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Abstract

Rectal prolapse is usually of benign etiology. Rarely, sigmoido-rectal intussusception results from a malignant lead-point.
We report the case of a patient with a partially obstructing sigmoid cancer causing a full thickness rectal prolapse requiring
surgical intervention. An 82-year-old woman presented with | week of rectal bleeding, fecal incontinence, and weight loss.
Computed tomography identified sigmoido-rectal intussusception. Colonoscopic biopsy revealed high-grade dysplasia.
Magnetic resonance imaging demonstrated a 6-cm mass forming the lead point of the intussusceptum with epiploic appendages
seen within the rectal lumen. She underwent laparoscopic low anterior resection with final pathology consistent with T2NO
adenocarcinoma, and recovered well. Among adult patients with rectal prolapse, suspicion for underlying malignancy should
prompt a thorough investigation to inform the decision for resection, which may be safely performed by minimally invasive

techniques.
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Introduction

Intestinal intussusception is rare in adults, accounting for
approximately 1% of all bowel obstructions.! The diagnosis
is difficult to establish with history and physical exam find-
ings alone. Prior to the widespread availability of multi-
detector computed tomography (CT) and magnetic resonance
imaging (MRI), the diagnosis was often made at laparotomy.>
Recognizing and understanding pertinent signs, symptoms,
and imaging findings is essential to the early diagnosis and
appropriate management of adult intussusception.
Sigmoido-rectal intussusception is a subtype of intestinal
intussusception in which an intussusceptum composed of dis-
tal sigmoid or rectum prolapses through the anal canal. Rectal
prolapse is usually of benign etiology. However, rectal cancer
causing a prolapse has been reported.? We report a unique case
in which a partially obstructing sigmoid cancer caused full
thickness rectal prolapse requiring surgical intervention.

Case report

An 82-year-old woman presented with 1week of painless
rectal bleeding and fecal incontinence in the context of 10—
151b weight loss over 6 months and no prior colonoscopy.

Her medical history was significant for dementia. Informed
consent was provided by her surrogate decision-maker. Her
abdomen was soft and non-tender with no appreciable mass.
CT of the chest, abdomen, and pelvis demonstrated sig-
moido-rectal intussusception with fat stranding in the presa-
cral adipose tissue, without evidence of distant metastasis
(Figure 1).

Colonoscopy demonstrated a malignant-appearing obstruct-
ing sigmoid tumor telescoping into the rectum (Figure 2). Cold
forceps biopsies were superficial, fragmented, and demon-
strated high-grade dysplasia. Serum carcinoembryonic antigen
was 0.6ng/mL (ref. 0.0-3.0ng/mL). MRI of the pelvis demon-
strated a 6cm X 3cm X 2cm mass forming the lead point for
sigmoido-rectal intussusception with epiploic appendages seen
within the rectal lumen and no lymphadenopathy (Figure 3).

She underwent a laparoscopic low anterior resection.
Intraoperatively, she was found to have a partially obstructed
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Figure |. Axial computed tomography image of sigmoido-rectal
intussusception with fat stranding in the presacral adipose tissue.

Figure 2. Colonoscopic image of sigmoido-rectal
intussusception with epiploic appendages seen within the rectal
lumen.

rectosigmoid mass intussuscepting into the rectum. High
ligation of the superior mesenteric artery and vein were per-
formed to allow a tension-free primary stapled anastomosis.
She recovered well. Final pathology demonstrated a 6.6-cm
T2NO well-differentiated adenocarcinoma with negative
margins.

Discussion

Classic descriptions of intestinal intussusception that is not
associated with rectal prolapse feature the triad of abdominal
pain, palpable abdominal mass, and heme-positive stools.
However, this triad is rarely observed in contemporary stud-
ies.* Therefore, early diagnosis often depends on accurate
interpretation of imaging findings to avoid discovery at the
time of operative exploration.!> For pediatric patients, ultra-
sonography is commonly used as a cost-effective and

Figure 3. Coronal magnetic resonance image of sigmoido-rectal
intussusception with epiploic appendages seen within the rectal
lumen.

non-invasive means of identifying a target sign indicating
intestinal intussusception. However, its utility is compro-
mised by air within the bowel lumen, which hinders trans-
mission of ultrasonic waves. In addition, it may be difficult
to interpret abdominal ultrasound findings in adults with
thick abdominal walls and greater distance between the skin
and target anatomy. In cases of intussusception leading to
rectal prolapse, ultrasonography may be used to assess the
anatomical integrity of internal and external sphincter mus-
cles, but other imaging modalities are more effective in
assessing the intussusceptum and associated pathology.

CT has emerged as a useful imaging modality for adult
intussusception, and is often performed as a primary or sec-
ondary assessment of acute and subacute gastrointestinal
symptoms of unclear origin, leading to the diagnosis of
intussusception in patients with atypical presentations or
unreliable history and physical exam findings.> Similar to
ultrasonography, CT may demonstrate a target sign. In addi-
tion, CT provides greater detail in illustrating local and
regional anatomy, which can inform operative planning.# In
cases of intussusception leading to rectal prolapse, defecat-
ing MRI has several advantages over CT.® The dynamic
nature of MR defacography allows accurate assessment of
the presence of enterocele, rectocele, and anismus, which are
often associated with intussusception.” In addition, MR
defacography allows for global assessment of pelvic floor
movements, which can inform operative planning.’
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Colonoscopy is an important modality in the diagnosis
and management of adult colonic or rectal intussusception
with or without rectal prolapse.®!? This is especially true
when patients present with signs and symptoms of large
bowel obstruction.!’'> Colonic intussusceptums in adults
often represent malignant lead-points. Colonoscopy pro-
vides direct visualization of the intussuseptum and associ-
ated intraluminal pathology and allows for biopsy and tissue
diagnosis. Differentiating between benign and malignant
underlying pathology informs decision-making regarding
operative resection, an area of controversy.

Given the high incidence of underlying malignancy in adult
intussusceptums, many advocate for routine resection.! This
seems prudent for older patients with higher likelihood of
underlying malignancy and in cases in which the bowel wall is
compromised, increasing the potential morbidity of operative
reduction without resection. When intussusception is caused
by a malignant lead-point, reduction prior to resection may
promote intraluminal seeding and venous embolization.!? For
colonic intussusceptums in adults, which are likely to represent
malignant lead-points, resection should be performed without
prior reduction.!* A laparoscopic approach appears to be safe
and effective.>>15 The weight of evidence suggests that the role
for operative reduction without resection is limited to younger
patients with small bowel intussusception, low likelihood of
underlying malignancy, and healthy-appearing tissues.*

Conclusion

When adult patients present with rectal prolapse of unclear
etiology, the presence underlying malignancy should be
investigated with a thorough history and physical exami-
nation augmented by colonoscopy with consideration of
abdominal CT or MR defacography to assess for the pres-
ence of associated conditions. When a malignant lead-
point is diagnosed or suspected, resection should be
performed without prior reduction. Operative resection
may be safely and effectively performed with minimally
invasive techniques.
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