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Adenocarcinoma of the Colon: An Uncommon Cause of
Adult Colonic Intussusception

The Editor

Sir,

Colon cancer is the third most common malignancy in
Jamaica, with age standardized rates per 100 000 per year of
9.9 and 9.4 in males and females respectively (1). Intussus-
ception in adults is an uncommon presentation, representing
less than 1% of all cases of intestinal obstruction (2). The
majority of patients present with nonspecific symptoms that
can delay diagnosis, resulting in the majority of cases being
diagnosed at laparotomy. However, the increased use of
computed tomography (CT) scans to evaluate patients with
abdominal pain has improved preoperative diagnosis (3).
Surgical resection of the intussusception without reduction is
the preferred treatment in adults because in greater than 50%
of cases the lead-point is a colonic neoplasm which is best
resected with minimal manipulation, thus reducing the theo-
retical risk of tumour dissemination (4, 5). We report on our
experience at the University Hospital of the West Indies, in
managing two cases of colonic intussusception caused by
adenocarcinoma of the colon.

The first case is that of a 22-year old man who pre-
sented to the gastroenterology clinic at the University
Hospital of the West Indies with a five-month history of
intermittent, cramping left-sided abdominal pain. This was
associated with the passage of altered and bright red blood
mixed with stool per rectum. There was no history of weight
loss and no personal or family history of inflammatory bowel
disease or cancer. Physical examination was normal and he
had colonoscopy which revealed a 5 cm diameter friable
polypoid mass occupying 60% of bowel lumen 40 cm from
the anal verge. This was biopsied. A colonic malignancy
was suspected and he was sent for an abdominal CT scan.
Computed tomography revealed colo-colic intussusception at
the level of the descending colon.

An emergency laparotomy was performed after resus-
citation. An antegrade intussusception of the distal
transverse and splenic flexure of the colon was found,
without evidence of ischaemic bowel or metastatic disease.
A left hemicolectomy with primary anastomosis was done.
The postoperative course was uneventful and he was
discharged on the fifth postoperative day.

The histology report noted a moderately differentiated
mucinous adenocarcinoma, with involved serosal margin and
2/7 lymph nodes positive for metastases (Dukes’ C).

Chemotherapy was scheduled, however, he defaulted
from treatment and was seen one year later at which time sur-

veillance colonoscopy was performed and was normal.
Clinically he was doing well with normal CEA and no
evidence of metastatic disease on ultrasound.

Index case two is that of a 67-year old male previously
diagnosed with diabetes and hypertension who presented to
his private physician with a three-month history of inter-
mittent diarrhoea, the occasional passage of altered blood
mixed with stool and generalized weakness. He was found to
be pale and tachycardic and haemoglobin was 4.8g/dL. He
was transfused with packed red cells and later investigated
with colonoscopy, which revealed a large, fungating, exophy-
tic mass, 25 cm from the anal verge. Biopsy confirmed a
moderately differentiated adenocarcinoma.

Examination revealed an elderly male whose abdomen
was soft and non-tender, without organomegaly or a mass.
There was a filliform mass 6 cm from the anal verge on digi-
tal rectal exam. ACT done reported a 1 cm hypodense lesion
in segment II of the liver, suggestive of a solitary metastasis
and the CEA was normal.

The diagnosis of sigmoid cancer with a possible
synchronous rectal cancer was made.

At laparotomy, a sigmoido-rectal intussusception
(Figure) was found with the sigmoid cancer as the lead point.
There was no evidence of metastases. Sigmoid colectomy
with primary anastomosis was done. He recovered well.

The histology report noted a well-differentiated adeno-
carcinoma with 11/11 lymph nodes negative for metastases
(Dukes’ B). After six months, he was doing well.

Unlike intussusceptions in children, 70% to 90% of all
adult intussusceptions have a demonstrable underlying cause
(2). Malignant tumours are documented in 20% to 50% of
adult intussusception (4−6). Intussusceptions occurring in
the large bowel are more likely to have a malignant aetiology
(5). Large polypoid adenomas and lipomas are the most
benign lead-points found in adult colo-colic intussusception
(6, 7).

Intussusception is the telescoping of one segment of
the intestine into another adjacent distal segment of the
intestine. Early diagnosis and appropriate treatment are
essential, because the mesentery of the involved segment is
trapped between the overlapping layers of the bowel and its
vascularity may be compromised (8). Intussusception of the
sigmoid colon is often misdiagnosed as a very large polyp or
as a rectal prolapse due to the wide variety of nonspecific
abdominal symptoms, including pain, obstruction and rectal
bleeding (6, 9). Unfortunately, a precise preoperative diag-
nosis is established in less than half of the cases (4, 6).

Radiological studies may be helpful in the preoperative
diagnosis. The characteristic appearance of intussusceptions
on barium enema is “a cup-shaped filling defect”. Ultra-
sound findings include the “target sign” or “doughnut sign”
on the transverse view and the “pseudokidney sign” on the
longitudinal view. Computed tomography scans have 78% to
100% accuracy in the diagnosis of intussusception. The most
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common CT finding is an early target mass with enveloped,
eccentrically located areas of low density (10).

Surgical resection without reduction is the treatment of
choice in colo-colic adult intussusception (4, 5). However, in
uncomplicated sigmoido-rectal intussusceptions, an initial
reduction may permit a sphincter-saving resection, without
increased morbidity or mortality to the patient, as was done
for the second index case. If there is rectal wall necrosis, an
abdominoperineal resection is indicated (8).

Intussusception is not an adverse prognostic indicator
for the underlying malignancy (2). In the study by Azar and
Berger (6), no positive lymph nodes were found in six
patients with intussusception and colonic carcinoma and the
majority of lesions extended only through the muscularis
propria with no penetration into the serosa. Bulky tumours
with serosal and intraperitoneal extension prevent the bowel
from intussuscepting. The first index case may have been an
exception to this general logical rule, as serosa was involved
and lymph nodes positive for metastases were present.

Our cases highlight this uncommon presentation of
colonic adenocarcinoma. In our opinion, colon cancer pre-
senting with intussusception is usually indicative of a lower
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Figure: Intra-operative picture showing sigmoido-rectal intussusception.

T- stage (T1 or 2) and an oncologic resection is usually re-
quired without reduction. However, reduction before resec-
tion to prevent a more extensive operation such as an abdo-
mino-perineal resection is safe, once the rectum is viable.
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