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Abstract

Background: Prolapsed sigmoido-rectal intussusception in 
adults with a pathologic lead point of colonic lipoma is a rare clini-
cal condition. Gangrenous prolapsed colonic intussusception is 
even rarer. Adult intussusception often has a malignant lead point, 
commonly seen in ileocolic cases, while small bowel-to-small bow-
el intussusceptions are relatively benign. However, a benign lead 
point of large bowel intussusception caused by a colonic lipoma is 
an extremely unusual clinical condition.

Case presentation: We report a 65-year-old female presenting 
with a painful prolapsed anal mass for five days, associated with 
failure to pass stool. She experienced diarrhoea a week before the 
incident but had no trauma, prior surgeries, rectal bleeding, or sig-
nificant weight loss. On examination, her vital signs were stable, 
and a gangrenous prolapsed sigmoido-rectal intussusception was 
observed, with a palpable polypoid soft mass within the intusus-
ceptum lumen.

Result: A diagnosis of prolapsed gangrenous colo-anal intussus-
ception with a pathologic lead point of sigmoid colonic mass was 
made. Surgery involved a combined perineal and abdominal ap-
proach. The prolapsed gangrenous segment was initially resected 
perineally, followed by abdominal reduction and exploration. The 
soft mass arose from the sigmoid colon, with no evidence of malig-
nancy. Necrotic bowel and mesocolon were resected, and primary 
colo-colic anastomosis were performed. Biopsy confirmed a benign 
colonic lipoma as the lead point. The patient recovered well post-
operatively and remained healthy on follow-ups.
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Conclusion: Protrusion of a mass per anus in adults 
warrants consideration of sigmoido-rectal intussusception 
as a differential diagnosis. In cases of gangrenous, irreduc-
ible prolapsed intussusception, a combined abdominal and 
perineal surgical approach is essential for relieving bowel 
obstruction, controlling sepsis, and preventing complica-
tions like malignant perforation and peritoneal seeding, 
while ensuring accurate diagnosis and definitive treatment. 

Introduction

Adult intussusception is a rare clinical condition account only 
about [1-5] % of intestinal obstruction. Moreover, presence of 
prolapsed colonic intussusception is another extremely rare 
clinical finding compered to small bowel to small bowel and 
small bowel to colonic intussusception. Intussusception in adult 
is generally not benign clinical condition as of pediatrics. Usu-
ally associated with pathologic lead point in more than 90% and 
those pathologic lead points are malignant condition in more 
than 60% of cases. The leading point protrude into distal lumen 
of adjacent bowel and pull proximal adjacent bowel segment 
through anterograde peristalsis. Subsequently telescopes into 
distal adjacent lumen along with its mesentery, which may later 
compromise the blood flow and simultaneously cause luminal 
obstruction. 

Adult intussusception has no peculiar clinical presentation. 
Often patient present with longstanding abdominal cramp un-
til it results in complete bowel obstruction. However, in case 
of prolapsed intussusception patient may seek medical atten-
tion early due to obvious discomfort from associated pain and 
defecation difficulty.  Diagnosis of adult intussusception require 
thorough clinical evaluation and optimum investigation with; 
Ultrasound, colonoscopy, CT-scan or MRI is crucial due to its 
pathologic condition.  But, if patient present with complete ob-
struction and gangrenous bowel surgical exploration and post 
op diagnosis is inevitable.

Overall, gaol of surgical management is enblock resection 
of intussusception mass and restoration of bowel continuity 
in an emergency case. However, proper oncologic resection 
is required if preoperative accurate diagnosis is obtained. The 
options surgical approach may be based on the case scenario, 
perineal resection is inevitable for oedematous prolapsed gan-
grenous irreducible intussusception to prevent further perfora-
tion and iatrogenic anal sphincter injury.

Case presentation

History and physical examination: This is a 65-year- old fe-
male patient presented with a compliant of protrusion of mass 
per anus of five days, it was painful and it didn’t reduce sponta-
neously, she had history of bloody diarrhoea one week prior to 
the protrusion of the mass. She didn’t passed stool over the last 
three days. For this suffering she went to the nearby local hospi-
tal and reduction tried but unsuccessful. Otherwise, she had no, 
she passes flatus, no distension, no vomiting, no chronic cough, 
no difficulty of urination, no trauma/ surgical history, no weight 
loss, no smoking history, no previous bowel habit change. On 
objective evaluation: the patient was acute sick looking in pain, 
vital signs were BP-130/85mmHg. PR-88, RR-26, T-36.6°c, per-
tinent findings was on abdominal examination; DRE- there was 
prolapsed intususceptum bowel segment with gangrenous mu-
cosa circumferentially at distal end of prolapsed mass but rec-
tal wall was pinkish and there was also a polypoid darken firm 

palpable mass in the lumen of prolapsed intususceptum. The 
examining finger able to pass between protruded mass and rec-
tal wall and irreducible (Figure 1).

Investigations

On labs exam; on complete blood count profile WBC-
13.93×103, HCT-39.9% Serum electrolyte results; K+-(3.7mEq/L), 
Na+-(140mEq/L), Liver enzymes; GPT;33U/L, GOT-51.8U/L, ALP-
58.2U/L, Serum Creatinine-0.53g/L.

Management outcomes and follow ups

With all the above clinical evidences adult-onset gangre-
nous prolapsed coloanal intussusception was diagnosed. After 
patient was optimized for exploration and she was taken to 
operation theatre, prepared and approached both abdominal 
and perineal. Intraoperative finding was that a part of sigmoid 
colon telescoped into rectum and prolapsed through the anal 
opening and a prolapsed intususceptum mass was frankly gan-
grenous (Figure 1). A gangrenous prolapsed mass was resected 
perineally and viable segment reduced to abdomen (Figure 2 & 
3). The remain part of intususceptum which involves sigmoid 
colon resected enblock and colo-colic anastomosis was done 
through the abdominal approach (Figure 4).  A resected mass 
was examined and there was polypoid soft to firm intraluminal 
mass arising from mid sigmoid colon and sample sent for histo-
pathologic study Figure 4). Later the biopsy results confirmed 
sigmoid colon luminal lipoma (Figure 5 & 6). Post operatively 
patient was improved discharged home. On Subsequent follow 
ups the patient is doing well.   

Figure 1: Perineal examination shows gangrenous prolapsed 
adult intussusception with intraluminal polypoid soft mass.

Figure 2: Intraoperative photograph shows perineally resection 
of prolapsed gangrenous sigmoido-rectal adult intususception.
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Figure 3: Intraoperative photograph shows perineal resection 
completed and viable segment ready to reduced per Anus.

Figure 4: Intraoperative photograph of resected redundant sig-
moid colon segment and ready for end-to-end anastomosis.

Figure 5: A gross picture of the resected segment of colon with 
polypoid mass (blue arrow) and Cut surface through the polypoid 
mass shows lumen filled with yellowish soft tissue (blue arrow).

Figure 6: Medium and high power-section show intraluminal 
adipose tissue indicative of lipoma (black arrow) and underlaying 
muscular layer (blue arrow).

Discussions 

Prolapsed sigmoido-rectal intussusception in adult with 
pathologic lead point of colonic lipoma is a rare clinical condi-
tion in literature. From data of 203 literature review the over 
overall incidence adult intussusception was 2-3/100,000 pre-
dominantly affects female with median age of 51.57 years. 
However, the exact incidence of prolapsed sigmoido-rectal in-
tussusception is not yet known [1-4].

Intussusception in adult is generally not benign clinical con-
dition as of pediatrics. Usually associated with pathologic lead 

point in more than 90% and those pathologic lead points are 
malignant condition in more than 60% of cases. The leading 
point protrude into distal lumen of adjacent bowel and pull 
proximal adjacent bowel segment through anterograde peri-
stalsis. Further telescoping of proximal bowel segment into 
distal along with its mesentery in single segment or compound 
segment of intususceptum lead to vascular flow compromise 
and luminal mechanical obstruction. The commonest adult in-
tussusception is small bowel to small bowel and small bowel 
to colonic intussusception and the pathologic lead points are 
usually, adenocarcinoma, benign polyps and colonic lipoma. 
However, colonic intussusception by lead point of lipoma is rare 
finding, sigmoid colon is second common site of colonic lipoma 
causing intussusception next to transverse colon. Majorities 
(90%) of colonic Lipomas originate from submucosa and sessile 
type and rarely pedunculated with average size of (5.9×4.5×3.4) 
cm and the largest (16×11×11) cm located at ascending colon is 
documented in literature. In addition, the presence of prolapse 
in sigmoido-rectal intussusception with pathologic lead point of 
colonic lipoma will further potentiate additional complications 
from progress of septic condition and bowel perforation due to 
bowel exposure to external mechanical shear apart from blood 
flow compromise and acute bowel obstruction [5-7]. 

Here we are reporting a 65-year-old female patient present-
ed with prolapsed sigmoido-rectal intussusception with patho-
logic lead point of a pedunculated mid sigmoid submucosal 
originated lipoma which is very rare clinical condition.

Generally, adult intussusception presents with history of 
longstanding abdominal cramp in more than 83.17%, intermit-
tent bleeding per rectum and constipation, vomiting and mild 
abdominal distension, until complete bowel obstruction results 
in which they may exhibit cardinal signs of mechanical bowel 
obstruction. On the other hand, prolapsed intussusception 
present early with mass protrusion per rectum with associated 
pain and acute obstruction [8,9].

Diagnosis of adult intussusception generally need clinical 
evidence and accurate interpretation of radiological imaging, 
intraoperative finding and biopsy result. Ultrasound can assess 
vascularity status, presence of target sign, intrabdominal asso-
ciated mass but it’s always operator dependent. CT-scan and 
MRI provide more informative image evidences for diagnosis 
and management plan as well. Colonoscopy is also important 
to know intraluminal pathologic conditions and histopatho-
logic study before further treatment plan. However, in clinical 
scenario of acute bowel obstruction with a progressive septic 
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condition, the preoperative diagnosis may be challenging and 
retrospective diagnosis after exploration and optimum treat-
ment [10-12].

The mainstay of treatment in adult intussusceptions is en-
block surgical resection in case of acute bowel obstruction and 
in the presence of progressive of septic condition, particularly 
gangrenous prolapsed sigmoido-rectal intussusception. The 
choice of surgical approach may depend on clinical scenario and 
pathologic site.  For perineal with abdominal approach or open 
vs laparoscopic/endoscopic technique. The most commonly 
performed procedure for colonic lipoma induced intussuscep-
tion was right hemicolectomy (32.21%) and Sigmoidectomy was 
only 19.14% Overall gaol of surgical intervention includes; relief 
of acute bowel obstruction, control of septic focus from gangre-
nous bowel, prevention peritoneal seeding from perforation of 
malignant intussusception and restoration of bowel continuity  
by anastomosis or diversion colostomy or ileostomy based of 
clinical condition of patients [13-18].

Conclusion 

Protrusion of a mass per anus in adults warrants consider-
ation of sigmoido-rectal intussusception as a differential diag-
nosis. In cases of gangrenous, irreducible prolapsed intussus-
ception, a combined abdominal and perineal surgical approach 
is essential for relieving bowel obstruction, controlling sepsis, 
and preventing complications like malignant perforation and 
peritoneal seeding, while ensuring accurate diagnosis and de-
finitive treatment.

Author’s declarations

Author contribution

All authors had involved in the process of edition and ap-
proved the final manuscript document.

Belay Mellese Abebe: Conceptualization, supervision, data 
curation, validation; Murtii Teressa Obolu: writing original 
draft, review editing, data curation, Software; Gediyon Ge-
tachew Gebo: Data curation & Methodology; Biruk Woisha Bo-
gale: Data curation & Methodology; Teketal Tadesse Geremew: 
Data curation & Methodology; Alemwosen Teklehaimanot: 
Data curation & Methodology.

Informed consent

Formal written informed consent is taken from parents for 
publications along with accompanying images, any identifica-
tion part has been anonymised for the privacy and confidential-
ity of patients and it will be available up on request by journal 
chief editor.

Conflict of interest 

No conflict of interest in computation.

Acknowledgements 

We would like to express our gratitude to the patients’ par-
ents for providing informed consents for publication along with 
accompanying image and everyone else who helped with the 
intraoperative photo and the radiologic image collection.

References

1.	 S Ganesan, J Xavier. A rare case of sigmoid intussusception. A 
case report. Int J Surg Case Rep. 2023; 110: 108705.

2.	 NJ Andrews, DJ Jones. ABC of colorectal diseases. Rectal pro-
lapse and associated conditions. BMJ. 1992; 305: 6847.

3.	 D Bacha, N Kammoun, I Mallek, L Gharbi, A Lahmar, S Ben Slama. 
Pedunculated colonic lipoma causing adult colo-colic intussus-
ception: A case report and literature review. Int J Surg Case Rep. 
2024; 123: 110242.

4.	 A Hasnaoui, R Trigui, M Ben Hassine, A Haggari, H Bellamine. 
Sigmoid-rectal intussusception in an elderly patient: A case re-
port of an unusual presentation of intestinal obstruction. Int J 
Surg Case Rep. 2023; 112: 109018.

5.	 S Doita, F Taniguchi, T Ogawa, M Watanabe, K Tanakaya, H Aoki. 
Two cases of sigmoid colon cancer with intussusception pro-
lapsing through the anus in adults: consideration of preopera-
tive reduction and surgical approaches: case reports. AME Case 
Reports. 2024; 8: 61–61

6.	 T Mac Sseruwagi, CR Lewis. Rectal prolapse associated with in-
tussusception and malignancy. J Surg Case Reports. 2023; 2023: 
1–3.

7.	 JZ Du, LT Teo, MT Chiu. Adult rectosigmoid junction intussuscep-
tion presenting with rectal prolapse. Singapore Med J. 2015; 56: 
e78–e81.

8.	 H Temperley, C Waters, C Murray, NE Donlon, CL Donohoe. A 
rare case of intussusception through a prolapsed end colostomy. 
J Surg Case Reports. 2021; 2021: 1–3.

9.	 AA Khan, LF Cervera, S Shihadeh, D Glotzer. Large Anal Polyp 
Disguised as Rectal Prolapse. Cureus. 2024; 16: 2–5.

10.	 C Shi, L Pan, B Song, Y Gao, L Zhang, Y Feng. Ileocolic intus-
susception caused by ileal lipoma: A case report. Med (United 
States). 2020; 99: E21525.

11.	 D Montwedi. Rectosigmoid carcinoma presenting as full-thick-
ness rectal prolapse. BMJ Case Rep. 2019; 12: 10–12.

12.	 M Kido, et al. Arteriovenous malformation that caused prolapse 
of the colon and was treated surgically in an infant: a case re-
port. Surg Case Reports. 2020; 6: 4–8, 2020.

13.	 R Chen, H Zhao, X Sang, Y Mao, X Lu, Y Yang. Severe adult ile-
osigmoid intussusception prolapsing from the rectum: A case 
report. Cases J. 2014; 1: 1–4, 2014.

14.	 I Voulimeneas, C Antonopoulos, E Aliferakis, P Ioannides. Peri-
neal rectosigmoidectomy for gangrenous rectal prolapse. World 
J Gastroenterol. 2010; 16: 2689–2691.

15.	 PS Teyha, A Chandika, VR Kotecha. Prolapsed sigmoid intussus-
ception per anus in an elderly man: A case report, J Med Case 
Rep. 2011; 5: 389.

16.	 BCF Law, OSH Lo. A rare case of rectal prolapse after Deloyers 
procedure in a patient with Hirschsprung’s disease: A case re-
port. Int J Surg Case Rep. 2019; 56: 63–65.

17.	 A Perrakis, F Meyer, H Scheidbach. Complete rectal prolapse 
presenting with colorectal cancer. Innov Surg Sci. 2023; 8: 119–
122.

18.	 D Poudel, SR Lamichhane, KC Ajay, N Maharjan. Colocolic intus-
susception secondary to colonic adenocarcinoma with impend-
ing caecal perforation in an elderly patient: A rare case report. 
Int J Surg Case Rep. 2022; 94: 107093.


