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Atypical endoscopic finding of colocolic intussusception: case

report and literature review
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Background: Adult-onset colonic intussusception is a rarely encountered condition that leads to large
intestinal obstruction with time. Patients often present with a variety of symptoms that are non-specific
making it challenging to arrive at a definitive diagnosis. This is worrying as diagnostic delay could lead
to a significant increase in morbidity and mortality. We wish to present and describe a case of an atypical
endoscopic finding of colocolic intussusception secondary to ascending colon cancer.

Case Description: Sixty-seven-year-old lady was referred for 1 month’s duration of passing melenic
stools with mucus followed by a week’s complain of hematochezia. Clinical examination and other relevant
blood results were unremarkable except for iron deficiency anemia. Initial colonoscopy revealed a large mass
within the splenic flexure with inconclusive biopsies. A more detailed colonoscopy repeated the following day
revealed a massive, black-to-yellowish lesion within the splenic flexure with no viable mucosa seen. Colonic
bezoar was initially suspected, however various endoscopic retrieval methods proved futile. Switching to
a slimmer diagnostic gastroscope, the colon was carefully negotiated until a large ulcer was found within
the ascending colon, adjacent to the mass’ origin. An emergency CT abdomen and subsequently extended
right hemicolectomy performed revealed a colocolic intussusception with sealed perforation secondary to
an ascending colonic mass acting as an intussusceptum. Histopathology evaluation confirmed an ascending
colon adenocarcinoma (pT2NOMO) amidst a background of extensive ischemic changes.

Conclusions: Endoscopic descriptions of colonic intussusception are unusual given their rarity.
Furthermore, these lesions can mimic a colonic bezoar as a result of fecal accretion and this can ultimately
lead to false diagnostic and therapeutic decisions. In such instances, clarification with a CT scan before

management decision can potentially avert unnecessary endoscopic intervention and complications.
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Introduction

Colonic intussusception by definition requires a lead point
to act as a focus in altering normal intestinal peristaltic
rhythm and activity. This would then initiate the telescoping
of a proximal bowel segment (termed as intussusceptum) to
within the receiving lumen of a distal bowel segment (termed
as intussuscipiens) (1,2).

With relevance to our case study, adult-onset colonic
intussusception is rare with a reported incidence of 5%,

© Annals of Translational Medicine. All rights reserved.

which in turn accounts for only 1-5% of all adult intestinal
obstructions (3). In 90% of the cases encountered, an
organic pathology is identified as the lead point and these
includes both benign and malignant colonic tumors,
postoperative etiologies and idiopathic causes (4,5). Out
of these etiologies, colonic adenocarcinoma is reportedly
discovered in 65-70% of the cases (6).

Our aim of this case is to describe an atypical endoscopic
appearance of colonic intussusception, which is clinically
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Figure 1 Colonoscopic view of the large splenic flexure colonic

mass covered with fecal matter.

pertinent and relevant to endoscopic practices. We present
the following case in accordance with the CARE reporting
checklist (available at https://atm.amegroups.com/article/
view/10.21037/atm-2022-61/rc).

Case presentation

Our patient was a 67-year-old woman who presented to the
emergency department with a 1-week history of passing
melenic stools alongside mucus, followed by a 4-day history
of loose watery stools and hematochezia. She denied having
weight loss, fever, nausea, vomiting, constipation, abdominal
pain and abdominal distension. Her comorbidities included
hypertension and dyslipidemia for which she was compliant
to her prescribed medications and follow-ups.

Clinical examination revealed a small-built elderly lady
with a blood pressure of 131/67 mmHg, pulse rate of
94 beats per minute, temperature of 36.8 °C and respiratory
rate of 19 breaths per minute. Her oxygen saturation
was 99% on room air and she was comfortable with no
pain. Per abdominal examination revealed a soft and non-
tender abdomen with no palpable masses. Other systems
examination was unremarkable. Digital rectal examination
was positive for melenic stools.

Relevant biochemical investigations revealed an elevated total
white cell count of 16.34x10*/uL. (normal range 4.00-10.00/pL),
hemoglobin of 9.4 g/dL (normal range 12.0-15.0 g/dL),
erythrocyte sedimentation rate of 120 mm/Hr (normal range
<20 mm/Hr), serum lactate of 0.82 mmol/L (normal range
0.50-2.20 mmol/L), serum albumin of 28 g/L. 3448 g/L),
urea of 2.7 mmol/L (normal range 3.5-7.0 mmol/L) and
creatinine of 75 pmol/L (normal range 50.4-98.1 pmol/L).
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Colonoscopy done 2 days later by the referring
endoscopist, revealed a large mass within the splenic flexure
that prevented further progression of the adult colonoscope
(outside diameter measuring 13.2 mm). Biopsies were
taken and she was scheduled for a repeat colonoscopy the
following day in a better equipped endoscopy center. The
repeated colonoscopy confirmed the initial findings of a
massive, black-to-yellowish mass lesion within the splenic
flexure (Figure I). Attempts to characterize with narrow-
band imaging were not possible as there was no viable
mucosa seen despite vigorous flushing. Initial suspicion of
colonic bezoar was considered though endoscopic retrieval
methods using a combination of endoscopic accessories were
futile. At this point of time, we were concerned that the mass
may have become impacted. We then switched to a slimmer
diagnostic gastroscope (outside diameter measuring 9.2 mm)
with the aim of maneuvering beyond the mass to identify
its origin. This strategy was successful as we were able to
advance further until a large stercoral ulcer was seen lying
next to the mass within the ascending colon (Figures 2,3).

The colonoscopy was then abandoned as we were
unable to proceed further. Decision was made to proceed
with a CT scan to obtain diagnostic clarification. The
CT abdomen revealed findings suspicious of perforated
colocolic intussusception where the bowel-in-bowel sign
and discontinuity of the medial aspect of the bowel wall
was reported. The lead point (intussusceptum) was in the
ascending colon invaginating into the distal transverse colon
(intussuscipiens) and this was associated with proximal
ileal dilatation associated with wall thickening (Figure 4).
Collectively, this pointed to a subacute large bowel
obstruction secondary to colocolic intussusception with
radiographic features of sealed perforation.

She was then referred on to our surgical colleagues
where an extended right hemicolectomy with double barrel
stoma was performed the next morning. Intraoperatively, a
large lobulated colonic mass measuring 16 cm x 10 cm was
discovered within the ascending colon. This was identified
as the lead point for the source of colocolic intussusception.
In addition, there was localized pus collection and scattered
necrotic patches surrounding the intussusceptum in keeping
with impending perforation.

The final histopathological evaluation of the lead point
confirmed this to be a pT2NOMO ascending colonic
adenocarcinoma. Amidst this lesion, there was background
extensive ischemic changes in keeping with compromised
blood flow attributed to the long-standing colocolic
intussusception (Figure 5).
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Figure 2 The stercoral ulcer could be seen adjacent to the colonic

mass.

Figure 3 Gentle manipulation of the endoscope focusing on a

portion of the stercoral ulcer within the ascending colon.

All procedures performed in this study were in
accordance with the ethical standards of the institutional
and/or national research committee(s) and with the Helsinki
Declaration (as revised in 2013). Written informed consent
was obtained from the patient for publication of this case
report and accompanying images. A copy of the written
consent is available for review by the editorial office of this
journal.

Discussion

The dilemma that surrounds colonic intussusception is its
variable presentation which can be non-specific (3). The
timing of presentation plays a significant role in patient
manifestation ranging from symptoms of acute to subacute
and finally, chronic intermittent intestinal obstruction (7,8).
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Figure 4 Coronal CT image demonstrating a colo-colonic
intussusception containing the proximal ascending colon (yellow
arrow) with marked thickening of the colonic wall suggesting a
solid lesion as the lead point invaginating into the distal colon

(green arrow). CT, computed tomography.

Figure 5 Histopathology of the intussuscepted mass showing
fused and irregular malignant glands (yellow arrow) within a
haemorrhagic background (blue arrow) (hematoxylin and eosin
staining, magnification x200).

This reflects the dynamic and variable time course of colonic
intussusception prior to irreversible strangulation. The
commonest reported symptoms include nausea, vomiting,
gastrointestinal bleeding, altered bowel habits, constipation
and abdominal distension which are also seen in many
other gastrointestinal conditions (5,9). Unlike the pediatric
population for which intestinal intussusception is far more
common and benign, the classic triad of crampy abdominal
pain, bloody diarrhea and a palpable abdominal mass is
also extremely rare in adults (6). It is thus not surprising
when there is a delay in diagnosis and other more common
pathologies are sought first leading to detrimental outcomes
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for some patients (10). This highlights the importance of
being extra vigilant when faced with a case of adult-onset
intestinal obstruction and when there are doubts, this should
be clarified by obtaining an urgent CT scan.

In relevance to our case, the initial diagnosis of colonic
intussusception was not considered due to her atypical
clinical presentation in addition to the unfamiliar endoscopic
appearance. This was not surprising as endoscopic
description of colonic intussusception is uncommon and
may be dependent on the time course of presentation.
Most published work describe cases diagnosed via
radiographic imaging and provide images of gross specimen
taken intraoperatively or just prior to histopathological
processing (11). In the articles that do affix endoscopic
images of colonic intussusception, the colonoscopy was
performed to complement the diagnosis picked up on CT
scan (11,12). In these instances, the endoscopic images of
the intussusceptum were straightforward; healthy pink to
ischemic purplish mucosa with an added clarity of viewing
the site of ongoing intussusception (11-15). This was
in contrast to our case where there was significant fecal
concretion that has accrued over the mass with time in
addition to worsening ischemia and necrosis, making it
difficult to establish an endoscopic diagnosis. Furthermore,
the intussusceptum was enormous, measuring up to 16 cm
in length on the final pathological specimen. This would
make it impossible to examine the full extent of the lesion
endoscopically in order to better comprehend the main
issue at hand.

This emphasizes the limited role of colonoscopy to
purely localization, evaluation and possibly delineation of
the intussuscepted mass depending on its size (1,16,17).
Pertaining to the role of delineation in our case, we had to
use a slimmer diagnostic gastroscope in order to advance
beyond the mass before reaching its site of origin. Even
then, we could not reliably make a definitive diagnosis
due to the enormity of the lesion though it does set a
precedent for subsequent investigation. This explained
the need for CT scan which has the highest sensitivity
in detecting colonic intussusception. In addition, other
suspected colonic pathologies can be readily distinguished
depending on their individual radiological features and
hallmarks (7,18).

In terms of endoscopic intervention, the current
recommendation is to only consider endoscopic reduction of
intussusception once a benign lead point can be confirmed.
Aside from this, operative en bloc resection abiding by
oncological surgical principle remains the mainstay of
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treatment for adult-onset colonic intussusception (14,19).
Endoscopic intervention namely, debulking with snare
polypectomy is ill-advised as this would not only risk tumor
spillage or seeding but may cause significant bleeding and/
or colonic perforation that necessitates emergency surgical
intervention with less than desirable outcomes (17,20).

In retrospect this was a challenging case mainly due
to the vague symptoms on initial presentation. Our
investigations were steered towards diagnosing more
common colonic pathologies such as colon cancer,
diverticular disease and internal hemorrhoids. Little did we
expect to find an unusual large mass resembling a foreign
matter, which led us to perform various endoscopic retrieval
maneuvers. Looking back, the subsequent efforts to locate
the mass’ origin after failure in endoscopic removal was
perhaps an ideal strategy. After all, this realigned our
thought process and redirected us back on track.

Thankfully, our patient went through the recommended
investigative route and received the appropriate
management with good outcome. She was subsequently
discharged well a week later and remained well a month
after the surgery.

Conclusions

We wish to highlight a variant endoscopic finding of
colonic intussusception resembling a colonic bezoar. The
combination of ischemia and necrosis resulting from
strangulation in addition to fecal accretion makes it not
only difficult to flush away but also mislead the endoscopist
to consider other colonic pathologies that could be
managed endoscopically. Endoscopic intervention in this
patient could have led to detrimental outcomes. Our case
also serves to emphasize the important role of CT scan
in obtaining a clear diagnosis and in distinguishing other
competing differential diagnoses prior to surgery.
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