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Abstract

Background: Intestinal obstruction is a surgical emergency with most cases being small bowel obstruction. Large
bowel obstruction is comparatively uncommon and colonic malignancies are a usual cause. Such lesions cause
intestinal obstruction by luminal narrowing or rarely serve as lead point of intussusception.

Case presentation: Herein, we describe an unusual case of sigmoid carcinoma causing sigmoid-rectal
intussusception, rectal prolapse, and eventually large bowel obstruction.

Conclusion: Pre-operative CT should be done in all adult large bowel obstruction to look for possible site and
cause of obstruction and to rule out malignancy as a cause of obstruction. Conversely, every case of rectal prolapse
should be diligently evaluated to rule out intussusception, which if present in an adult indicates a high likelihood of
underlying malignancy.
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Background
Bowel obstruction is an abdominal emergency with high
morbidity and mortality if left undiagnosed. Large bowel
obstruction is less frequent than small bowel obstruction.
Colorectal carcinoma is the second most common cancer
diagnosed in women and third most common cancer in the
men [1]. Colonic malignancy is the most common cause of
large bowel obstruction, accounting for over 60% cases [2].
Adult intussusception as a cause of bowel obstruction is
rare, accounting for approximately 1–2% cases. Demonstra-
tion of a lead point is seen in more than 80% cases. More
than half of intussusception is associated with malignant le-
sions including adenocarcinoma, lymphoma and metastasis.
The presentation is non-specific, further posing a diagnostic
challenge. Some of these patients present with a mass
protruding out of the anus, which is often misdiagnosed as

a rectal prolapse, a far more benign cause. We herein
present a case of sigmoid carcinoma with sigmoid-rectal
intussusception’s presenting as rectal prolapse and large
bowel obstruction in the emergency department (ED).

Case presentation
A 52-year-old man came to the ED with the complaint
of acute colicky abdominal pain and a mass protruding
from the anus, which had progressively increased to its
present size in a week. He had a history of constipation
for the last 3 months for which he was taking indigenous
medicines. There was no history of bleeding per rectum,
melena, or other systemic complaints. On physical exam-
ination, he had tachycardia with generalized guarding and
rigidity of the abdomen. Bowel sounds were sluggish. On
local examination, there was large mass measuring ap-
proximately 8 × 5 × 6 cm protruding through the anal
canal (Fig. 1). Anal sphincter was relaxed, with the pro-
lapsed mass being irreducible. The patients’ blood counts
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revealed a normal hemoglobin (Hb 11.5 g/dl), a moderate
leukocytosis (WBC of 10,000/μL) with normal renal func-
tion. Plain X-ray abdomen showed dilated left side colon
with a gas-less distal bowel. There was no pneumoperito-
neum, and no obvious dilated small bowel loops seen
(Fig. 2). Further, non-contrast-enhanced computed
tomography (NCCT) scan was done which showed a
sigmoid-rectal intussusception which was telescoping
through the anal canal (Fig. 3). This was associated
with proximal bowel dilation suggestive of large bowel
obstruction with a distended caecum. There was no
significant abdominal lymphadenopathy or metastasis.
An emergency laparotomy was performed in view of

generalized guarding and rigidity of the abdomen,
which revealed an intussusception of the distal
sigmoid-rectum with growth, through the anal canal.
Hartmann’s procedure was performed with resection
of the sigmoid growth. The patient was discharged
with healthy and functional transverse colostomy. The
histopathology was reported as a moderately differen-
tiated adenocarcinoma, infiltrating the submucosa and
muscularis propria (Fig. 4). The patient was referred
to the oncology department for chemotherapy and
had an uneventful course of treatment thereon.

Discussion
Colorectal carcinoma is one of the commonest malig-
nancies worldwide [1]. While majority of patients
present with symptoms like bleeding per-rectum, weight
loss, altered bowel habits, 10–29% of patient with colon
cancer can present with the malignant bowel obstruc-
tion. Intussusception accounts for 1–2% of adult large
bowel obstruction with primary malignancy being the
most common cause of a colo-colic intussusception [3].
Sigmoid carcinoma presenting as large bowel obstruc-
tion due to the sigmoid-rectal intussusception with rec-
tal prolapse in the ED is rare. Rectal prolapse refers to
protrusion of the part of rectum through the anus.
Rarely adenocarcinoma, lymphoma and metastasis, and
adenoma of the distal large bowel can act as lead point
leading to the intussusception with resulting rectal pro-
lapse [4, 5]. The association between rectal prolapse and
colorectal cancer is rarely reported. Rashid et al. re-
ported a retrospective study of 70 patients with rectal
prolapse. In his study, patients with rectal prolapse had a
4.2-fold increased risk of having colorectal cancer (5.7%),
compared with the control group (1.4%) [6].
Adult intussusception poses a diagnostic dilemma to

the clinician due to non- specific clinical presentation
and clinical examination findings. Hence, radiology plays
a vital role in diagnosis and the management of such
cases. Plain abdominal X-rays are usually the first diag-
nostic tool, demonstrating signs of intestinal obstruction
and providing information about probable site of ob-
struction [7]. Ultrasonography (USG) may demonstrate
the typical signs of intussusception [8]. USG is often
used in the pediatric population. However, in adults, its
utility is limited by air within the bowel lumen and
greater depth between the skin and target anatomy.
CT has emerged as a useful imaging modality for diag-

nosing intussusception in adults and is often performed for
primary or secondary assessment of acute and subacute
gastrointestinal symptoms of unclear origin. Similar to the
USG, CT may also demonstrate target sign, wherein layers
of the bowel are duplicated forming concentric rings when
imaged at right angles to the lumen. As one image further
along the intussusception the mesentery (fat and vessels)

Fig. 1 Prolapsed sigmoid-rectal intussusception (yellow arrows) with
mass lesion as lead point (blue arrows)

Fig. 2 X-ray abdomen erect AP view image showing decending
colon and splenic flexure of colon is grossly dilated (yellow arrows),
and there is no rectal gas shadow is seen (red arrows)
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will form a crescent of tissue around the compressed inner
most lumen, surrounded by the two layers of the outer
enveloping bowel. Even further distally the lead point (if
present) will be visualised.
In addition, CT provides greater detail in illustrating

local and regional anatomy, which can inform operative

planning [9]. In cases of rectal prolapse, special MRI
procedures like magnetic resonance (MR) defecography
may have several advantages over CT. MR defecography
due to its intrinsic dynamic nature, allows accurate as-
sessment of the presence of enterocele, rectocele, and
anismus, which are often associated with rectal prolapse

Fig. 3 a–c Coronal and axial non-contrast-enhanced computed tomography (NCCT) images showing intussusception of sigmoid colon (yellow arrows)
with its mesentery (curved yellow arrows) into the rectum and anal canal (red arrows) with probable mass lesion as lead point at its tip (blue arrows)

Fig. 4 a Gross image showing a superficial ulcero-proliferative growth in sigmoid (red arrow). b, c Haematoxylin and eosin (H&E) lower
magnification (× 40) images showing a tumour mainly arranged in glandular pattern. d, e H&E (× 100) demonstrating an adenocarcinoma
infiltrating in to the underlying lamina propria. f H&E (× 400) shows individual glands having hyperchromatic nuclei with loss of nuclear
stratification with intraluminal “dirty” necrosis, along with interspersed area showing mild acute and chronic inflammatory cell infiltrate
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[10]. Endoscopic investigations such as colonoscopy and
sigmoidoscopy also play an important role in evaluating
the lead point of intussusceptions and obtaining a hist-
ology sample but in an acute setting, as in our case, role
of MR defecography and sigmoidoscopy is limited. The
most common lead point in an adult intussusception is a
malignant mass and therefore a routine resection is ad-
vocated. This is also because reduction of an intussus-
ception in the presence of a malignant mass may cause
intra luminal seeding and venous embolization [11].

Conclusion
Thus, we can conclude that for early definitive manage-
ment, a prompt diagnosis of intussusception is imperative
and is largely dependent on imaging. CT scan is the
primary modality of choice for early diagnosis and surgical
planning. Sigmoid–rectal intussusception is an uncom-
mon entity, and it further leading to rectal prolapse is
extremely rare occurrence. Hence, it is recommended that
all the cases of rectal prolapse should be meticulously
evaluated pre-operatively to rule out intussusception and
underlying malignancy for better patient management.
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