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population, it presents with a typical triad of acute symp-
toms (abdominal pain, bloody diarrhea, palpable mass) 
leading the doctor to the diagnosis easily, whereas, in 
adults, symptoms may be subtle or chronic and not spe-
cific. Prominent symptoms in adults are abdominal pain, 
vomiting, diarrhea, melena, or hematochezia, followed 
by abdominal distention, palpable mass, and poor nu-
trition8. Plain abdominal radiography offers little to the 
diagnosis. An ultrasound scan may sometimes prove use-
ful, especially in thin adults. The gas contained in dilated 
bowel loops and the patient’s body habitus may distort 
or obscure the view, resulting in low diagnostic value. 
Sonography findings suggestive of bowel intussuscep-
tion are the “target” or “doughnut” sign in the transverse 
view, the “pseudo-kidney” sign in the oblique view and 
the “trident” sign on longitudinal view3,9. The most use-
ful tool in the assessment of the patient is the abdominal 
computed tomography (CT) and its evolution with multi-
detectors (MDCT). The diagnostic accuracy of CT scan 
interestingly varies from 58-100 % with several typical 
patterns depicted10. The first pattern is the “target- like” 
described as a round mass with intraluminal soft tissue 
and eccentric fat density. The second is the “reniform 
pattern”, depicting a bilobed mass with low central at-
tenuation and higher peripheral density. The third pattern 
is the “sausage-shaped” which results from alternating 
areas of low and high attenuation that are related to the 
bowel wall, intraluminal fluid, mesenteric fat and fluid, 
contrast material, or air. All three patterns may exist at 
the same time and show the same lesions because the pat-
tern correlates with the axis of intussusception as “cut” 
by the CT beam7 (i.e., perpendicular, parallel or oblique 
to the beam). MDCT also has the ability to differentiate 
between presence and lack of a leading point. Moreover, 
MDCT can demonstrate the complications of intussus-
ceptions, represented by bowel wall ischemia and per-
foration, which are mandatory to be referred for surgery 
promptly7. 

First case
A 65-year-old female patient presented to the emer-

gency department with dull abdominal pain of sub-acute 
onset within the preceding months. Her abdomen was soft 
and non-tender on palpation with normal enteric sounds, 
and lab tests revealed anemia [hematocrit (Hct): 24 %, he-
moglobin (Hb): 7.8 mg/dl]. She reported in her medical 
history, atrial fibrillation of recent onset treated with rivar-
oxaban. Colonoscopy revealed an ascending colon tumor, 

and biopsies were taken. While inpatient, she developed 
intense symptoms of acute abdominal pain and blood loss 
per rectum. On clinical examination, she had a palpable 
mass with tenderness on her right abdomen; thus, an emer-
gency CT scan was performed and was diagnostic of a 
large bowel intussusception (Figure 1, Figure 2). The pa-
tient was taken to the operating room, and an exploratory 
laparotomy was carried out, which unveiled a long tract 
intussusception with part of the terminal ileum and the 
ascending colon being intussuscepted into the transverse 

Table 1: Benign and malignant lesions associated with bowel intussusception.
Benign Malignant

Crohn disease Henoch-Schonlein purpura Primary Metastatic
Celiac disease HIV Adenocarcinoma Melanoma
Lipoma Postoperative adhesions GIST Lung
Leiomyoma Endometriosis Carcinoids Renal cell cancer
Neurofibromatosis Meckel’s diverticulum Leiomyosarcomas Breast 
Fibro-epithelial polyps Lymphoma 

GIST: Gastrointestinal Stromal Tumor, HIV: human immunodeficiency virus infection.

Figure 1: Axial computed tomography image showing a 
segment of right sighted colon (white arrow) engulfed into 
the transverse colon with interposed mesenteric fat and ves-
sels (colo-colic intussusception). 

Figure 2: Coronal reformatted computed tomography image 
demonstrating the colo-colic intussusception (white arrow). 


