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Ileal–ileal intussusception secondary to multiple small  
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ABSTRACT

Introduction: Intussusception in adults is a rare 
pathology. Recurrent metastatic melanoma must be 
considered in patients with a history of cutaneous 
melanoma. However, cases where there are multiple 
deposits can present a surgical dilemma for clinicians.

Case Report: We present a case of a 52-year-old male 
with intussusception on a background of cutaneous 
melanoma in remission over 20 years ago. He received an 
emergency laparotomy and resection of the pathological 
lead point and intussuscepted bowel. Two other 5 mm 
small bowel deposits were left in situ due to distance apart 
from one another and were undetectable one month later 
on positron emission tomography (PET) after targeted 
immunotherapy.

Conclusion: This case underscores the importance 
of prompt surgical exploration in symptomatic adult 
intussusception, especially in patients with prior 
melanoma history regardless of length of time of 
remission. In such patients, pain alone without bowel 
obstruction may be enough to prompt exploration. 
Complete oncological resection offers potential survival 
benefits, although the management of multiple bowel 
metastases remains challenging. It may be reasonable to 
leave concurrent small bowel metastases in situ in order 
to avoid multiple or extensive small bowel resections in 
specific cases where deposits are miniscule.
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INTRODUCTION

Intussusception in the adult population is rare, 
accounting for only 5% of all intussusception cases and 
1% of all bowel obstruction cases [1, 2]. The classical triad 
of abdominal pain, palpable mass, and red-currant jelly 
stools common in the pediatric population is often absent 
in adults [3]. Contrasting the pediatric population with 
largely benign pathologies, 90% of cases in adults are 
secondary to pathology requiring surgical intervention 
[4]. Significantly, a malignant lead point occurs in 
approximately 65% of adults, necessitating consideration 
of an operative exploration and possible resection [5].

The role of melanoma in intussusception is even 
more rare. Although malignant melanoma frequently 
metastasizes to the gastrointestinal tract, hypothesized 
to be due to the rich blood supply to the small bowel, 
only 1.5–4.4% of gastrointestinal metastasis is 
detected prior to death, with intussusception making 
up only a portion of these [6, 7]. In cases of neoplasm 
induced intussusception, only 50% are from malignant 
neoplasms, and of these, approximately 50% are from 
metastatic melanoma [1, 2, 8]. Although this makes 
metastatic melanoma the most common malignant 
cause of small bowel intussusception, the overall 
incidence remains extremely rare [9].

Cases of multiple small bowel metastases present 
an added challenge to clinicians. Complete resection 
confers a higher survival rate, however, doing so can lead 
to high morbidity when metastases are widely spaced 
in the gastrointestinal tract. There is currently a lack of 
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evidence regarding best practice recommendations when 
there exist widely spaced small bowel metastases.

We present a rare case of ileo–ileal intussusception 
due to metastatic melanoma, with multiple concurrent 
small bowel deposits, recurring 20 years after initial 
diagnosis, immunotherapy and remission.

CASE REPORT

History
A 52-year-old male presented with a four week history 

of intermittent lower abdominal pain, associated with 
intermittently non-bloody, watery diarrhea. He denied 
any symptoms of bloating, nausea, or vomiting, and 
his bowels remained unobstructed. This was associated 
with a one month history of anorexia with 5 kg weight 
loss, and two month history of nocturnal diaphoresis. 
He had a history of previous cutaneous melanoma that 
was completely resected and treated with adjuvant 
immunotherapy more than 20 years ago.

Physical examination revealed a soft, non-distended 
abdomen, with a sausage-shaped mass in the right iliac 
fossa which was moderately tender but without signs of 
peritonism. His inflammatory markers, lactate, and vital 
signs were all within normal limits.

Subsequent computed tomography (CT) showed distal 
small bowel intussusception that was 9 cm in length, but 
without a clear lead point (Figures 1 and 2). There were 
no clear signs of bowel obstruction, however, 4 ill-defined 
hypodense liver lesions were identified in keeping with 
likely metastatic disease. Figure 2: Coronal image showing same intussusception of the 

ileum.

Figure 3: Ileal–ileal intussusception.

Figure 1. Axial image showing intussusception in the right lower 
abdomen.

Operation
He underwent same-day emergency lower midline 

laparotomy. Intraoperatively, a large malignant 
appearing lesion was found at the point of an irreducible 
intussusception, 30 cm proximal to the ileocecal valve 

(Figure 3), along with 3 other small bowel lesions, all 
less than 5 mm and widely spaced throughout the small 
bowel. The intussuscepted bowel, as well as an additional 
lesion 15 cm proximal, was resected en bloc, and a 
primary anastomosis was performed. Given the presence 
of metastatic disease, the need for adjuvant systemic 
immunotherapy was highly likely. Thus, we decided not 
to not perform multiple small bowel resections for the 
remaining lesions in an attempt to avoid the associated 
morbidity of such intervention, favoring surveillance in 
conjunction with systemic immunotherapy. The patient 
recovered and was discharged five days post-operatively 
without incident.

Follow-up
Histopathology returned confirming metastatic 

melanoma with lymphovascular invasions, clear margins, 
and no positive lymph nodes.
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He was subsequently referred to oncology who 
commenced ipilimumab and nivolumab combination 
immunotherapy. His PET scan one month later showed 
ongoing liver metastasis but no detectable small bowel 
disease. His two month post-operative CT showed 
improving liver metastasis but still not detectable small 
bowel disease. To date, his most recent five-month follow 
up PET-CT confirmed no small bowel disease and a 
decrease in avidity and number of liver metastasis.

DISCUSSION

In cases of intussusception complicated by bowel 
obstruction, the need for surgical intervention is clear. 
In adults, close monitoring of incidental, imaging 
discovered, intussusception is a recognized approach 
as many asymptomatic cases will spontaneously resolve 
[10]. The decision-making process becomes more 
complex when a previous history of melanoma exists.

In a study of 73 patients with intussusception and a 
history of previous melanoma, Perez et al. found that 64% 
of intussusception in asymptomatic patients resolved 
spontaneously without recurrence at three month follow-
up [10]. They concluded that close observation is not 
unreasonable in asymptomatic intussusception. As our 
case highlights, pain alone may be an indication that 
intussusception is unlikely to spontaneously resolve, and 
resection should be considered as a preemptive measure 
to prevent the evolution of bowel obstruction. However, 
acute complications and symptom relief are not the only 
factors clinicians must consider.

Intestinal metastatic melanoma is an aggressive entity 
with historically a median survival of 7.5 months [11]. A 
high index of suspicion for disease recurrence is needed in 
patients with intussusception and a history of melanoma 
to ensure early detection and management without delay. 
In such cases, surgical resection provides the added 
opportunity for histopathological diagnosis to guide 
ongoing treatment, while also definitively managing the 
intussusception.

Perez et al. found that 15 of their 16 patients with 
previous cutaneous melanoma who underwent surgical 
resection for symptomatic intussusception had confirmed 
melanoma on histopathology [10]. Thus, in patients 
undergoing surgical intervention, oncological resection 
with wide margins is recommended [10, 12]. In order 
to minimize the length of bowel requiring resection, 
reduction of the intussusception prior to resection has 
previously been recommended in select cases [13]. 
However, this recommendation is only relevant where the 
cause of intussusception is benign, given the unacceptable 
risk of intra-abdominal tumor dissemination in neoplastic 
cases, and the need for clear resection margins [14].

A study of 251 patients found that resection of 
abdominal metastases of melanoma conferred a 
statistically significant survival rate regardless of 
symptomology [11, 15]. Specifically, complete resection 

of intestinal metastatic melanoma conferred a 10 year 
survival of 54% versus 4% in patients treated with 
palliative surgery [16]. Others have been reported that 
surgical resection, especially when combined with 
modern immune checkpoint inhibitor immunotherapy 
such as ipilimumab and nivolumab, confers longer 
disease-free survivorship compared to resection or 
immunotherapy alone [17, 18]. Therefore the decision 
for complete surgical resection is straightforward in a 
patient with a solitary, or limited metastasis.  Conversely, 
a patient such as ours with widely spaced gastrointestinal 
metastasis presents a much more complex management 
dilemma. In our case, we felt the intestinal metastatic 
deposits were too far apart to remove with a single bowel 
resection without risking short bowel syndrome, but also 
too small in size to justify multiple bowel resections. Our 
patient has shown no small bowel disease progression at 
two months suggesting that leaving small tumor deposits 
in situ may be a viable option in select patients.

It is worth noting, however, that surveillance strategies 
for in situ lesions managed with immunotherapy remains 
an area of debate, and Fluorodeoxyglucose (FDG)-
PET-CT is the current recommendation regarding 
surveillance strategy; however, specific criteria have yet 
to be developed [19]. Furthermore, the risk versus benefit 
outcomes of either strategy needs to be considered on a 
patient–patient basis.

CONCLUSION

Intussusception secondary to metastatic melanoma is 
overall extremely rare. However, in patients with a history 
of previous melanoma, the chance of metastatic disease 
becomes highly probable. This holds true even in cases 
such as ours where the length of remission was over 20 
years. Clinicians should not wait for bowel obstruction as 
pain alone may be enough to justify surgical intervention. 
As such, clinicians should have a low threshold to 
surgically explore and consider oncological resection 
in order to maximize survival benefits, regardless of 
length of remission from original cutaneous melanoma. 
Larger studies to confirm rates of metastatic melanoma 
in patients with intussusception and previous history of 
cutaneous melanoma are needed. It may be reasonable to 
leave behind small deposits in cases of multiple lesions; 
however, more research is required.
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