
Published by Baishideng Publishing Group Inc

World Journal of 
Clinical Cases
World J Clin Cases  2017 June 16; 5(6): 191-257

ISSN 2307-8960 (online)



World Journal of
Clinical CasesW J C C

Contents Monthly  Volume 5  Number 6  June 16, 2017

IWJCC|www.wjgnet.com June 16, 2017|Volume 5|Issue 6|

               MINIREVIEWS
191	 Complementary	examinations	other	than	neuroimaging	and	neurosonology	in	acute	stroke

Arboix A, Obach V, Sánchez MJ, Massons J

203	 Clinical	variants	of	pityriasis	rosea

Urbina F, Das A, Sudy E

               ORIGINAL ARTICLE

      Observational Study

212	 Vaccinations	against	respiratory	infections	in	Arabian	Gulf	countries:	Barriers	and	motivators

Alqahtani AS, Bondagji DM, Alshehari AA, Basyouni MH, Alhawassi TM, BinDhim NF, Rashid H

               CASE REPORT
222	 Duodenal	gangliocytic	paraganglioma	with	lymph	node	metastases:	A	case	report	and	comparative	review	

of	31	cases

Cathcart SJ, Sasson AR, Kozel JA, Oliveto JM, Ly QP

234	 Bilateral	renal	cortical	necrosis	associated	with	smoking	synthetic	cannabinoids

Mansoor K, Zawodniak A, Nadasdy T, Khitan ZJ

238	 Effect	of	double	platinum	agents,	combination	of	miriplatin-transarterial	oily	chemoembolization	and	

cisplatin-hepatic	arterial	infusion	chemotherapy,	in	patients	with	hepatocellular	carcinoma:	Report	of	two	

cases

Ogawa K, Kamimura K, Watanabe Y, Motai Y, Kumaki D, Seki R, Sakamaki A, Abe S, Kawai H, Suda T, Yamagiwa S, 

Terai S

247	 Immunophenotypic	signature	of	primary	glioblastoma	multiforme:	A	case	of	extended	progression	free	

survival

Gandhi P, Khare R, Garg N, Sorte SK

254	 Ileocolic	intussusception	caused	by	a	lipoma	in	an	adult

Lee DE, Choe JY



Contents
World Journal of Clinical Cases

Volume 5  Number 6  June 16, 2017

EDITORS FOR 
THIS ISSUE

Responsible Assistant Editor: Xiang Li                     Responsible Science Editor: Jin-Xin Kong
Responsible Electronic Editor: Huan-Liang Wu               Proofing Editorial Office Director: Ze-Mao Gong
Proofing Editor-in-Chief: Lian-Sheng Ma

Shuhei Yoshida, MD, PhD, Division of  Gastroenter-
ology, Beth Israel Deaconess Medical Center, Dana 509, 
Harvard Medical School, 330 Brookline Ave, Boston, 
MA 02215, United States

EDITORIAL	BOARD	MEMBERS
All editorial board members resources online at http://
www.wjgnet.com/2307-8960/editorialboard.htm

EDITORIAL	OFFICE
Xiu-Xia Song, Director
World Journal of  Clinical Cases
Baishideng Publishing Group Inc
7901 Stoneridge Drive, Suite 501, Pleasanton, CA 94588, USA
Telephone: +1-925-2238242
Fax: +1-925-2238243
E-mail: editorialoffice@wjgnet.com
Help Desk: http://www.f6publishing.com/helpdesk
http://www.wjgnet.com

PUBLISHER
Baishideng Publishing Group Inc
7901 Stoneridge Drive, 
Suite 501, Pleasanton, CA 94588, USA
Telephone: +1-925-2238242
Fax: +1-925-2238243
E-mail: bpgoffice@wjgnet.com

Help Desk: http://www.f6publishing.com/helpdesk
http://www.wjgnet.com

PUBLICATION	DATE
June 16, 2017

COPYRIGHT
© 2017 Baishideng Publishing Group Inc. Articles 
published by this Open Access journal are distributed 
under the terms of  the Creative Commons Attribu-
tion Non-commercial License, which permits use, dis-
tribution, and reproduction in any medium, provided 
the original work is properly cited, the use is non 
commercial and is otherwise in compliance with the 
license.

SPECIAL	STATEMENT
All articles published in journals owned by the 
Baishideng Publishing Group (BPG) represent the 
views and opinions of  their authors, and not the views, 
opinions or policies of  the BPG, except where other-
wise explicitly indicated.

INSTRUCTIONS	TO	AUTHORS
http://www.wjgnet.com/bpg/gerinfo/204

ONLINE	SUBMISSION
http://www.f6publishing.com

IIWJCC|www.wjgnet.com

ABOUT COVER

AIM AND SCOPE

INDExING/ABSTRACTING

June 16, 2017|Volume 5|Issue 6|

NAME	OF	JOURNAL
World Journal of  Clinical Cases 

ISSN
ISSN 2307-8960 (online)

LAUNCH	DATE
April 16, 2013

FREQUENCY
Monthly

EDITORS-IN-CHIEF
Giuseppe Di Lorenzo, MD, PhD, Professor, Geni-
tourinary Cancer Section and Rare-Cancer Center, Uni-
versity Federico II of  Napoli, Via Sergio Pansini, 5 Ed. 1, 
80131, Naples, Italy

Jan Jacques Michiels, MD, PhD, Professor, Primary 
Care, Medical Diagnostic Center Rijnmond Rotterdam, 
Bloodcoagulation, Internal and Vascular Medicine, Eras-
mus University Medical Center, Rotterdam, Goodheart 
Institute and Foundation, Erasmus Tower, Veenmos 13, 
3069 AT, Erasmus City, Rotterdam, The Netherlands

Sandro Vento, MD, Department of  Internal Medicine, 
University of  Botswana, Private Bag 00713, Gaborone, 
Botswana

Editorial	Board	Member	of	World	Journal	of	Clinical	Cases,	Junkichi	Yokoyama,	

PhD,	Associate	Professor,	Division	of	Head	and	Neck	Surgery,	Department	of	

Otolaryngology,	Head	and	Neck	Surgery,	Juntendo	University	School	of	Medicine,	

Tokyo	113-8421,	Japan

World Journal of  Clinical Cases (World J Clin Cases, WJCC, online ISSN 2307-8960, DOI: 
10.12998) is a peer-reviewed open access academic journal that aims to guide clinical 
practice and improve diagnostic and therapeutic skills of  clinicians.

The primary task of  WJCC is to rapidly publish high-quality Autobiography, Case Re-
port, Clinical Case Conference (Clinicopathological Conference), Clinical Management, 
Diagnostic Advances, Editorial, Field of  Vision, Frontier, Medical Ethics, Original Ar-
ticles, Clinical Practice, Meta-Analysis, Minireviews, Review, Therapeutics Advances, and 
Topic Highlight, in the fields of  allergy, anesthesiology, cardiac medicine, clinical genetics, 
clinical neurology, critical care, dentistry, dermatology, emergency medicine, endocrinol-
ogy, family medicine, gastroenterology and hepatology, geriatrics and gerontology, he-
matology, immunology, infectious diseases, internal medicine, obstetrics and gynecology, 
oncology, ophthalmology, orthopedics, otolaryngology, pathology, pediatrics, peripheral 
vascular disease, psychiatry, radiology, rehabilitation, respiratory medicine, rheumatology, 
surgery, toxicology, transplantation, and urology and nephrology. 

	 World Journal of  Clinical Cases is now indexed in PubMed, PubMed Central.

I-V	 Editorial	BoardFLYLEAF



Dong Eun Lee, Jae Young Choe

CASE REPORT

254 June 16, 2017|Volume 5|Issue 6|WJCC|www.wjgnet.com

Ileocolic intussusception caused by a lipoma in an adult

Dong Eun Lee, Department of Emergency Medicine, School of 
Medicine, Kyungpook National University, Daegu 41944, South 
Korea

Jae Young Choe, Department of Pediatrics, School of Medicine, 
Kyungpook National University, Daegu 41944, South Korea

Author contributions: All authors were involved in the pre
paration of this manuscript; Lee DE was a major contributor in 
writing the manuscript; both authors read and approved the final 
manuscript; all authors read and approved this article.

Institutional review board statement: The study was reviewed 
and approved by the Institutional review board of Kyungpook 
National University Medical Center.

Informed consent statement: The patient involved in this 
study gave her verbal informed consent authorizing use and 
disclosure of her protected health information.

Conflict-of-interest statement: All the authors have no conflicts 
of interest to declare.

Open-Access: This article is an openaccess article which was 
selected by an inhouse editor and fully peerreviewed by external 
reviewers. It is distributed in accordance with the Creative 
Commons Attribution Non Commercial (CC BYNC 4.0) license, 
which permits others to distribute, remix, adapt, build upon this 
work noncommercially, and license their derivative works on 
different terms, provided the original work is properly cited and 
the use is noncommercial. See: http://creativecommons.org/
licenses/bync/4.0/

Manuscript source: Unsolicited manuscript

Correspondence to: Jae Young Choe, MD, Department of 
Pediatrics, School of Medicine, Kyungpook National University, 
680, Gukchaebosangro, Junggu, Daegu 41944, 
South Korea. choejy@hanmail.net
Telephone: +82532006400
Fax: +82534282820
 
Received: September 22, 2016  
Peer-review started: September 23, 2016  
First decision: November 21, 2016 
Revised: March 9, 2017  
Accepted: March 21, 2017
Article in press: March 22, 2017

Published online: June 16, 2017

Abstract
Intussusception is rarely observed in adults. Adult cases 
account for only 5% of all cases of intussusceptions 
and almost 1%-5% of bowel obstruction cases. The 
etiology, presentation and management of intussus-
ception in adults are different from those in children. 
The clinical presentation in adults often includes 
nonspecific signs and symptoms, thereby complicating 
differential diagnosis from other causes of abdominal 
pain. We report a 29-year-old Asian woman who 
visited our emergency department with complaints 
of fever associated with epigastric pain since one 
day. Abdominal computed tomography demonstrated 
ileocolic intussusception, and laparoscopic small bowel 
luminal mass resection was performed. Histopathology 
report confirmed a 3.5 cm × 2.7 cm submucosal 
lipoma in the terminal ileum. Sufficient vigilance and 
appropriate investigations are important for prompt 
diagnosis and surgical referral of patients to enable 
favorable outcomes. A computed tomography scan can 
be a helpful modality in establishing a diagnosis.

Key words: Adult intussusception; ILeocolic; Laparoscopic 
surgery; Lipoma; Computed tomography

© The Author(s) 2017. Published by Baishideng Publishing 
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Core tip: Intussusception is rarely observed in adult 
patients. Adult clinical presentation is non-specific. 
A 29-year-old Asian female patient presented with 
a fever and abdominal pain. Abdominal computed 
tomography demonstrated ileocolic intussusception. A 
computed tomography scan can help diagnose ileocolic 
intussusception. Ileocolic intussusception should be 
considered as an infrequent cause of acute abdominal 
pain in adults.
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INTRODUCTION
Intussusception of the bowel is defined as a condition 
in which a proximal bowel segment (intussusceptum) 
invaginates into an adjacent distal segment (intussus
cipiens), thereby causing bowel obstruction[1]. Intussu
sception is a rare cause of abdominal pain in the 
adult population, accounting for only 1%5% of all 
cases of intestinal obstructions and 5% of all cases of 
intussusception[24]. The clinical presentation in adults 
often includes nonspecific signs and symptoms, thereby 
complicating the differential diagnosis from other causes 
of abdominal pain. With early diagnosis, appropriate 
treatment including surgery can be performed. This has 
resulted in the mortality rate from intussusception being 
less than 1%[5]. We present a case of a 29yearold 
Asian woman with ileocolic intussusception caused by a 
lipoma and resected by laparoscopyassisted surgery.

CASE REPORT
A 29yearold Asian woman was admitted to our 
emergency department (ED) with complaints of epigas
tric pain, nausea, fever and a chill that persisted for one 
day. One day previously, she presented to a regional 
emergency center with nausea, fever and a chill. She 
was diagnosed with viral enterocolitis and treated by 
intravenous hydration and antipyretics. Her symptoms 
progressively worsened despite consuming analgesics 
and she was admitted to our ED. She denied any history 
of diarrhea, melena, hematochezia, weight gain or loss 
and bowel habit change.

Her past medical history included gastric polypec
tomy in the previous year and a 3cm lipoma in the 
colon, which was incidentally detected using colonoscopy. 
She was a nonsmoker and denied alcohol use. In the 
ED, her blood pressure was 115/76 mmHg, her heart 
rate was 109 beats/min and her axillary temperature 
was 36.9 ℃. A physical examination revealed diffuse 
tenderness upon palpation, particularly in the epigastric 
area and right lower quadrant and normoactive bowel 
sounds. The other examination results were normal.

Initial laboratory data were significant for a white 
cell count of 11.34 × 109/L, with 93.7% neutrophils. 
The Creactive protein (CRP) level was elevated at 8.21 
mg/L (ref. < 0.5 mg/dL). The results of other blood 
tests and urine analysis were within normal ranges.

Plain abdominal radiography was performed and 
did not show signs of obstruction or perforation. A 
contrastenhanced abdomen and pelvis computed 
tomography (CT) scan was performed, which revealed 
diffuse edematous wall thickening of the ascending and 

transverse colon, and the entrance of the ileal segment 
of the small intestines into the colon, thereby indicating 
ileocolic intussusception (Figure 1). The leading structure 
was a 27mm fatty dense structure within the bowel 
lumen that was separate from the mesentery (Figure 
2). The general surgery team was consulted and the 
patient underwent laparoscopic small bowel luminal 
mass resection on the third day following admission, 
which revealed intussusception for the ileum to the colon 
(Figure 3). The mass was located in the proximal 5 cm of 
the ileocecal valve and the surgeon found it on palpation 
during surgery. The histopathology report confirmed a 3.5 
cm × 2.7 cm submucosal lipoma in the terminal ileum. 
The patient was discharged on the fifth postoperative 
day without complications. One week later, she visited 
the outpatient department and didn’t complain any 
symptoms.

DISCUSSION
Intussusception is common in children and mainly in 
those under the age of three. Overall, the maleto
female ratio is approximately 3:1. With advancing age, 
the sexual difference becomes marked. In patients 
older than four years, the maletofemale ratio is 
8:1[6,7]. The etiology, presentation and management 
of intussusception in adults are different from those of 
children. In children, intussusception is usually idiopathic 
or secondary to a viral illness. Furthermore, the ileocecal 
valve may be functioning as the lead point in ileocecal 
intussusception[8]. In the adult population, primary or 
idiopathic intussusception accounts for about 8%20% 
of cases[9,10]. Secondary intussusception, which is more 
common in the adult population, is associated with a 
pathological lesion involving a lead point, which can 
be a benign polyp, enlarged mesenteric lymph node, 
lipoma, appendix, Meckel’s diverticulum, or malignant 
tumors, such as lymphoma, gastrointestinal stromal 
tumor, primary or metastatic adenocarcinoma[4,10,11]. 

Lipomas may occur throughout the intestinal tract, but 
occur most frequently in the colon. Intussusception can 
be classified into four types depending on its location: (1) 
enteroenteric, or involving the small intestine; (2) colo
colic, or involving the large intestine; (3) ileocolic, or 
involving the terminal ileum and ascending colon; and (4) 
ileocecal, or involving the ileocecal valve as the lead 
point[4,12].

Early diagnosis of adult intussusception is difficult 
because most cases present with nonspecific signs and 
symptoms as well as have a chronic, subacute or acute 
course. The classic triad of intermittent abdominal pain, 
currant jelly stools, and a palpable tender mass seen in 
children is rarely present in adults. However, in adults, 
nausea, vomiting, gastrointestinal bleeding, changes 
in bowel habits and abdominal distension are more 
common[9,11]. Adult intussusceptions are detected using 
plain abdominal film, barium studies, colonoscopy, 
abdominal sonography, abdominal CT, angiography and 
magnetic resonance imaging[11,13,14]. Although there are 
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several diagnostic imaging techniques, as mentioned 
above, an abdominal CT scan is the most commonly 
used and accurate diagnostic modality[9,1315]. CT shows 
“target” or “sausage”shaped lesions, while also defining 
the location, nature and relationship of the lesion to 
surrounding tissues with an accuracy that ranges from 
60% to 100%[3,9,13,15]. Abdominal ultrasonography has 
also been successful in diagnosing intussusception, 
especially if a palpable mass is found[16].

Adult intussusception is associated with a patholo
gical lesion involving a lead point. Therefore, surgical 
intervention is mandatory. Most surgeons accept that 
adult intussusception requires surgical intervention 

because of the large proportion of structural anomalies 
and the high incidence of occurring malignancy[4].

Endoscopic resection has been reported, but it can 
result in unfavorable complications, including perforation 
or hemorrhage. Surgical resection is commonly recom
mended to remove the lead point, such as lipomas that 
are larger than 2cm in diameter[17].

Emergency physicians and clinicians frequently 
face a patient complaining of abdominal pain. Ileocolic 
intussusception is a rare cause of abdominal pain in 
adults that can often be elusive due to the frequent lack 
of peritoneal irritation signs and specific symptoms. 
Complications associated with intussusception, which 
rarely occur when the diagnosis is prompt, include 
perforation during nonoperative reduction, wound 
infection, sepsis from undetected peritonitis (which is 
a major complication that occurs following a missed 
diagnosis), necrosis and bowel perforation and recur
rence. While intussusception itself has good prognosis, 
the main prognostic factor affecting the course of the 
disease is the nature of the causative lesion. Mortality 
for adult intussusception increases from 8.7% of cases 
with benign lesions to 52.4% of cases with malignant 
lesions[9].

A sufficient level of vigilance and appropriate investi
gations are important for a prompt diagnosis and 

Figure 1  Axial (A) and coronal (B) view of abdominal computed tomography scans demonstrated an ileocolic intussusception with diffuse wall thickening 
of the ascending and transverse colon. The entrance of the ileal segment into the colon is shown (arrow).

A B

A B

Figure 2  Axial (A) and coronal (B) plain abdominal computed tomography scans demonstrate a well-circumscribed, intraluminal hypodense mass with fat 
attenuation in the terminal ileum (arrow).

Figure 3  Laparoscopic view. The ileum was invaginated at the colon (arrow).

Colon
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surgical referral of patients for a favorable outcome. In 
this case, we illustrate the importance of a thorough 
evaluation in patients with acute abdominal pain. In 
doing so, we highlight the diagnostic values of CT 
scanning and performing a complete ileocolonoscopy.

COMMENTS
Case characteristics
A 29-year-old Asian female presented to the authors’ emergency department with 
complaints of epigastric pain, nausea, fever and a chill that persisted for one day. 

Clinical diagnosis
Ileocolic intussusception.

Differential diagnosis
Acute enteritis, colitis, diverticulitis.

Laboratory diagnosis
Laboratory data were significant for a white cell count of 11.34 × 109/L, with 
93.7% neutrophils and the C-reactive protein of 8.21 mg/L, respectively.

Imaging diagnosis
Computed tomography demonstrated ileocolic intussusception and a 27-mm 
fatty dense mass.

Pathological diagnosis
The histopathology report confirmed a 3.5 cm × 2.7 cm submucosal lipoma in 
the terminal ileum. 

Treatment
Laparoscopic small bowel luminal mass resection was performed.

Related reports
There have been various case reports of intussusception in adult on this rare 
disease entity.

Experiences and lessons
Sufficient vigilance and appropriate investigations are important for prompt 
diagnosis and surgical referral of patients to enable favorable outcomes.
 
Peer-review
The case the authors reported was interesting.
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