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Case report

Introduction and importance: Colorectal intussusception can be quite challenging to identify, especially its ma-
lignant nature. This is a fairly rare presentation and hence, there is not much associated research or cases re-
ported in the literature.

Case presentation: We present a 69 year old male with lower abdominal pain and a significant rectal prolapse. He
has a background history of heavy smoking and significant alcohol intake. The prolapse was irreducible and had
papillomatous changes present on the prolapsed mucosa. A computerized tomography (CT) scan demonstrated a
large rectal prolapse followed by a Magnetic Resonance Imaging (MRI) Pelvis which showed an intussusception
at the S2-3 level, consistent with a carcinoma, The patient then proceeded to have a flexible sigmoidoscopy with
a planned proceed to an anterior resection. Histopathology revealed sigmoid and descending colon adenocar-
cinoma with mucinous differentiation pT3NO. He had an unremarkable hospital stay and remained well on
follow up. His case was discussed at the multidisciplinary meeting and was not for any adjuvant chemotherapy.
Clinical discussion: Imaging can help aid early diagnosis of a colorectal intussusception. Colonoscopies can be
useful too; however these can be tricky to diagnose pre-operatively. If there is a high suspicion of malignancy,
routine resection is the preferred method of treatment in cases of colorectal intussusception.

Conclusion: Although not a very common presentation, diagnosis of colorectal cancer presenting as an intus-
susception can be dealt with imminently by considering operative measures.

1. Introduction

Intussusception in adults is rare compared to children, moreover
colorectal intussusception is very rare compared to those occurring more
proximal [1]. Intussusception is 20 times more frequent in children
compared to adults [2]. Adult intussusception is rare and accounts for
only 1-5 % of bowel obstructions [3].

It is normally caused by a lead point which could be due to any of the
following causes: neoplasm, post-surgical adhesion, ulceration or
diverticulum [2]. These lead points can get caught in an adjacent bowel
segment and subsequently be pulled forward by peristalsis. The affected
bowel then becomes oedematous as the intussusception increases, and
can lead to ischaemia and necrosis if it is left untreated due to
compromised blood flow [2].

Patients with intussusception can present with very chronic and
nonspecific symptoms such as abdominal pain, nausea, vomiting, con-
stipation and gastrointestinal bleeding [4]. Rectal prolapse is an even
more rare presentation of intussusception [4] and our case report will
present one such case. This becomes important when a rectal prolapse is

actually mimicking a malignancy and hence timely diagnosis and
intervention becomes challenging.

There are not many cases reported in the literature regarding many
colorectal malignancies presenting as an intussusception. Adult intus-
susception in the colon is less common than that in the small bowel,
accounting only for about 20-25 % of all intussusceptions [3].

This case report has been produced in keeping with the SCARE
criteria [5].

2. Case

We present the case of GS, a 69 year old male presenting to a regional
hospital in New South Wales; with lower abdominal pain and significant
rectal prolapse. The prolapse had progressed over 3-4 months, and until
presentation had self-reduced. The patient has a background of heavy
smoking and alcohol intake. He had never previously had a colonoscopy.

On presentation the prolapse protruded about 10 cm and was irre-
ducible. There were papillomatous changes present on the prolapsed
mucosa; with no evidence of ischaemia. Multiple biopsies were taken,
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Fig. 1. 1A and 1B demonstrating rectal prolapse on CT (white arrows). Fig. 1B also demonstrates the incidental right renal mass (grey arrow).

Fig. 2. Demonstrates intussusception at S2-S3 level (orange arrow) — Irregular
intermediate signal cauliflower like lesion with diffusion restriction situated at
least 12 cm from anal verge consistent with carcinoma, with involvement of the
muscuralis, without any obvious extramural spread and no suspicious lymph-
adenopathy on MRI.

histopathology of which revealed a ulcerated
adenocarcinoma.

A Computer Tomography (CT) Abdomen Pelvis was performed
which revealed a large rectal prolapse (Fig. 1A & B) as well as an inci-
dental finding of a 4.9 x 2.4 x 3.1 cm mass arising from the superior
pole of the right kidney (Fig. 1B).

A Magnetic Resonance Imaging (MRI) pelvis was performed shortly
after following the reduction of the prolapse. It showed an intussus-
ception situated at approximately S2-3 level (Fig. 2). Findings were
consistent with carcinoma, situated at least 12 cm from anal verge, with
involvement of the muscuralis, without any obvious extramural spread

and no suspicious lymphadenopathy (Stage T3NO).

low grade

The patient proceeded to flexible sigmoidoscopy with a planned
proceed to anterior resection. We found the tumour to actually be in the
mid sigmoid ~25 cm from the anal verge (Fig. 3); acting as a lead point
for intussusception and prolapse. There was associated oedema and an
adjacent ulcer. There was no peritoneal metastatic disease; and the pa-
tient proceeded to a laparoscopic high anterior resection, and was given
a covering ileostomy. He had an uncomplicated post-operative recovery
and was discharged home post-operative day 6.

Histopathology revealed sigmoid and descending colon adenocarci-
noma with mucinous differentiation pT3NO. He was discussed at a
multidisciplinary meeting (MDT), and decision was made not for further
adjuvant treatment. He was referred to an urologist for management of
his renal cancer. He was followed up with the surgeon and subsequently
had a reversal of his ileostomy 12 months later. He remains well.

3. Discussion

A rectal intussusception can mimic a rectal prolapse and it can be
quite difficult to differentiate between the two based on history alone
[4]. On physical examination, a leading point lesion can be found on the
protruding mass in the case of intussusceptions, which does not occur in
cases of rectal prolapses [4]. Moreover, there is a space between the
protruding mucosa and anal wall in the event of an intussusception;
however it is more continuous in rectal prolapses [4]. In our case report,
our patient’s examination was more consistent with an intussusception
over a prolapse based on the above discussion.

Early diagnosis is found to depend on accurate interpretation of
radiological findings in order to prevent late diagnosis at the time of
surgical intervention [6]. Ultrasound might demonstrate a “target sign”
in the transverse view or “pseudo-kidney sign” on the longitudinal view
[7]. A CT scan would however show a “bowel within bowel” appearance
[71.

Compared to Ultrasound and CTs, defecating MRIs have been found
to be more beneficial in terms of interpreting prolapsing rectosigmoid
cancer due to its dynamic nature thereby allowing assessment of the
presence of rectocele, enterocele and anismus, which have been found to
be associated with intussusception [6]. It also permits the overall
assessment of pelvic movements which helps with planning the fore-
seeable operation [6].

Pre-operative colonoscopies and imaging can limit the need for a
colon resection with identification of benign lesions [8]. It can however
be difficult to diagnose these pre-operatively [9]. The rate of diagnosis of
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Fig. 3. Tumour in mid sigmoid ~25 cm from the anal verge on flexible sigmoidoscopy.

intussusceptions pre-operatively has been shown to vary between 32
and 70% [9].

There are no set guidelines in terms of management options of
colorectal intussusceptions. In patients with a high suspicion of malig-
nancy, especially in the elderly/ with risk factors; routine resections
seem to be the preferred choice of management [6]. Due to risk of
intraluminal seeding and venous embolization, reduction prior to
resection should be avoided when intussusception is caused by a ma-
lignant lead-point [6].

Surgery can be performed laparoscopically or open. There is evi-
dence to suggest that operative resections can be performed with
minimally invasive techniques under very safe and effective conditions
[6]. In our case, a laparoscopic approach was chosen. Laparoscopic
surgery has been proven to hasten the healing of the gastrointestinal
tract, reduce mesenteric and intestinal trauma, improve surgical cosm-
esis, reduce response to surgical stress, and reduce the length of hospital
stay as well as the risk of incisional hernias [10].

With left sided colonic intussusceptions like our case, a primary

anastomosis can be performed over a Hartmanns procedure keeping the
surgeon’s expertise in mind [3]. A proximal diverting loop ileostomy can
be considered with a primary anastomosis if there are risk factors for an
anastomostic leak like high dose steroids, chemotherapy, other immu-
nosuppressants, malnutrition and smoking [3]. In our case, a primary
anastomosis was performed with a proximal diverting loop ileostomy
given our patient’s significant history of heavy smoking [3].

In conclusion, this case demonstrates a fairly rare presentation.
However timely diagnosis and suspicion of cancer leading to a colonic
resection did help improve the prognosis of our patient’s cancer. He did
not require any further oncological treatment post upfront surgery and
his stoma has now been reversed. Therefore, it is important to be
familiar with even such rare presentations as it can be challenging to
identify a malignancy in such situations.

Consent

Written informed consent was obtained from the patient for
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