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Abstract 
Intestinal obstruction due to ileocecal intussusception is very rare in adult age. Primary and secondary tumors, 
inflammatory or proliferative processes of the bowel are the causative factors. Malignant melanoma is a common disease 
in the western world with high metastatic rates, and is also a common extra-abdominal source of gastrointestinal 
metastases. 

We present a 55-year-old woman with the complaints of an abrupt colicky abdominal pain, nausea and vomiting. Her 
history revealed cutaneous melanoma that was excised five years ago. Her physical examination revealed abdominal 
distention with generalized abdominal tenderness. Multidetector computed tomography (MDCT) revealed a mass at 
ileocecal junction with dilatation of entire small bowel segments. Metastasis was confirmed by laparotomy. After a 
right-sided hemicolectomy, patient died of disease with widespread metastasis with of one year after colectomy.   
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1 Introduction 
Intussusception, telescoping of an intestinal segment into the lumen of adjacent intestinal segment, is a rare condition in 
adulthood and accounts for 5% of total incidents of intussusception [1]. Despite its classical triad of colicky abdominal pain, 
bloody stools and palpable tender mass in childhood, the presentation in adult ages is nonspecific and variable. Also the 
intussusceptions in adulthood are generally secondary to an organic lesion on the contrary to the common idiopathic form 
in childhood. These lesions, either benign or malignant, act as leading points and cause telescoping of proximal intestinal 
segments into the distal lumen in direction of peristalsis.  

Malign melanoma which is well known skin tumor, are becoming more prevalent in Western World. Cutaneous melanoma 
can spread every part of the body but it is the most prevalent metastatic lesion of the bowel [2]. Even thouh it spreads distant 
parts of the bowel, it is unusual to discover metastatic melanoma with clinical signs and symptoms. These silent metastases 
are generally diagnosed during autopsy, only 5% of the metastatic lesions in bowel are diagnosed clinically [3]. 
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We hereby present a case of an ileocecal intussusception due to intestinal metastasis of malignant melanoma in an adult 
patient. The prompt intervention to the combination of these rare conditions not only enhances survival but also improve 
quality of life.  

2 Case presentation 
A 55-year-old woman with complaints of abrupt colicky abdominal pain, nausea and vomiting was admitted to the ER. 
She had a history of cutaneous melanoma which was excised from the neck five years ago. Stage and margin status of 
cutaneous melanoma was not available. She has followed up uneventfully since then. Her physical examination revealed 
abdominal distention with generalized tenderness. Her blood tests were unremarkable except mild anemia. In ER 
evaluation, a mass at the right lower quadrant was suspected, and a multidetector computed tomography (MDCT) was 
performed. Axial and coronal reformatted images showed intussusception of distal ileum into the cecum containing 5 cm × 
4 cm solid mass with contrast enhancement. MDCT also showed that fat tissue stranding and edema, along with 
peritumoral nodules. The diameter of this nodules are smaller than two centimeters in diameter and they are compatible 
with lymph nodes. No mass lesion indicating metastasis to the other intraabdominal tissues or free peritoneal fluid was 
noticed. Even though oral iodinated contrast was passed into the colonic lumen, but small bowel segments were distended 
(see Figure 1a, 1b). 

Figure 1. a: Axial CT image through the umbilicus shows intracecal concentric bowel mass with surrounding fat tissue (thick white 
arrow) and peritumoral edema, stranding and circular small masses compatible with lypmhadenopathies (thin white arrow). b: Coronal 
reformatted view of the torso shows orientation of the ileocecal mass and filling of the cecal lumen with it. 

 
Figure 2. Perioperative finding of intussusception 

a b
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She was operated on the emergency basis at that night and right hemicolectomy without manual reduction was performed 
(see Figure 2). No clue of peritoneal or soft tissue metastasis was observed. She recovered in a week and discharged 
without medical problems. 

In macroscopical examination: 5 cm × 5 cm × 1.5 cm sized, polypoid-shaped, a black colored ulcerated tumor was 
observed on the mucosal surface of the colon. Tumor was 6 cm away from proximal, 7 cm from distal and, 0.3 cm from 
serosal margins. Histological evaluation of these mass revealed a malignant tumoral infiltration of colonic wall. Tumor is 
composed of solid nests arranged in cords (see Figure 3a). No necrosis is visible. Black pigment which is compatible with 
melanin is present in extensively (see Figure 3b). Nuclei of tumor cells are pleomorphic, nucleoli are prominent and 
chromatin distribution is vesicular. Mitotic activity is frequent. Tumor was also infiltrated muscularis propria and serosal 
surface. Lymphovascular and perineural invasion were also seen. No metastasis was detected in thirteen dissected 
mesenteric lymph nodes. Tumor cells were positive for HMB-45 (CellMarQ, 1/50 dilution), S-100 (clone 4c49, CellMarQ, 
1/200 dilution) and Melan-A (clone A103, Neomarkers, 1/200 dilution) immunostain (see Figure 4a, b, c). Together with 
clinical history, histological, immunohistochemical findings, we interpretated the case as metastatic malignant melanoma 
of colon, intussusception is probably caused with malign melanoma metastasis. 

Follow up: Even though recovery period was uneventful, we were informed that, patient died of disease with widespread 
metastasis with of one year after colectomy. 

 
Figure 3. a: Realtionship between tumor and large bowel mucosa. H&E, ×40; b: Tumor cells with melanin pigment. H&E, 
×200 

 
Figure 4. a: S-100, ×400; b: HMB-45, ×400; c: Melan-A, ×400 
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3 Discussion 
Patient in current case was diagnosed with intussusception leading to intestinal obstruction.  Intussusception is the leading 
cause of intestinal obstruction in childhood, it accounts for only 5% of intestinal obstructions in adulthood. Only one 
fourth to one third of the patients with intussusception was found to be presented with acute obstructive symptoms [4, 5].  

Despite high sensitivity and specificity of ultrasound while evaluating intussusception in childhood, the massive gas in the 
dilated bowel loops proximal to the obstructed site is troublesome for the radiologist and the accuracy of ultrasound is 
about 60% in adulthood intussusceptions [5]. In case of intestinal obstruction, not only the location of the lesion but also the 
extension of the disease can be evaluated by conventional barium studies, enteroclysis or computed tomography (CT). 
Especially for CT, evaluation of the axial and coronal reformatted images together increases the efficacy of technique and 
help to delineate the exact localization of obstruction. Intestinal iodine containing liquid material fills the intestinal lumen 
and may pass through the narrowed part and reach to the distal colonic segments against the obstructive sign and 
complaints. Enlarged mesenteric lymph nodes may contain metastatic cells in addition to the local invasion [6, 7]. Moreover 
additional information like viability of the intestinal wall, patency of the intestinal lumen can be obtained by CT.  

In 90% of the patients, the intussusceptions are secondary to an organic lesion like tumors, intestinal diverticuli, and 
polyps [1]. As a great majority of these lesions are related to malignancy in elderly, the treatment of choice is surgery. 
Reduction prior to surgery is an issue of debate. The theoretical risks like luminal seeding or venous embolization of a 
tumor, perforation during manipulation, preclude clinicians from manual reduction.  

Clear cell sarcoma is a concern in differantial diagnosis histologically and immunohistochemically may resemble malign 
melanoma. However melanin pigmentation may not be visible on histologic section. Whereas osteoclast like multinucleer 
giant cells are prominent in clear cell sarcoma, these cells are not a common finding in malign melanoma. Immuno- 
histochemical features are similar in both tumors. t(12;22) have been reported in clear cell sarcoma and may be of help 
discriminating these entities. Clear cell sarcoma was redefined as clear cell sarcoma-like tumor of the gastrointestinal tract 
in 2003. Nevertheless immunohistochemical profile of this lesion differs from malign melanom. HMB-45 and Melan- 
A expressions favor malignant melanoma. In addition to histological and immunohistochemical findings, clinical 
presentation of current case supports malignant melanoma diagnosis [8, 9]. Since patient is known to have a cutaneous 
malignant melanoma five year prior to current right hemicolectomy. 

Metastasis of malignant melanoma to the gastrointestinal (GI) tract is even though common, it remains clinically silent. It 
may occur very lately after resection of primary cutaneous tumor. More than 50% of the melanoma patients with GI 
metastasis are diagnosed during autopsy. In a review of 385 patients by Panagiotou et al, only 4.7% of the patients were 
diagnosed having GI involvement [10]. The metastasis is found to be at the small bowel and mesentery in 61.1%, and at the 
colon and rectum in 22.2% [10]. They were diagnosed by using endoscopy, upper GI barium series, barium enema or 
abdominal CT. In case of a history of malignant melanoma, some authors recommend magnetic resonance imaging (MRI) 
as it depicts the location and nature of the melanotic foci due to signal changes whereas the others propose positron 
emission tomography (PET)-CT due to the high metabolic consumption of 18 fluoroglucose that helps to locate the  
lesions [11, 12]. Surgery is treatment of choice in case of metastases as the surgical resection not only enhances survival but 
also improves quality of life [10, 13].  

We presented a rare case of melanotic intestinal metastasis to the distal part of small bowel that causes telescoping of the 
terminal ileum into the ascending colon. As it is a fast, efficient, and relatively available modality, we performed a MDCT 
that revealed a mass at ileocecal junction with dilation of entire small bowel segments. In case of acute abdominal 
symptoms, a positive history for malignant melanoma should alert the physician since it commonly spreads to bowel. The 
prompt intervention not only enhances survival but also improve quality of life. 
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