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Abstract

Colonic intussusception is a rare occurrence in adults, with few reported cases in the literature. Patients often present with nonspecific
and vague symptoms leading to diagnostic challenges and delayed treatment. Given the high incidence of underlying malignancy
associated with cases of adult intussusception, it is important for clinicians to be able to recognize and coordinate appropriate
follow-up. A 31-year-old female presented to the emergency department four times over a month with left lower quadrant abdominal
pain. Multiple computed tomography scans showed inflammation and diverticulitis of the mid-descending colon along with a short
segment of colonic intussusception. A colonoscopy was performed due to concern for malignancy. A partially obstructing mass was
found in the descending colon that could not be traversed. Biopsies revealed necrosis and no evidence of malignancy. However, given
high suspicion for malignancy, the patient underwent a laparoscopic left colectomy, which revealed a pT3N1b colon adenocarcinoma.

INTRODUCTION
Intussusception of the bowel is defined as the telescoping
of a proximal segment of the gastrointestinal tract within
the lumen of an adjacent segment. Colonic intussuscep-
tion is a rare occurrence in adults, accounting for only
1% of all bowel obstructions and 5% of all intussuscep-
tions [1]. Although 90% of childhood intussusception is
idiopathic, intussusception in adults is highly associated
with a pathologic lead point. Up to half of reported
cases of intussusception in adults are attributable to a
malignant tumor [2].

Intermittent abdominal pain and vomiting although,
nonspecific, can be an indicator of colonic intussus-
ception. Abdominal computed tomography (CT) is the
preferred diagnostic imaging modality with some studies
demonstrating up to 78% accuracy of abdominal CT
in diagnosing intussusception in patients [1]. Once the
diagnosis off colonic intussusception has been estab-
lished, underlying etiology should be investigated with a
colonoscopy followed by surgical resection if a lead point
is identified.

We present a case report of a young adult female who
presented to the emergency department (ED) four times

over the course of a month complaining of abdominal
pain and change in bowel habits. Recurrent imaging was
concerning for diverticulitis and intussusception that
only mildly improved with antibiotics and dietary mod-
ification. Colonoscopy and biopsy eventually revealed a
pT3N1b colon adenocarcinoma.

CASE PRESENTATION
A 31-year-old woman initially presented to the ED with
2 days of left flank pain and a 1-year history of abdominal
pain and bloating. The patient reported having had a
fever (100.5 Tmax) and recurrent non-bloody loose stools.
Vitals upon presentation to the ED were reassuring and
the patient was afebrile. Initial physical exam was nor-
mal with the exception of costovertebral angle tender-
ness. Labs were significant for elevated c-reactive pro-
tein and leukocytosis. CT abdomen revealed segmental
wall thickening of the descending colon with adjacent
inflammation and associated with diverticular disease
favoring acute diverticulitis (Figs 1 and 2). There was no
evidence of nephrolithiasis. The patient was discharged
on a 7-day course of Augmentin and was scheduled for
colonoscopy.
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Figure 1. Axial CT demonstrating segmental wall thickening of the
descending colon with adjacent inflammation favoring acute
diverticulitis or segmental colitis.

After discharge, the patient continued to experience
intermittent abdominal pain, melena and diarrhea.
These symptoms prompted three more emergency
room visits over a 1-month period. Repeat abdominal
imaging (CT scan) revealed previously noted colonic
inflammation. In addition, colonic intussusception was
noted this time. The patient underwent a colonoscopy
2 weeks later revealing a fungating partially obstructing
descending colon mass acting as the lead point for
intussusception (Fig. 3). The mass was deemed too large
for endoscopic removal and multiple biopsies were
obtained. These biopsies revealed necrotic granulation
tissue without any evidence of malignancy. Patient
subsequently underwent an uneventful laparoscopic
left hemicolectomy and was discharged home on
postoperative Day 3. Final pathology revealed moderately
differentiated adenocarcinoma, invading into pericolonic
adipose tissue and metastases in 3 of 48 lymph nodes.
Immunohistochemistry analysis revealed absence of
MLH1, PMS2 and MSH and presence of PSH2, concerning
for Lynch Syndrome. Further testing of MLH1 promoter
was negative for hypermethylation. The patient was
referred to medical oncology for adjuvant chemotherapy.
She remains disease free and is on active surveillance for
colorectal cancer in setting of Lynch Syndrome.

DISCUSSION
The clinical presentation of adult intussusception varies
considerably, with the most common symptoms includ-
ing abdominal pain, nausea, vomiting, change in bowel
habits, gastrointestinal bleeding and abdominal disten-
tion. The presentation of symptoms is consistent with
the obstructive nature of intussusception. Typically, the
onset and duration of symptoms in large bowel intus-
susception are significantly longer than in small bowel
obstruction, which was true for our patient in this case
report who had had a year of vague symptoms before
first presenting to the ED. It is important to recognize
that the presentation of intussusception has significant
overlap with that of adenocarcinoma of the colon due to
the obstructive nature of both.

Plain abdominal films, ultrasound and CT are all
imaging modalities that can be used to evaluate a

Figure 2. Coronal CT demonstrating segmental wall thickening of the
descending colon with adjacent inflammation favoring acute
diverticulitis or segmental colitis.

Figure 3. A fungating partially obstructing mass was found in the
descending colon on colonoscopy.

suspected case of intussusception. Plain films typically
reveal signs of intestinal obstruction or perforation and
can include distended loops of bowel with absence of gas
[3]. Abdominal ultrasonography is an appropriate initial
diagnostic technique in both children and adults; the
sensitivity and specificity of ultrasound in diagnosing
intussusception approach nearly 100% in experienced
hands [4]. Classic features of intussusception seen with
ultrasound include the target and doughnut signs on
transverse view and pseudokidney on longitudinal view
[5, 6]. CT is currently the most sensitive imaging method
for detecting intussusception, with characteristic fea-
tures including edematous bowel wall and mesentery
within the lumen of the bowel wall [7]. Despite the
consistent nature of CT in diagnosing intussusception,
it is not always reliable at distinguishing a neoplastic
lead point from a thickened bowel wall, as demonstrated
in this case and in several others [8]. Colonoscopy is
an appropriate tool for evaluation of intussusception,
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especially when there is concern for large bowel obstruc-
tion because it allows for the lesion to be diagnosed and
biopsied. Although colonic intussusception is rare find-
ing in general, descending colonic intussusception of the
descending colon is even more uncommon because of
its fixation to the retroperitoneum, with only a few cases
reported in the literature [9]. Colonic intussusception is
more likely to occur in the mobile portions of the colon
such as in the cecum or sigmoid colon.

Treatment of intussusception varies between adults
and children. In pediatric cases, it is appropriate to
attempt to reduce the intussusception using barium
enema. In adults, however, this approach is not advised
due to the concern for malignancy [9]. Surgery is the
primary management in adults with intussusception
produced by an underlying lead point.

CONCLUSION
Intussusception in adults is often the result of a patho-
logic lead point, with benign or malignant neoplasm
accounting for two-thirds of cases. Of these neoplasms,
50% are malignant. The majority of cases of adult intus-
susception arise within the small bowel. Of those that
do arise within the large bowel, the descending colon is
an uncommon location due to its retroperitoneal attach-
ments. Appropriate management of cases of adult intus-
susception includes imaging to aid in diagnosis followed

by colonoscopy and surgical resection in cases where
surgery is indicated.

CONFLICT OF INTEREST STATEMENT
None declared.

REFERENCES

1. Azar T, Berger DL. Adult intussusception. Ann Surg 1997;226:
134–8.

2. Honjo H, Mike M, Kusanagi H, Kano N. Adult intussusception: a
retrospective review. World J Surg 2015;39:134–8.

3. Mrak K. Uncommon conditions in surgical oncology: acute
abdomen caused by ileocolic intussusception. J Gastrointest Oncol
2014;5:E75–9.

4. Wiersma F, Allema JH, Holscher HC. Ileoileal intussusception in
children: ultrasonographic differentiation from ileocolic intus-
susception. Pediatr Radiol 2006;36:1177–81.

5. Boyle MJ, Arkell LJ, Williams JT. Ultrasonic diagnosis of adult
intussusception. Am J Gastroenterol 1993;88:617–8.

6. Weissberg DL, Scheible W, Leopold GR. Ultrasonographic appear-
ance of adult intussusception. Radiology 1977;124:791–2.

7. Gayer G, Apter S, Hofmann C, et al. Intussusception in adults: CT
diagnosis. Clin Radiol 1998;53:53–7.

8. Warshauer DM, Lee JK. Adult intussusception detected at CT
or MR imaging: clinical-imaging correlation. Radiology 1999;212:
853–60.

9. Fukuchi M, Tsukagoshi R, Sakurai S, et al. Adult intussuscep-
tion caused by descending colon cancer during chemotherapy of
stomach cancer recurrence. Case Rep Gastroenterol 2012;6:88–93.


	 Colonic intussusception masquerading as diverticulitis: a case report of a 31 year old diagnosed with colorectal carcinoma after multiple presentations to the ED for episodes of acute diverticulitis   
	INTRODUCTION
	CASE PRESENTATION
	DISCUSSION
	CONCLUSION
	CONFLICT OF INTEREST STATEMENT


