
Case Report Mathews Journal of Gastroenterology & Hepatology
Intestinal Intussusception by Syndrome Attenuated Familial Adenomatous 
Polyposis
Morelos Adolfo Garcia Sánchez1, Mireya De La Fuente González1, Fausto Romero Vallejo1, Álvaro Tomás Ruz Concha1, José 
Martin Díaz Ramírez1, Irving Dolores García1, Erika Berenice Ramírez Pérez1, Gustavo Armando Santillán Cisneros1, Laura 
Guadalupe Valdez Sánchez1

1Gaudencio Gonzalez Garza General Hospital Specialized Medical Unit, at La Raza National Medical Center, address Avenida 
de las Jacarandas y Calzada Vallejo s/n. Colonia La Raza, Delegacion Azcapotzalco, C.P. 02990. México. 

Corresponding Author: Morelos Adolfo Garcia Sánchez, 1Gaudencio Gonzalez Garza General Hospital Specialized Medical Unit, 
at La Raza National Medical Center, IMSS.-Mexican Social Security Institute. address Avenida de las Jacarandas y Calzada Vallejo 
s/n. Colonia La Raza, Delegacion Azcapotzalco, C.P. 02990. México, Tel: 01 (52) 5524-5900; Email: morelosadolfo@hotmail.com 

1

Received Date: 13 Oct 2016

Accepted Date: 12 Dec 2016

Published Date: 15 Dec 2016

Copyright © 2016 Garcia MA

Citation: García SMA, De La Fuente GM, Romero VF, Ruz CAT, 
et al. (2016). Intestinal Intussusception by Syndrome Attenu-
ated Familial Adenomatous Polyposis. M J Gast. 1(1): 006.

Citation: García SMA, De La Fuente GM, Romero VF, Ruz CAT, et al. (2016). Intestinal Intussusception by Syndrome Attenuated Familial 
Adenomatous Polyposis. M J Gast. 1(1): 006.

ABSTRACT
Intestinal intussusception (ININ) in adults is very rare, and associated to Attenuated familial adenomatous polyposis 
(AFAP) is even more. A clinical case is presented which perhaps is the first case reported so far. Its diagnostic complexity 
and its prevention null is mentioned too, by a certain community galenica AFAP ignorance. And his poor prognosis is for 
a very late diagnosis.

Although this treatment is surgical, the role of endoscopic services and expertise to be operation is essential. The other 
factor that it comes with, is the hospital infrastructure that directly affects the notarization, resolution and prognosis. 
Hence the importance of publicizing our experience.

INTRODUCTION

The intestinal intussusception (ININ) in adult people is very 
rare and its etiology, is multiple as diverse, which consists of 
introducing a intestine segment within another through peri-
stalsis in an extensive worldwide literature review so far the 
authors have not found an etiological description of ININ due 
to Attenuated familial adenomatous polyposis (FAPA); per-
haps because they are rare, being a “recently described” and 
even unknown pathology [1, 2].

AFAP was recognized in 1995 by Henry Lynch and is character-
ized [3-5].

• Mild-variant of familial adenomatous polyposis (FAP).

• Less Than 100 polyps, average 50.

• No Phenotypic expression.

• Antecedent family.

• Polipos In extracolonic intestinal tract.

AFAP is an inherited autosomal dominant disease by germline 
mutations in the 5’and 3’ ends of the APC gene [2, 4, 5]. Its in-
cidence is unknown; the clinical symptoms are not typical and 
it depends on the number of polyps, the diagnoses usually is 
because of discovering or due to another medical reason, re-
lated to the age, personal and family history [2, 3].

CASE REPORT
We report the case of a 32 years old male patient with a fa-
ther’s dead background because of “tumor” in colon at the 
age of 41 years old. The Patient presents 4 days of developing 
of a severe abdominal pain, cramping, nausea, vomiting, ab-
dominal distension, diarrhoea, intermittent fever, with clinical 
symptoms of acute abdomen, which corresponds to general 
abdominal pain, incapacitant, with nausea, vomiting, absence 
of gas canalization, fever, attacking the general state with as-
thenia and adinamia, with systemic inflammatory response 
data, to physical exploration with a sign of peritoneal irrita-
tion and pain intensive wing palpation. which urges surgical 
treatment a computed tomography is performed (ct), where 
an invagination of ileum was observed in the cecum Figure 1.
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It undergoes a emergency surgery finding a generalized peri-
tonitis, with “a mass or block of inflammatory nature” of 
15x20x12 cm in diameter per ININ of cecum ileum of 15 cm 
in lenght with ileal necrosis and up to 10 cm cecum ascending 
colon Figure 2.

In the intraoperatively 3 villous polyps are located at 5 cm in 
the remaining ileum, which are resected Figure 3.

It is performed a right hemicolectomy with resection of 25 cm 
of terminal ileum and ileostomy. The postoperative was torpid 
with intestinal malabsorption syndrome, emerging the ileos-
tomy, giving a medical treatment to the patient with an appro-
priate response, which consists in total parenteral nutrition as 
well as elemental diet (mixed nutrition) which progressed to 
a semielemental diet, a polymeric and a normal diet. it is ap-

pliced therapy with loperamide maximum doses 20 mgs a day, 
butilhioscina doses of 30 mgs a day distributed in three doses, 
pulses of methylprednisolone 100 mgs each 8 hrs for 10 days, 
octeotride subcutaneous 10 micrograms c / 8 hrs, all this in a 
month. 

It is protocolised performing panendoscopy with a report of 2 
duodenal polyps and a periampullary of 1 to 2 cm adenoma-
tous aspect; enteroscopy detects two pedicle jejunal polyps 2 
cm tubule-villous aspect which are resected, and colonoscopy 
with a polyp more in the remainder of the transverse colon 
if 1 cm which has a villous appearance, then is performed a 
polypectomy.

The pathology report describes

“villous tubule-ileocecal valve with tubulo-villous adenoma 
with high-grade dysplasia, a segment of colon and terminal 
ileum with necrosis and transmural ischemic damage. Duo-
denal polyps tubule-villous with high-grade displasia. Jejunal 
polyps with dysplasia high grade. And colonic polyp with car-
cinoma in-situ. “The genetic study confirmed the diagnosis 
of AFAP. The following are: code 16930 loss or duplication of 
the APC1 gene, code 16934 gene sequence APC1, code91461 
Lynch 1 Syndrome Panel which includes mutational tests of 
MLH1, MSH2, MSH6, PMS2, and loss of 3’-EPCAM. It is derived 
from the oncology department for handling.

DISCUSSION
In this study two extremely rare pathologies are described. 
AFAP is a relatively “new” disease in its description, so it is 
difficult associated it with ININ as their cause.

The ININ is very rare, represents a 1 to 5% of intestinal ob-
structions, it is more associated with malignancy in their etiol-
ogy in colon, idiopathic in 10% and small intestine the most 
are benign by 60% [6-8]. The clinical symptoms may present a 
chronic non-specific or intermittent abdominal pain, but also 
acutely and in others, with typical data bowel obstruction; 
confirmed or detected by CT, or failing in the same surgery [7-
9]. Clinical is such as unspecific. Which leads to a very difficult 
diagnosis and torpid [8].

The treatment is surgery or conventional laparoscopic sur-
gery, with en bloc resection in almost all cases [7, 9, 10, 11].

The authors conclude

The ININ is a “game of pressure”; only exist peristalsis but that 
is not sufficient, but also the presence of an increased surface 
(the tumor), and decreased diameter of intestinal gauge which 
increases the pressure, with a force of persistent and contin-
ues pressure (peristalsis) which causes the ININ in adults.

The so-called tumor that in a large percentage is malignant 
occurs acutely in the ININ, this is obvious and its growth is 
exponential, fast and well vascularized.

Regarding the AFAP its diagnosis is difficult and even more if 
it is not suspicion or not well known, with a high malignancy 
potential and a poor prognosis. Treatment is diverse and it just 
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focus on the consequences or isolated findings at the time of 
diagnosis: colectomy, pancreaticoduodenectomy, endoscopic 
follow-up and multiple polypectomies [2]. Although exist 
studies approved as adjunctive therapy with celecoxib so far, 
which reduces the risk of developing cancer of adenomatous 
polyps [12].

And its previous diagnosis delay, in asymptomatic patients is 
currently up to 15 years drastically poorer prognosis; it is also 
important to note that colonoscopy takes precedence over 
sigmoidoscopy and monitoring must be for life, in most pa-
tients, “prophylactic” colectomy and ileo-rectal anastomosis. 
It is recommended at the age of 20 to 25 years [13, 14].

It is important to note that there are many limitations in our 
medical environment, especially hospital infrastructure, the 
low index of clinical suspicion and the difficulty in identifying a 
specific genetic mutations lead to a late, incomplete and poor 
prognosis diagnosis and therefore a treatment that in the 
most of time it is only palliative.

It is essential the disclosure of clinical cases like this that make 
us know the characteristics of both pathologies, trying to 
make a complete diagnostic approach, and to anticipate pos-
sible complications with genetic counseling to the family. So 
make the change, to improve the prognosis and quality of life, 
the future of our patients.
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