
South Asian Journal of Cancer ♦ January-March 2015 ♦ Volume 4♦ Issue 1 45

Laparoscopic management of sigmoidorectal 
intussusception caused by sigmoid carcinoma
DOI: 10.4103/2278-330X.149952
Dear Editor,
Colo‑colic intussusception involving left colon in adults is 
rare. Intussusception in adults is usually associated with 
some pathology as the lead point, unlike pediatric age group 
where it is usually idiopathic. Surgical resection followed by 
anastomosis remains the standard treatment in cases of large 
bowel intussusception. There is no consensus on the role of 
reduction of intussusception before resection. Herein, we are 
presenting a case of sigmoidorectal intussusception, which was 
managed laparoscopically.
Sixty‑two years old, otherwise healthy gentleman presented to 
us with history of bleeding per rectum of 4‑month duration. 
Per rectal examination revealed a polypoidal growth at 7  cm 
from anal verge. Magnetic resonance imaging  (MRI) of pelvis 
showed mass arising from sigmoid colon causing sigmoidorectal 
intussusception  [Figure  1a]. Colonoscopy revealed an ulcero 
proliferative growth arising in sigmoid colon at 20  cm from 
anal verge and biopsy proved it to be adenocarcinoma. 
Patient was planned for laparoscopic definitive surgery. 
Intra‑operatively there was sigmoidorectal intussusception, 
but otherwise healthy bowel wall with no gross edema or 
necrosis  [Figure  1b]. Intussusception was reduced with gentle 
manipulation using a swab  [Figure  1c]. Once reduced, it was 
found that the mass was arising from the apex of sigmoid colon 
loop. Sigmoid colectomy was done  [Figure 1d]. Intra‑operative 
and post operative course was uneventful. Patient was 
discharged on fourth post operative day. Final histopathology 
revealed, moderately differentiated adenocarcinoma pT2 N1a. 
One out of thirteen nodes showed deposits of adenocarcinoma 
with perinodal extension. Proximal and distal margins were 
adequate. Patient was planned for CAPEOX chemotherapy.
Adult intussusception accounts for 1% of cases of intestinal 
obstruction in adults though it is the most common cause of 
intestinal obstruction in infants. Unlike in children where it 
is idiopathic, adult intussusception is caused by malignant 
tumors in 64% to 87% of patients and by benign tumors in 
29% to 33% of patients.[1] Colo‑colic intussusception is more 
common in adults with the most cases affecting the right colon. 
Sigmoidorectal intussusception is distinctly rare. Conventionally, 
these cases are managed by surgical resection. Reduction of 

intussusception prior to resection is deemed unsafe particularly 
in the presence of underlying mass.[2] In our patient, if reduction 
was not attempted, patient would have required anterior resection, 
which is more morbid surgery than sigmoid colectomy. There are 
couple of prior reports of successful reduction of sigmoidorectal 
intussusception by laparoscopic technique.[3,4]

Sigmoidorectal intussusception can be successfully managed by 
laparoscopic technique and careful reduction of intussusception 
may avoid more radical procedures at this site.
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Figure  1:  (a) MRI pelvis showing sigmoidorectal intussusception.  
(b) Intra‑operative picture showing sigmoidorectal intussusception. 
red arrow  –Intussuscipiens; white arrow  –  Intussuseptum.  
(c) Reduction of sigmoidorectal intussusception. (d) Anastomosis between 
descending colon and rectum after sigmoid colectomy
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Letters to Editor

Subcutaneous implantation of metastatic 
carcinoma: An unpredicted event following 
endoscopic parathroidectomy for adenoma
DOI: 10.4103/2278-330X.149953
Dear Editor,
Parathyroid carcinoma  (PTC) accounts for  <1% of primary 
hyperparathyroidism.[1‑3] Differentiating carcinoma from 
adenoma is difficult in preoperative and intraoperative 
stages, and even after histopathological examination. 
Often, the diagnosis is made in retrospect.[1] To the best 
of our knowledge, we report the first case of metastatic 
recurrence of PTC in the trans axillary tract of endoscopic 

parathyroidectomy, done for a supposedly benign adenoma 
3  years ago.
A 32‑year‑old female presented with a nodular swelling 
over the medial aspect of the right clavicle and an outside 
fine‑needle aspiration cytology  (FNAC) report of metastatic 
carcinoma. She had a past history of endoscopic left 
inferior parathyroidectomy done 3  years ago. Furthermore, 
interestingly, the surgery was done through the right trans 
axillary approach. The final diagnosis was a benign adenoma 
both on frozen section and histology. Presently, her serum 
calcium was 15.2 mg/dl, and intact parathyroid hormone  (PTH) 
was 1886  pg/ml. Sesta methoxyisobutylisonitrile  (MIBI) 
scan showed abnormal focal uptake anterior to the right 
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the ipsilateral thyroid lobe, adjacent musculature, level VI 
lymphatic tissue. Intraoperative monitoring of intact PTH with 
a significant drop (>50%) has proved accurate in reflecting an 
optimal resection.[2]

The histological diagnosis of PTC, based on the Schantz 
and Castleman criteria published in 1973, include trabecular 
pattern, thick fibrous bands, mitotic figures, necrosis, capsular 
invasion, and angioinvasion.[4] Recently, immunohistochemistry 
with negative staining for parafibromin and/or positive for 
protein gene product 9.5 is being related to malignancy.
Recurrent PTC is suspected when serum calcium rises. Although 
complete cure is unlikely, recurrent disease should also be treated 
surgically. The role of radiotherapy is not well‑defined. The 
data from MD Anderson group and mayo clinic suggests that 
adjuvant radiotherapy appears to increase disease free survival.[5] 
The prognosis of PTC is extremely variable, depending on early 
diagnosis and success of initial surgical procedure.
Conclusion
This case report has shown that it’s preferable to have a high 
index of suspicion for PTC in patients with severe forms 
of primary hyperthyroidism, than to miss the opportunity 
for surgical cure in the first go. Furthermore, this limits 
the applicability of minimally invasive surgery for primary 
hyperthyroidism, warranting a proper selection of patients 
undergoing these procedures.
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Figure 1: Sesta‑methoxyisobutylisonitrile scan showing abnormal focal 
soft tissue density anterior to the medial end of right clavicle

clavicle [Figure  1]. This was reminiscent of recurrence in the 
endoscopic tract. She underwent wide local excision of the 
metastatic deposit and the tract with left hemithyroidectomy 
and the central compartment clearance. Histopathology 
revealed a metastatic deposit of PTC with infiltration into 
thyroid parenchyma. The initial pathology was reviewed and 
showed features consistent with a benign parathyroid adenoma.
Parathyroid carcinoma results in severe hyperparathyroidism and 
complications from recurrence and metastatic spread. Patients 
usually present with a severe form of hyperparathyroidism, 
such as bone disease, renal disease or hyperkalcemic crisis. 
According to the literature, diagnosis of PTC must be based on 
the concurrence of the following evidence:[1,4]

•	 Concomitant renal and bone disease
•	 Palpable neck mass
•	 Elevated serum calcium levels  (14-16 mg/dl)
•	 Elevated PTH  (>500 pg/ml and often >1000 pg/ml)
•	 Recurrent laryngeal palsy from direct tumor invasion.
With a sensitivity of 91% MIBI scintigraphy may be a valid 
tool to assess the presence and localization of PTC.[2] FNAC 
may not be effective and should be avoided to prevent capsular 
rupture and seeding of tumor cells.[3] Frozen section may assist 
in the diagnosis, but subtle pathological findings may overlap 
with benign disease.[4]

Surgery is the only effective and curative treatment of PTC.[2] 
It should be performed as “en bloc” tumor resection with 

Unusual etiology of secondary thyrotoxicosis 
and its presentation
DOI: 10.4103/2278-330X.149954
Dear Editor,
The incidence of clinical hyperthyroidism has been reported 
as 0.8/1,000 women per year, and it is less common in 
men.[1] Causes of thyrotoxicosis include Grave’s disease, toxic 
multinodular goiter, toxic adenoma, and thyroiditis. Rarely, 
thyrotoxicosis can arise as a paraneoplastic syndrome. In this 
setting, systemic symptoms of underlying malignancy may be 
wrongly attributed to primary hyperthyroidism leading to a 

delay in diagnosis.[2] We report a rare case of thyrotoxicosis 
due to metastatic nonseminomatous germ cell tumor  (NSGCT) 
of testis that highlights the importance of a systematic clinical 
and biochemical assessment.
A 48‑year‑old man presented with persistent gradual 
back pain for 2  months with inconclusive magnetic 
resonance imaging (MRI) findings, so lumbar spondylitis 
was assumed and started on symptomatic treatment. On 
laboratory results, patient showing primary hyperthyroidism 
(triiodothyronine  (T3) 14.2  ng/dL, thyroxin (T4) 138 µg/dL, 
and thyroid stimulating hormone  (TSH) 0.14 μIU/mL) was 
treated with radioiodine thyroid ablation in absence of 
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