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ABSTRACT 

Adult intussusception is not uncommon a condition that accounts for only 5% of all intussusception cases. 

Most of the adult intussusception has a lead point in 70-90% of cases. Presenting symptoms and signs can 

be non-specific and mostly indicate bowel obstruction, where there is a myriad of causes. Therefore, multi-

ple modalities can be employed to diagnose this condition with CT imaging holds the highest diagnostic ac-

curacy, although other modalities may be adjunct in further management of patient. Herein, we report a 

case of a 90-year-old gentleman who presented with non-specific symptoms and was eventually diagnosed 

with sigmoid-rectal intussusception on CT scan, in which prior endoscopic procedure was not able to identify 

the pathology. This case emphasizes the diagnostic value of CT imaging in diagnosing adult intussusception, 

particularly in adult patients who present with non-specific abdominal symptoms.  
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ABSTRACT 

Adult intussusception is not uncommon a condition that accounts for only 5% of all intussuscep-

tion cases. Most of the adult intussusception has a lead point in 70-90% of cases. Presenting 

symptoms and signs can be non-specific and mostly indicate bowel obstruction, where there is a 

myriad of causes. Therefore, multiple modalities can be employed to diagnose this condition with 

CT imaging holds the highest diagnostic accuracy, although other modalities may be adjunct in 

further management of patient. Herein, we report a case of a 90-year-old gentleman who pre-

sented with non-specific symptoms and was eventually diagnosed with sigmoid-rectal intussus-

ception on CT scan, in which prior endoscopic procedure was not able to identify the pathology. 

This case emphasizes the diagnostic value of CT imaging in diagnosing adult intussusception, par-

ticularly in adult patients who present with non-specific abdominal symptoms.  

 

Keyword: Colonoscopy, Computed Tomography, Gastroenterology, Intussusception, Ra-

INTRODUCTION  

Intussusception is a condition described as 

intestinal invagination or telescoping of a bow-

el segment (intussusceptum) into the adjacent 

proximal or distal bowel (intussuscipiens).1,2 

Majority of the cases are of the paediatric age 

group, whilst only 5% of all intussusception 

occurs in adult patients.1,3 The causes for in-

tussusception in paediatric aged group are 

mostly idiopathic, which accounts for 90% of 

cases.4 This is in contrast to the adult-aged 

group where a leading point is usually demon-

strable, which is a well-delineated abnormality 

in 70-90% of cases.1,3 

 Children typically present with acute 

abdominal pain, bleeding from the rectum, 

and palpable abdominal mass which are sel-

dom present in adult patients.5 Non-specificity 

of symptoms in adult patients poses a diag-

nostic challenge as most signs and symptoms 

are suggestive of bowel obstruction.1,3,6 Medi-

cal imaging such as ultrasonography and CT 

scan, holds diagnostic value in identifying the 

actual pathology. Apart from these modalities, 

endoscopy can also be utilised for diagnostic 

as well as therapeutic purposes in managing 

intussusception.3,4 We describe an uncommon 

adult sigmoid-rectal intussusception secondary 

to the rectal tumor in which the intussuscep-

tion was missed in the initial endoscopic pro-

cedure, albeit, diagnosed after CT imaging 

was performed. We emphasize the role of CT 

imaging in confirming the diagnosis of intus-
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tal mass approximately 4 cm from the anal 

verge complicated with rectosigmoid intussus-

ception and proximal bowel dilatation (Figure 

1).  

 

 The patient was counseled for surgery 

and options of anterior resection of tumor or 

stoma creation were given; however, the pa-

tient was not keen on operation despite the 

risks had been explained if surgery was not 

promptly performed.  

 

 At the time of writing this, the patient 

still has persistent rectal bleeding with further 

deterioration of the condition which causes the 

patient to be bedridden. Despite the worsen-

ing condition, the patient was still not keen on 

surgical intervention. 

 

 

DISCUSSION  

Intussusception commonly affects the paediat-

ric-aged group predominantly with an estima-

tion of a 20:1 ratio compared to the adult-

aged group. The incidence of adult intussus-

ception is approximately 2-3 cases per million 

of the general population per year, commonly 

affecting those after the fifth decade. Adult 

intussusception includes less than 5% of all 

cases of intussusception and is discovered in 

1% of patients having bowel obstruction.6  

 

 There are a few types of intussuscep-

susception in adults.  

 

 

CASE REPORT  

A 90-year-old gentleman presented with pain-

less rectal bleeding for 3 days which was pre-

ceded by intermittent loose stool with loss of 

appetite and loss of weight (unable to quanti-

fy) for the past 1 month. On physical exami-

nation, vital signs were normal. His abdomen 

was distended and non-tender. There was no 

obvious mass on palpation. Per rectal exami-

nation with proctoscope revealed a fungating 

intraluminal rectal mass felt, 4 cm from the 

anal verge which bleeds upon contact with 

contact. Blood parameters were unremarkable 

at that point of time during the presentation; 

however, the CEA level was raised measuring 

17.5 ug/L.  

 

 Plain abdomen radiographs performed 

were unremarkable. There was no obvious 

bowel dilatation or pneumoperitoneum. Colon-

oscopy was subsequently performed on the 

next day which demonstrates a tumor at the 

lower rectum approximately 7 cm from the 

anal verge. There was intraluminal narrowing 

at the level of the tumor, however, the colon-

oscope was still able to pass through with nor-

mal mucosa seen distal to the tumor. A biopsy 

was taken in the same setting and showed 

highly dysplastic glands. CT abdomen and pel-

vis performed on the same day showed a rec-
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Figure 1: Contrast-enhanced CT scan of the pelvis, transverse section (a) and sagittal section (b). The intussus-
ception is depicted as telescoping of the sigmoid colon and its mesosigmoid into the rectum with typical ‘target-
sign’ as seen in image (a) and large ill-defined mass within the rectal lumen (white arrows).  
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tions which can be divided according to the 

location of the involved bowel, namely the 

enteric, ileocolic, and colo-colonic types.4,6,7 

The rate of incidence is 49.5%, 29.1%, and 

19.9%, respectively.6 Some authors have 

described that the small bowel is more com-

monly affected compared to ileocolic type3,4,6 

while others have reported vice versa.3,8 Nev-

ertheless, the colo-colonic type has been con-

sistently reported as the least common 

type.3,4,6,8 In contrast to intussusception in 

children, approximately 90% of adult intus-

susception has a leading point. These leading 

points can be further divided according to the 

nature of the lesion- either benign or malig-

nant. The majority of the leading points in the 

enteric type are benign in nature, whereas 

malignant aetiology accounts for 30% of cas-

es only.9 In comparison, the colonic type of 

adult intussusception has an underlying ma-

lignant leading point ranging from 69% - 

100% of cases, and the most common malig-

nant aetiology was adenocarcinoma.3 In this 

case, the only histological specimen acquired 

was during colonoscopy which showed highly 

dysplastic glands, a precancerous condition.  

 

Various modalities have been de-

scribed to diagnose intussusception in adults. 

In this case, CT imaging and colonoscopy 

were utilized, and intussusception was accu-

rately diagnosed via CT imaging, albeit 

missed in colonoscopy. This correlates to the 

high diagnostic accuracy of CT imaging which 

is reported consistently by various studies, 

ranging from 83.3 to 91%.9–11 In addition to 

the high diagnostic accuracy, CT imaging is 

also able to demonstrate the local and region-

al anatomy of the intussusception as well as 

to identify the underlying pathology causing 

the  intussusception. The finding that can be 

elicited from a CT scan is the ‘target sign’ 

which was seen in our case.12  

 

Colonoscopy has been reported to 

have a wide range of diagnostic accuracy 

ranging from 33% to 100% with few ad-

vantages being identified compared to other 

modalities.9–11 Due to the high prevalence of 

mass as a leading point causing intussuscep-

tion in adult cases, a biopsy can be per-

formed during colonoscopy, whilst direct visu-

alisation may assist in differentiating between 

benign and malignant mass. Some authors 

also describe the role of colonoscopic reduc-

tion of intussusception in selective cases.10 

Magnetic Resonance Imaging may have simi-

lar sensitivity with CT imaging in detecting 

adult intussusception13 albeit may be limited 

in acute settings.14 Nonetheless, if it is asso-

ciated with rectal prolapse, a dynamic MR 

study may provide a precise assessment of 

the presence of enterocele, rectocele, or anis-

mus which are commonly linked. Dynamic MR 

study may help to detect pelvic floor dysfunc-

tions as well which aid in operative plan-

ning.12,14  

 

 Considering the high incidence of ma-

lignancy as the underlying pathology in adult 

intussusception, many have opted for surgical 

resection.6,12 In the absence of obvious signs 

of acute abdomen, in patients who are diag-

nosed with intussusception, particularly co-

lonic type (commonly associated with leading 

points), it is advisable to perform a pre-

operative endoscopy to confirm the presence 

of pathology.6 Reduction of an intussuscep-

tion before surgical resection has been a con-

troversial issue as this carries a risk of perfo-

ration as well as a complication during anas-

tomosis of resected bowel, which is contribut-

ed by bowel wall oedema and inflammation. 

Theoretically, there are possibilities of intralu-

minal seeding or venous dissemination of 

cancerous cells as well.6,9,11 Whilst the reduc-

tion of intussusception carries risk as men-

tioned previously, this maneuver can be per-

formed in the enteric type of bowel intussus-

ception as the majority of pathology are be-

nign in nature.9 
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CONCLUSION 

Adult intussusception is an uncommon entity 

particularly the colo-colonic type which is en-

countered in this case report. The majority of 

the cases have lead points of various aetiolo-

gy ranging from benign to malignant causes. 

CT imaging and colonoscopy are diagnostic 

modalities of choice. Surgical resection is in-

dicated especially in cases where malignancy 

is suspected, although reduction is an option 

before resection in cases where benign caus-

es are suspected particularly in the small 

bowel.  
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