations of AIDS,
including lymphoma, cytomegalovirus colitis or Kaposi's sarcoma can also potentially initiate an intussusception.

The radiologic signs of intussusception on CT scan are very specific. The distended loop of bowel (called the
intussuscipiens) has an apparent thickened wall that actually consists of two layers of bowel resulting from the
invagination of the intussusceptum. The intussusceptum usually occupies an eccentric position, being displaced by
the attached mesentery to the antimesenteric side. The image may sometime suggest other causes of bowel wall
thickening, such as ischemia, neoplasm or inflammatory bowel disease,* but contrast enhancing of the mesenteric
vessels supports the diagnosis.

Patients with AIDS are at risk for a number of small bowel processes that may act as lead points for
intussusception. Among these are the numerous types of hypersecretory infectious enteritis to which AIDS patients
are prone, and that can cause intrinsic small bowel inflammation and lymphoid hyperplasia.> A motility dysfunction
of neuroendocrine origin has been proposed as a mechanism of intussusception in those cases where no lead point
could be found.® In our patient, no pathological process could be demonstrated. It is unclear, however, whether the
suggested motility dysfunction was associated with an AIDS-related neuroendocrine disorder, or to the close
proximity of the resected appendix to the intussusception site.

AlDS-associated intussusception in the adult is an entity with an unknown frequency. The condition may be
more common than clinically appreciated and requires a high degree of suspicion, given the scope of abdominal
pathologies susceptible to producing intermittent abdominal colicky pains in AIDS patients. CT scan is helpful in
diagnosing intussusception and should be obtained in AIDS patients with violent abdominal pain of unclear origin.
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