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Adult intussusception, which accounts for less than 5% of all cases of in-
tussusception, is a relatively rare clinical entity compared with its occur-
rence in children. Almost 90% of cases of adult intussusception are sec-
ondary to a pathological condition, and the clinical picture can be highly
specific and challenging to obtain. Herein, we present a literature review
and report a case of rare rectosigmoid intussusception in a 76-year-old
male patient caused by sigmoid colon cancer with intermittent rectal pro-
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Intussusception, an urgent condition in which part
of the intestine slides into an adjacent part of the in-
testine, is the most common cause of intestinal obst-
ruction in children. By contrast, adults account for ap-
proximately 5% of all cases of intussusception and
1%-5% of cases of intestinal obstruction."* Lataste et
al. reported six cases of this rare condition in 1975,
and a PubMed search in August 2020 yielded only 15
relevant publications. Adult intussusception is often
caused by as inflammatory bowel disease or organic
growths such as postoperative adhesions, Meckel’s di-

verticulum, benign and malignant lesions, or meta-
static neoplasms. Herein, we present a case of intus-
susception caused by sigmoid colon adenocarcinoma
that was successfully treated with surgical intervention.

Case Report

A 76-year-old male patient with chronic obstruc-
tive pulmonary disease (COPD) and type 2 diabetes
mellitus was admitted to our hospital for acute respi-
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ratory failure. Intermittent bloody discharge and a rec-
tal prolapsed mass were noted. Bleeding internal he-
morrhoids was suspected, but digital rectal examina-
tion revealed a palpable mass. A cross-sectional and
longitudinal computerized tomography (CT) scan of
the abdomen revealed sigmoid colon cancer (approxi-
mately 5.0 cm in size) with colorectal intussusception
((cT3N1Mb, stage I1IB)) (Figs. 1a and 1b, respectively).

Intraoperatively, a rectosigmoid colon tumor with
colorectal intussusception was found (Fig. 2a), but no
ischemic change in the bowel was noted after reduc-
tion (Fig. 2b). Lower anterior resection was performed
uneventfully, and a cauliflower-like mass was found
after the bowel was opened. The final pathological re-
port specified adenocarcinoma grade 2 (pT3N1cMO,
stage I1IB). After operation, the patient’s general con-
dition improved, except for the underlying COPD.
The patient was transferred to a respiratory care ward
upon confirmation of postoperative stability.

Discussion

Intestinal intussusception is rare in adults, ac-
counting for 1%-5% of all mechanical bowel obstruc-
tions. In adults, intussusception is categorized accord-
ing to the leading point of the intussusception as fol-
lows: the enteric type, which is limited to the small in-
testine; ileocolic type, in which the ileum passes the
ileocolic segment but the appendix does not invagi-
nate; ileocecal type, in which the ileocecal portion in-

Fig. 1. Preoperative image: abdominal CT scan of the (a)
cross section and (b) longitudinal section of a pa-
tient with sigmoid colon cancer with colorectal in-
tussusception and proximal bowel dilatation.

vaginates into the ascending colon; and colocolonic
(including colorectal) type, which is limited to the co-
lon and rectum without anal protrusion.® In addition,
the leading point for adult intussusception is a benign
or malignant lesion, and the most common etiology of
colonic intussusception is colon cancer.!** Therefore,
treatment with surgical resection is often unavoidable,
and the preoperative examination is crucial.

Adult intussusception has a similar clinical pre-
sentation to partial bowel obstruction, with symptoms
such as intermittent abdominal pain, nausea, and vo-
miting."*!° However, patients with colonic intussus-
ception often experience melena, weight loss, fever,
or constipation or other nonspecific symptoms.’ The
patient in our case had a rectal mass and intermittent
bloody stool but no other major symptoms, such as
abdominal pain or nausea.

Diagnosis of adult intussusception can be made
using various methods, including the examination of
plain abdominal films, abdominal ultrasonography,
upper gastrointestinal (GI) contrast series with barium
enema, abdominal CT scans, and colonoscopy. Plain
abdominal films can usually reveal signs of intestinal
obstruction and may provide information regarding
the obstruction site,” but an accurate preoperative di-
agnosis is difficult to make preoperatively.?

Upper GI contrast series may show intussuscep-
tion with a stacked coin or coil-spring appearance.
Barium enema examination may be specifically use-
ful in patients with colocolic or ileocolic intussuscep-
tion, which can characteristically resembles a cup-
shaped filling defect, spiral, or coil-spring."” Although
the rate of correct diagnosis exceeds 60%,*® it is con-
traindicated in the presence of possible bowel perfora-
tion or ischemia.'®

Fig. 2. (a) Sigmoid colon cancer with colorectal intussus-
ception found during operation. (b) After reduction,
no ischemic change was noted.
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Abdominal ultrasonography has been used to eva-
luate suspected intussusception with relatively high
accuracy of diagnosis.®’ The classic features include
the target and doughnut and pseudokidney signs in
transverse and longitudinal views, respectively.!*3
However, gas-filled loops in the bowel can mask ul-
trasound images, and accuracy depends on the opera-
tor."¢7

Abdominal CT scanning, which is currently con-
sidered the most sensitive radiologic method for con-
firming intussusception, is often performed as a pri-
mary or secondary assessment of acute and subacute
gastrointestinal symptoms of unclear origin and can
aid in the diagnosis of intussusception in patients with
atypical presentation or unreliable history and physi-
cal examination findings.®

Colonoscopy is a key method in the diagnosis and
management of adult colonic or rectal intussusception
with or without rectal prolapse,’ especially in patients
who present with signs and symptoms of large bowel
obstruction. Colonoscopy provides direct visualiza-
tion of intussusception and associated intraluminal le-
sions, which allows for biopsy and tissue diagnosis.®
In addition, colonoscopy can also identify multiple
cancers otherwise difficult to identify on a CT scan.
Therefore, colonoscopy is highly recommended be-
fore surgery.!?

In conclusion, colonic adult intussusception is a
mechanical bowel obstruction caused by tumors with
high malignant potency and low likelihood of sponta-
neous reduction and thus requires prompt and accu-
rate diagnosis and surgical intervention.
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