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Background Intussusception is a rare cause of large bowel obstruction. Although it typically carries a good 
prognosis in pediatric patients, the outcome can be ominous in adults. Malignancy frequently 
underlies the condition in adults, prompting surgical intervention as the initial step to identify and 
treat the lead point effectively. Delays in diagnosis and nonoperative treatment approaches can result 
in complete obstruction, perforation, and an overall increase in mortality and morbidity.

Summary We describe the case of an 83-year-old female who presented with rapidly progressing obstructive 
symptoms and was found to have a long segment of large bowel to large bowel intussusception. 
Associated cecal dilation warranted emergent surgical intervention, with the removal of the lead 
point and compromised surrounding bowel, as indicated in adult patients. Pathologic analysis was 
consistent with T3 colon adenocarcinoma, Stage IIA (T3N0Mx), according to the eighth edition 
of the AJCC guidelines. Based on the patient’s age and postoperative progress, the oncologist 
recommended conducting follow-up examinations, including laboratory tests, imaging at regular 
intervals, and a colonoscopy one year after surgery.

Conclusion For adults, intussusception is a rare cause of obstructive symptoms. Expeditious workup and 
intervention for patients with large bowel obstructions are of great importance due to the risk of 
perforation and associated morbidity and mortality. When due to intussusception, swift surgical 
intervention is required to resect the affected colon and remove the pathologic lead point.
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Case Description
An 83-year-old female with no prior abdominal surgery 
was evaluated in the emergency room due to approximate-
ly 24 hours of acute onset abdominal pain and distention. 
She denied bright red blood per rectum but ascribed to 
decreased flatus and decreased stool output. Initial clini-
cal examination demonstrated a mildly tender, distended 
abdomen with no associated peritonitis, rigidity, or guard-
ing. Her most recent colonoscopy was ten years prior, at 
which time multiple polyps were identified but no large 
tumor. Abdominal computer tomography (CT) scan with 
intravenous contrast revealed the presence of large bowel 
to large bowel intussusception in the descending colon. 
The intussuscepted segment was approximately 8.5 cm in 
length (Figure 1).

Proximal to the lesion, there was significant colonic dila-
tion, with the cecum measuring approximately 9.5 cm in 
diameter (Figure 2). Fat stranding in the left mid abdomen 
and a moderate amount of ascites in the abdomen and pel-
vis was also identified. Laboratory values were significant 
for white blood cell (WBC) count of 12.8 × 103.0 cells/uL 
(reference range 3.7-10.68 × 103.0 cells/uL) with a shift 
of 84.6% (normal limit 40-70%) and lactic acid of 0.8 
mmol/L (normal limit 0.5 to 2.2 mmol/L) as well as CEA 
2.0 ng/mL (normal limit 0-2.5 ng/mL).

She was taken to the operating room for exploration, and 
upon entering the abdomen, the intussuscepted descend-
ing colon segment was identified and resected. The resect-
ed segment was 17.2 cm long grossly and was opened in 
the operating room, demonstrating what appeared to be 
multiple separate polypoid masses (Figure 3). Due to a 
significant size discrepancy between the dilated proximal 
colon and decompressed distal colon, an end colostomy 
and mucous fistula were created rather than a primary 
anastomosis.

The final pathology was consistent with a single 7.8 × 
3.4 × 2.3 cm circumferential adenocarcinoma, acting as 
a lead point for the intussusception. On histology, the 
mass was found to extend through the muscular wall into 
the subserosal adipose tissue, consistent with a T3 lesion.1 
Fourteen lymph nodes were identified, and none of them 
exhibited signs of tumor involvement. The final patholo-
gy, according to AJCC guidelines,2 was pT3N0M0, Stage 
IIA, poorly differentiated adenocarcinoma. Genetic stud-
ies demonstrated mutations in mismatch repair proteins 
compatible with loss of expression of MLH1 and PMS2 as 

Figure 1. CT Abdomen Showing Intussuscepted Segment Approximately 
8.5 cm in Length. Published with Permission

Figure 2. Abdomen Showing Colonic Dilation with Cecum Measuring 
Approximately 9.5 cm in Diameter. Published with Permission
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well as BRAF-mutation. Oncology recommendations were 
to observe and continue with conservative management. 
In addition, a colonoscopy was recommended a year after 
the surgery. With her history of polymyalgia rheumatica 
(chronically on prednisone), the use of immunologics was 
not endorsed.

Discussion
Intussusception is one of many causes of bowel obstruc-
tion, occurring due to an intraluminal or extraluminal lead 
point allowing the bowel to telescope into another seg-
ment, i.e., intussusceptum (affected segment) into intus-
suscipiens (receiving segment).3 Although there is a high-
er incidence in children less than two years of age,4 adult 
presentation remains rare and often heralds a diagnosis of 
malignancy acting as a lead point. While a lead point can 
be benign or malignant, extra measures are required when 
the etiology of intussusception is believed to be malignant.

Classically, the presenting symptoms of intussusception 
consist of abdominal pain, currant-jelly (dark bloody) 
stools, and tender abdominal palpable mass; however, 
these symptoms are far more common in children, and 
the presentation in adults varies greatly, making early diag-
nosis and intervention challenging. Common symptoms 
reported in adult patients include intermittent cramping 
abdominal pain with signs of bowel obstruction, bleeding 
per rectum, and peritonitis if progressed.4 Interestingly, 
our patient did not have preceding intermittent cramp-
ing abdominal pain but rather developed acute sharp pain 
with associated obstructive symptoms. Given the rarity 
of intussusception in adults, it is unique to find the acute 
presentation of our patient with adenocarcinoma as a lead 
point, as she had no other chronic symptoms often asso-
ciated with colon cancer (i.e., bleeding, abdominal pain, 
slowly progressive changes in stools).

Treatment approaches vary significantly between intussus-
ception diagnosed in children and adults, as the etiology 
giving rise to intussusception varies. In pediatric cases, 
pneumatic or hydrostatic enemas are first-line treatments 
with a reduction rate of 83% and 70%, respectively.5 The 
recurrence rate in pediatrics after successful reduction 
is 10 to 20% within the first 72 hours, but recurrences 
are often amenable to repeat enema reduction.6 Identi-
fication of intussusception in adults typically requires a 
stern approach to intervention. Due to the involvement 
of a malignant lead point in 65% of adult cases7,8 (which 

Figure 3. Intraoperative Findings. Published with Permission
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itself carries a risk of perforation, dissemination of malig-
nant cells, and complications with anastomosis due to 
inflammation present within the bowel8,11,12), treatment in 
adults centers around surgical intervention7,9,10 to relieve 
the obstruction, while also resecting the malignant lead 
point, with the goal of oncologic resection if possible. The 
patient’s imaging studies and physical exam were concern-
ing for obstruction with dilated cecum requiring emergent 
intervention.

Treatment for malignancy found with resection of the 
bowel involved will be dependent on the pathological 
findings. While surgery remains a mainstay for resect-
able lesions, chemotherapy is stage-dependent. Adjuvant 
chemotherapy in stage 2 patients has been a controversial 
topic.13 Oncological resection with negative lymph node 
findings can undergo observation. However, recent studies 
have shown benefits with the use of adjuvant chemother-
apy for patients with micrometastasis and involvement of 
lymphovascular invasion locally.14 While our patient did 
have pathological findings of small lymphovascular inva-
sion, she had no other findings suggestive of high-risk fea-
tures. Fourteen lymph nodes were acquired, all of which 
were identified to be negative for metastasis. Due to her 
age and other comorbidities, the decision was made to 
observe with follow-up levels of CEA and serial imaging.

Conclusion
Intussusception presents a diagnostic challenge in adults, 
particularly when caused by malignancy acting as a lead 
point. Unlike pediatric cases, adult presentations often lack 
classical symptoms, making early diagnosis difficult. Our 
patient’s acute presentation with adenocarcinoma as a lead 
point highlights the importance of considering intussus-
ception in adults with obstructive symptoms, even without 
preceding chronic symptoms associated with colon cancer.

Treatment approaches differ between pediatric and adult 
cases, with surgical intervention being the mainstay for 
adults due to the high incidence of malignant lead points. 
In our patient’s case, emergent surgical intervention was 
required due to the presence of obstruction with a dilated 
cecum.

Overall, this case underscores the importance of vigilance 
in diagnosing and managing intussusception in adults, 
particularly when malignancy is implicated, and highlights 
the need for individualized treatment strategies based on 
pathological findings and patient factors.

Lessons Learned
Large bowel obstruction due to intussusception is uncom-
mon; however, in older adults, it should raise concern 
about the etiology of the lead point and often requires 
expeditive operative intervention.
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