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CT Findings of Invaginated Mesentery in Adult Intussusception
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The CT findings of invaginated mesentery in adult intussusception were analyzed in 12 patients
(three patients with four small bowel intussusceptions and nine patients with nine large bowel
intussusceptions). In all small bowel intussusceptions, the neck was located near the superior
mesenteric artery and vein (SMA & SMV) and showed a medial opening, and the vessels in the neck
showed a continuity to the left side of SMA & SMYV. In most of the large bowel intussusceptions,
the neck was located distant from SMA & SMV, and the vessels in the neck did not show continuity
to SMA & SMV.

The difference in CT findings between small and large bowel intussusception is attributed to the
difference in mesenteric anatomy ; the small bowel and its mesentery move freely in the peritoneal
cavity, whereas the large bowel is partially fixed to the retroperitoneum.
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Fig. 1

The diagram of intussusception

We evaluated the position of the neck (near or distant from SMA & SMV), the
opening direction (medial or lateral), and the vessels continuity to SMA & SMV.

Table 1 Summary of 13 Adult Intussusceptions

Case Age Chief Site Leading mass Exam. Location of neck Opening Vessel continuity
No. Sex complaint inrelationto  direction from neck to
SMA&SMV  of neck SMA & SMV
1(1) 46 F melena 1leoileal Peutz-Jeghers polyp CE-CT near medial  (+) to left side
(2) lleoileal Peutz-Jeghers polyp CE-CT near medial () to left side
2 65 M abd. pain Jejunojejunal (hematoma) P-CT near medial ) to left side
3 67 I abd. pain, vomiting Jejunojejunal Leiomyoma P-CT near medial () to left side
4 54 F abd. pain, diarrhea Ileocecal Adenoca. (stage II) CE-CT near lateral () to right side
5 58 F melena, abd. pain  Ileocecal (Edematous mucosa)  CE-CT near lateral ()
6 41 F asymptomatic lleocecal Leiomyosarcoma CE-CT distant medial &
7 74 F abd. pain Ileocecal Adenoca. (stage II) P-CT distant medial ()
8 45 M unknown Ileocecal Adenoca. CE-CT distant (down)*! ()
9 47 M asymptomatic lleocecal Peutz-Jeghers polyp CE-CT distant medial &)
10 34 M abd. pain Ileocecal Peutz-Jeghers polyp CE-CT distant (down) *' ()
11 60 M abd. pain, diarrhea  Colocolic (asc. colon) Adenoca. (stage Ill)  CE-CT distant lateral ()
12 76 F bloody stool Colocolic (desc.colon) Lipoma P-CT distant (wp)*> )
CE-CT : contrast enhanced CT, P-CT : plain (noncontrast) CT
*1 . downward opening
*2 . upright opening
(2) BAPEHSIE o346 $£6%5
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Fig. 2 (WD) (case 1) Two ileoileal intussusceptions caused by Peutz-Jegher's polyps
Noncontrast CT shows two ileoileal intussusceptions on both sides of the abdomen. The right one has a neck
opening medially near the main trunk of SMA (A) & SMV (A). The vessels ( ), which arise on the left side of SMA
& SMYV, turn to the neck of the intussusceptum ((4),(B)). The left one shows a similar pattern (C). The more caudal scan

(D) shows typical “multiple concentric rings”.
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Fig. 3(A)-(C) (case 2) Jejunojejunal intussusception with
necrotic returning wall of intussusceptum

Noncontrast CT shows the neck of intussusceptum
opening medially near the main trunk of SMA (A) &
SMV (A). The vessels (1) arising on the left side of
SMA & SMYV are continuous to the neck of intussusce-
ptum (4). The returning wall of intussusceptum shows
marked thickening (4 ), and there is localized fluid

collection ((B)T) inside the bowel wall. These findings
were thought to suggest necrotic intussusecption.

The gross specimen shows necrosis of the returning
wall accompanied by a localized fluid collection ((C)T)
between the returning and entering walls of intussusce-
ptum.

HAERSIE 534 H6%
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Fig. 4(A)-(C) (case 12) Colocolic intussusception with
lipoma of descending colon

The neck in the lateral abdomen without vessels
continuous to SMA (&) & SMV (A) is typical feature
of large bowel intussusception ((4), (B). More caudal
scan (C) shows lipoma (7)) at the apex of the intussusce-
ptum.
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Fig. 5(8), (B) (case 4) lleocecal intussusception caused
by adenocarcinoma of ileocecal valve

The intussusception crossing the abdomen shows U
shape near SMA & SMV, and the vein (1) which arises
on the right side of SMV (A) is continuous to the neck
of the intussusceptum. Ileocecal intussusception was
confirmed at surgery. The cecum is free from the
retroperitoneum in this case.
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Fig.6 (A)-(E) Schematic representation of small bowel
intussusception : As mesentery is invaginated, the dis-
tance from the mesenteric root to the neck of intussus-
ceptum (R-N distance) is shortened. And the neck is
pulled to the mesenteric root ((4)-(C)). On CT, the neck
shows U shape and a medial opening, and vessels in the
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