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1   |   INTRODUCTION

Intussusception is the invagination of a loop of the 
bowel into the lumen of a contiguous portion of the 
bowel as a result of peristalsis.1 Intussusception in 

adults is relatively rare compared to this condition in 
children. The proportion of intussusception in adults 
is about 5% of all cases and this condition in adults ac-
counts for approximately 1% of the cause of all bowel ob-
struction.2 Intussusception can be classified according 
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Key Clinical Message
Adult intussusception commonly has a leading point. In the colon, malignancy 
is a prevalent etiology for the leading point; however, benign tumors should also 
be considered. We present a case of colorectal intussusception caused by a giant 
lipoma.

Abstract
Intussusception in adults is comparatively infrequent in contrast to children, and 
in adult colonic intussusception, malignancy is the predominant cause of the 
leading point. Lipoma, an uncommon tumor in the gastrointestinal tract, rarely 
induces colonic intussusception in adults. We present the case of a 55-year-old 
Cambodian man experiencing cramping abdominal pain. He presented with mild 
abdominal distension with tenderness in the lower abdomen. On the rectal exam-
ination a large palpable mass was detected three to four centimeters from the anal 
verge. Abdominal computerized tomography revealed a collapsed sigmoid colon 
with mesenteric fat invaginated into the lumen of the upper rectum. Emergency 
laparotomy was performed and during the surgery the sigmoid intussusception 
spontaneously reduced. A mass was identified in the mid-sigmoid colon, leading 
to the decision for segmental resection of the sigmoid colon with the mass and 
subsequent end-to-end anastomosis. Histological examination results confirmed 
the mass as a lipoma. Colorectal intussusception in adults due to a lipoma is a 
relatively rare, with only a few reported cases in the literature.
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to location: enteric, ileocolic, ileocecal, and colonic.3 
According to a review article, the most common type 
is enteric intussusception (49.5%) and colonic intussus-
ception accounted for 19.9%. The most common etiology 
of pathologic leading point of colonic intussusception 
was malignancy. In contrast to pediatric intussuscep-
tion which mainly show sausage-shaped abdominal 
mass and jelly stool, in adults, these symptoms are rela-
tively infrequently. Instead, common manifestations in 
adults include abdominal pain, nausea, vomiting, and 
abdominal distension. Over 90% of adult patients with 
intussusception have undergone surgical treatment and 
recurrence rate is less than 10% and post-operative mor-
tality rate is approximately 5%.4

Lipoma is a relatively uncommon tumor in the gastro-
intestinal tract and the most common site for lipoma in 
the gastrointestinal tract is the large intestine. Lipoma is 
known as the third most prevalent benign tumor of the 
colon after hyperplastic polyp and adenomatous polyp. 
The incidence of colonic lipoma is reported between 
0.2% and 4.5%. Colonic intussusception in adults in-
duced by giant lipoma is very rare.5,6 We report a case of a 

55-year-old man with colorectal intussusception due to a 
large lipoma in sigmoid colon.

2   |   CASE HISTORY/
EXAMINATION

A 55-year-old Cambodian man presented with intermittent 
cramping abdominal pain for 3 days. His bowel habit was 
changed, with increased frequency of passing small stool 
over 1 month. Three days prior to presentation of the abdom-
inal pain, he had a small amount of bloody stool, and as then, 
no stool has passed and he experienced pain in the rectum. 
Subsequently he could not eat anything due to moderate to 
severe abdominal colic. He also complained of nausea, vom-
iting, abdominal distension, and constipation. He did not 
have a significant medical history and no abdominal surgery 
in the past. There was no significant family history or social 
history. He never underwent a colonoscopy before.

On physical examination, he was acutely ill-looking 
and afebrile with stable vital sign. He had mildly dehy-
drated tongue, positive skin turgor and mild abdominal 

F I G U R E  1   Intussusception of distal 
sigmoid colon (white arrow) leading by 
huge lipoma in the rectum (blue arrow) in 
the computed tomography scan (A) axial 
view, (B) sagittal view.

(A)

(B)
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distension with tenderness on the lower abdomen with-
out rebound tenderness or guarding. Digital rectal ex-
amination revealed a large palpable mass approximately 
three to four-centimeter from the anal verge. The mass 
was soft and round and had a smooth and regular bor-
der. The laboratory test was within the normal range 
without anemia.

3   |   METHOD

Abdominal computerized tomography (CT) revealed a 
collapsed sigmoid colon (intussusceptum) with mesen-
teric fat invaginated into the lumen of the upper rectum 
(intussuscipiens). (Figure 1). The leading point was sus-
pected to be a 50 mm-sized homogenous low-density mass 
in the rectum. In sigmoidoscopy, a 50 mm-sized round-
shape smooth mass was found 60–70 mm proximal to the 
anal verge (Figure 2). From the second day of hospitali-
zation, the abdominal pain progressively intensified, ac-
companied by tachycardia. Considering the possibility of 
intestinal obstruction or necrosis, emergent operation was 
decided.

Emergency laparotomy was performed under general 
anesthesia. During the laparotomy, the sigmoid intussus-
ception was spontaneously reduced. The sigmoid was very 
redundant and there was a mass at mid-sigmoid colon. 
The mass occupied most of the sigmoid lumen, and the 
diameter was about 50 mm, and the length was about 
100 mm. The distal sigmoid and rectum were markedly 
dilated and had an edematous wall. There was no mass at 
the rectum but the mesorectum was thickened. Moderate 
ascites was present in the pelvic cavity. No lymph node 

enlargement was observed. Segmental resection of the 
sigmoid colon with mass and end-to-end anastomosis 
was done. Additional lymph node dissection was not 
conducted because, during the process of confirming the 
mass during surgery, it clearly exhibited characteristics 
consistent with a lipoma (Figure 3).

4   |   CONCLUSION AND RESULTS

The gross findings of the specimen showed a well-
circumscribed lipomatous mass with a size of 80 × 50 mm. 
The microscopic findings showed that the mass was con-
sistent with lipoma which was encapsulated with nor-
mal lobular fat tissue containing unilocular adipocytes, 
separated by thin fibrous septa (Figure  4). Resected sig-
moid colon size was 100 × 50 × 40 mm and colon mucosa 
showed unremarkable.

The patient recovered well after surgery and was dis-
charged without any complications. No abnormal find-
ings were observed during outpatient follow-up.

5   |   DISCUSSION

We present this case for two main reasons. First, we un-
derscore that colonic intussusception can be triggered by 
a benign mass, such as lipoma, despite the fact that most 
colonic intussusceptions are induced by malignancy. 
Second, we aim to spotlight the occurrence of intussus-
ception in the colorectal lesion, the relatively distal part 
of the colon, induced by a large-sized lipoma in sigmoid 
colon.

Adult intussusception case is a rare condition compared 
to pediatric this condition constituting approximately 5% 
of all cases.2 In pediatric intussusception, approximately 
90% of cases lack definitive pathologic leading points. 
However, in adults, the majority of cases are secondary to 
pathological lesions within the bowel.7 Intussusception 
could be classified according to location. In the past litera-
ture, intussusception was classified as enteric, ileocolic, il-
eocecal, and colonic,3 and in a recent review article, it was 
analyzed by classifying into enteric, ileocolic, and colonic. 
Among them, the most common type was enteric intus-
susception (49.5%) and colonic intussusception is known 
to account for about 20%.

A meta-analysis of adult intussusception reveals that 
the most common etiology of intussusception is a benign 
tumor (37.4%) followed by a malignant tumor (32.9%) 
and idiopathic cause (15.1%).4 However, when confined 
to the colonic intussusception, malignant tumor become 
the predominant etiology (46.5%), with primary adeno-
carcinoma representing 80% of these cases. We reviewed 

F I G U R E  2   Huge lipoma with a smooth surface in 
sigmoidoscopy.
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the literature on intussusception with more than 10 cases 
until 2022 to investigate the etiology of colonic intussus-
ception (Table 1).7–34 Most common etiology of pathologic 
leading point in colonic intussusception was a malignant 
tumor (53.8%) followed by benign tumor (28.7%) and 
inflammation/infection (11.7%), and idiopathic (5.8%). 
Among benign tumor, lipomas (15%) are the most com-
mon, followed by adenoma or adenomatous polyp (9%) 
and leiomyoma (2%).

Colonic lipoma is a rare benign tumor with incidence 
ranging between 0.2% and 4.4%.6 Colonic lipoma is 
mostly asymptomatic and often does not require treat-
ment.35 Only 25% of colonic lipoma patients develop 

symptoms, however, when lipoma size is bigger, it could 
cause symptoms in 75% of patients.36,37 Large lipoma 
bigger than 3.5 cm could cause symptoms such as ab-
dominal pain, constipation, diarrhea, rectal bleeding, or 
intussusception.38 Colonic lipoma is more common in 
women, regardless of symptoms.39 Lipoma-induced co-
lonic intussusception, is also more prevalent in women 
(57% vs. 47%).40

Most colonic lipomas are small and occur mainly 
in the right side colon including the cecum and the as-
cending colon.38 However, according to a review article, 
the colonic lipoma causing colonic intussusception was 
localized more frequently at the transverse colon (28%), 
followed by the sigmoid (20%), and the cecum (19%). 
This finding suggests that the anatomical distribution 
of large-sized lipomas that could cause intussusception 
may differ from the total lipoma distribution known as 
the right dominant. In an analysis of lipoma-induced 
intussusception cases, the average size of lipoma was 
59.81 × 47.84 × 38.90 mm, and the range was between 
15 × 15 × 15 mm and 160 × 110 × 100 mm. In our cases, 
the size of the lipoma was around 50 mm × 80 mm, bigger 
than the average size of the previous study.

Common symptoms of colonic intussusception in-
clude abdominal pain (83%), constipation (18%) and rec-
tal bleeding (16%), while physical examination findings 
may include tenderness (37%) and distention (16%).40 

F I G U R E  3   (A) The gross finding of intussusception during 
surgery (B) huge lipoma cut by mass.

(A)

(B)

F I G U R E  4   Microscopic pathologic of lipoma with lobulated 
adipose cell (hematoxylin and eosin [H&E] stain, magnification (A) 
×100, (B) ×400.

(A)

(B)
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Our case also presented with these symptoms and phys-
ical findings; however, these symptoms and findings are 
non-specific and vague, thus, patients need further inves-
tigation. Computed tomography (CT) is the most com-
mon diagnostic tool with a sensitivity of 71%–87%, and 
a specificity of up to 100% to detect intussusception.41,42 
However, identifying the pathologic leading point poses a 
challenge. Magnetic resonance image (MRI), colonoscopy, 
and barium study are used to find the etiology of colonic 
intussusception and more than 70% of patients underwent 
two or more investigations to find the etiology of colonic 
intussusception caused by a lipoma.40

Diagnosing and determining the etiology of adult 
intussusception before surgery remains uncertain. In 
addition, in adults, the most common etiology of co-
lonic intussusception is malignancy. Therefore, the 
principle of treatment in colonic intussusception is 
surgical resection.38,43 In our case, there is a mass sus-
pected to be leading point of intussusception on both 
CT and sigmoidoscopy. During surgery, a large mass in 
mid-sigmoid colon was discovered leading to a segmen-
tal resection of the sigmoid colon with mass and end-
to-end anastomosis. In a review article, around 90% of 
colonic intussusception with lipoma was treated with 
surgery and only 10% were treated by endoscopic pol-
ypectomy.40 In the surgery of colonic intussusception, 
there is still debate on the reduction of this condition be-
fore bowel resection.44 Although conservative treatment 
with reduction could preserve the bowel, some doctors 
suggested surgical bowel resection without reduction, 
because the most common etiology of colonic intussus-
ception is malignancy and there is a risk of spreading of 
malignant cells during reduction.2,45

Most adult intussusception has a pathologic leading 
point. In the colon, malignancy is a common cause of 
leading point, however, benign tumors should also be con-
sidered as a cause. In our case, colorectal intussusception 
was diagnosed in the CT scan and during the surgery the 
leading point was identified with giant lipoma in the sig-
moid colon. Colorectal intussusception in adults caused 
by a lipoma is relatively rare, with only a few documented 
cases in the medical literature.
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