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Case Report

In an Elderly Patient with Colorectal
Intussusception Secondary to Sigmoid Colon
Adenocarcinoma, Preoperative Serial
Colonoscopic Biopsies Repeatedly Revealed
Benign Histopathology: A Case Report
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Intussusception describes the condition whereby a segment of bowel in-
vaginates into an adjacent segment. The underlying etiology, clinical pre-
sentation and management differ greatly in the adult population when
compared to children. Intussusception in adults is comparatively infre-
quent in contrast, and in adult colonic intussusception, malignancy is the
predominant cause of the leading point. We present the case of a 79-year-
old man experiencing difficult defecation and tenesmus who exhibited
significant abdominal distension with tenderness in the lower abdominal
abdomen. On the rectal examination a large palpable mass was detected
7-8 cm from the anal verge, with abdominal computerized tomography
revealinga 11 cm locally advanced rectosigmoid colon mass associated
with colorectal intussusception where advanced rectosigmoid cancer was
highly suspected (cT3N2bMO, stage II1IC). A temporary transverse colos-
tomy was created to relieve severe abdominal distension. It is worth not-
ing that the pathology of biopsy consistently indicated tubulovillous ade-
noma with high-grade or low-grade dysplasia, rendering preoperative con-
firmation of malignancy challenging after four attempts at tissue biopsy
via colonoscopy. After discussions with the patient and his family, we per-
formed surgery. The final surgical pathology report confirmed the diagno-
sis of sigmoid colon adenocarcinoma (pT2NOMO, stage I).

This case is notable for the discrepancy between the clinical and radio-
logical presentation of an advanced tumor and the inability to confirm
malignancy through multiple colonoscopy biopsies, ultimately revealing
a relatively early-stage cancer in the post-en-bloc resection pathology re-
port.
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ntussusception is a surgical emergency, mostly af-
fecting infants and young children. Its incidence in
adults is rare, accounting for 5% of all intussusception

events' and is usually caused by a leading point, either
benign or neoplastic by origin.” The most common an-
atomical sites of intussusception in adults is ileocolic
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followed by the ascending colon.’ In the pediatric po-
pulation, intussusception presents with a triad of symp-
toms: abdominal pain, emesis and currant jelly hema-
tochezia,® whereas in adults, it is usually nonspecific
and presents with colicky abdominal pain that lasts for
months or longer.” As the disease progresses, symp-
toms of intestinal obstruction such as abdominal dis-
tension, nausea and vomiting may occur.® In severe
cases, intestinal necrosis might occur, which can cause
fever, loss of consciousness, and even death. Herein,
we report a rare case of a 79-year-old male with colo-
rectal intussusception induced by sigmoid colon ade-
nocarcinoma where all colonoscopy biopsies were be-
nign histopathology prior to surgical resection.

Case Report

This is a case of a 79-year-old male with a medical
history including ischemic stroke, hypertension and
dyslipidemia. A long-standing history of difficult de-
fecation with tenesmus was further noted, occasion-
ally accompanied by watery stool with mild blood-
tinging two to three months previously, and for the
above, he was scheduled for further survey in the gas-
troenterology department.

Colonofiberoscopy was arranged and identified a
rectosigmoid tumor lesion (5 cm from anal verge)
with colorectal intussusception and lumen stenosis
(Fig. 1). First-time biopsy was performed, and subse-
quent pathological report indicated villo-tubular ade-
noma with focal high-grade dysplasia at least. Subse-
quently, apelvic computerized tomography (CT) scan
was also arranged, which diagnosed rectosigmoid co-
lon cancer (diameter was 11.0 cm) with colon-rectal
intussusception and regional metastatic lymph nodes
classified as clinical stage T3N2bMO, stage IIIC (Fig.
2A and 2B). Owing to the tumor’s significant size and
the resulting intussusception, there was concern about
the potential for total colon obstruction, so a diverted
loop transverse colostomy was performed.

Given the inconclusive results from the initial bio-
psy regarding malignancy, additional colonoscopies
and biopsies were scheduled to establish a definitive
diagnosis prior to curative surgery. Over the span of a

month, the patient underwent three further colonosco-
pies with biopsies. The histopathological findings
were tubulovillous adenoma with moderate dysplasia,
tubulovillous adenoma with high-grade dysplasia,
and tubulovillous adenoma with low-grade dysplasia.
Despite these investigations, a diagnosis of malig-
nancy could not be confirmed. For advanced recto-
sigmoid colon cancer, neoadjuvant CCRT (concurrent
chemoradiotherapy) was first considered to treat this
patient if the general condition was stable and without
toxic sign. Nevertheless, as malignancy could not be
confirmed by colonoscopy, laparotomy was suggested
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Fig. 1. The colonoscopy examination of a rectosigmoid tu-
mor lesion (5 cm from anal verge) (red arrowhead)
with colorectal intussusception (red arrow) and lu-
men stenosis.

Fig. 2. (A & B) Abdominal CT (axial view & coronal
view) images howing colon-rectal intussusception
with rectosigmoid tumor (diameter was 11.0 cm)
(red arrow), clinical stage as T3N2bMO, stage I1IC;
a three-layer structure comprising the intestinal
wall, mesentery, and invaginated intestine.
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after discussions with the patient and his family.
Intraoperatively, a redundant sigmoid colon and
colorectal intussusception were found (Fig. 3A). Due
to manual reduction of colorectal intussusception be-
ing impossible and the possibility of primary resec-
tion remaining high, we performed anterior resection
with radical lymph node dissection and colorectal an-
astomosis with CDH 29 (Circular Staplers 29 mm)
(Fig. 3B). The resected specimen was as Fig. 4A and a
huge polypoid mass (diameter, 10 cm) as Fig. 4B. Fi-
nally, the pathologic report was pT2NOMO, stage I.

Fig. 3. (A) Intra-operative image of a redundant sigmoid
colon and colorectal intussusception induced by a
sigmoid colon tumor (red arrow). (B) Intra-opera-
tive image of anterior resection with radical lymph
nodes dissection was performed first followed by
colorectal anastomosis with CDH 29 (Circular Sta-
plers 29 mm) (red arrow).

After surgery, his general condition soon recovered
and regular follow-up in our outpatient department
(OPD) remains positive till now.

Discussion

Preoperative CT scans of this case revealed a rela-
tively locally advanced rectosigmoid colon mass, with
suspected regional lymph node invasion (11.0 cm,
clinically staged as cT3N2bMO, Stage IIIC), although
despite four colonoscopy biopsies being performed,
the diagnosis of malignancy prior to the operation
could not be confirmed. Given that adult colonic in-

Fig. 4. (A & B) Gross surgical specimen showing a huge
polypoid mass (diameter, 10 cm) in sigmoid colon
(red arrow); final pathology report: adenocarcinoma,
pT2NOMO, stage I.
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tussusception is frequently caused by malignant tu-
mors and imaging findings indicated a relatively lo-
cally advanced tumor,” we recommended resection of
the intussuscepted bowel segment and tumor to the
patient and his family despite the inability to confirm
the malignancy diagnosis preoperatively. Unexpectedly,
the postoperative pathology report revealed a rela-
tively early-stage malignancy without regional lymph
node invasion (pT2NOMO).

We reviewed the literature and found that diag-
nosing intussusception in adults is challenging. Un-
like pediatric intussusception, which often presents
with acute symptoms (rectal bleeding and palpable
abdominal mass), adult intussusception typically mani-
fests with subacute or chronic symptoms such as ab-
dominal pain, weight loss, nausea, vomiting and ch-
ronic bowel obstruction.®®® Regarding diagnostic tools,
abdominal X-rays are ineffective for diagnosing in-
tussusception, while abdominal ultrasound demon-
strates a diagnostic accuracy of approximately 50%.
Preoperative diagnosis is most accurately confirmed
through computed tomography (CT) and colonoscopy,®
where CT examination typically demonstrates a three-
layered structure comprising the intestinal wall, me-
sentery and invaginated intestine that occasionally
identifies a tumor serving as the lead point;® more-
over, in certain cases, colonoscopy can be used both
for diagnosis and for attempting intussusception re-
duction. Nevertheless, there is a lack of extensive re-
search or case reports discussing the effectiveness of
colonoscopy in diagnosing malignancy through bio-
psy in such patients with tumor-induced intussuscep-
tion.

A colo-colonic intussusception of descending co-
lon, demonstrated by Randa et al., due to a tubulo-
villous adenoma with high-grade dysplasia has been
reported,’® and in this case, as with our own, the in-
creased bowel diameter resulting from colonic intus-
susception led to a more advanced interpretation of tu-
mor staging on preoperative clinical imaging com-
pared to the final postoperative pathological findings.
Further studies and additional case reports are neces-
sary to validate this hypothesis, although in 2024,
Vouchly et al. reported a very rare colorectal intus-
susception caused by a giant lipoma of sigmoid co-

lon."® We originally considered a benign, huge tumor
still undiagnosed after four sessions of colonoscopy
biopsies was the culprit, but the final pathologic re-
port indicated a malignant lesion.

Malignant lesions are more frequently observed in
colonic intussusception compared to enteric intus-
susception, with adenocarcinoma being the most com-
mon malignancy. Surgical resection should be per-
formed without reduction due to the high incidence of
malignancy associated with intussusception.'' Reduc-
tion poses risks of intraluminal seeding and venous
dissemination of tumor cells, intestinal perforation
during manipulation with potential spread of malig-
nant cells into the peritoneal cavity, and an increased
risk of anastomotic complications in an edematous
and inflamed bowel.'!-!?

Conclusion

Intussusception in adults is rare and often associ-
ated with malignancy, unlike the primarily benign
cases seen in children. We present a case of a 79-
year-old male with colorectal intussusception result-
ing from sigmoid colon adenocarcinoma, initially un-
diagnosed despite multiple biopsies. Preoperative im-
aging suggested advanced staging (cT3N2bMO, Stage
IIIC) leading to surgical resection, which ultimately
revealed early-stage malignancy (pT2NOMO, Stage I).
Diagnosing intussusception in adults is challenging
due to nonspecific symptoms and the need for ad-
vanced imaging techniques like CT. In this case of
colorectal intussusception, imaging-based cancer sta-
ging did not fully correspond to the postoperative pa-
thology. This emphasizes the difficulty of accurate
preoperative assessment in treatment planning and the
importance of clear communication with the patient
about these uncertainties.
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