
Our case was circumcised at home by a traditional 
circumciser (Hazam).
Patient with secondary phimosisis a matter of parental 
anxiety due to cosmetic issue and urinary symptoms. 
In all cases, glans were covered with skin, partially or 
completely. Urinary symptoms are urinary tract 
infections, dysuria, and rarely retention of urine. Our 
patient presented with UTI and urinary retention. 
Similar findings were described by other authors12,13. 
Diagnosis is done by taking history and physical 
examination. After diagnosis, the patient should be 
admitted and take measures for acute symptoms like 
retention of urine. Revision surgery, or re-do 
circumcision under general anaesthesia on an elective 
list, is the treatment of secondary phimosis4,7,9,10,12.

CONCLUSION
Although circumcision is a common surgical 
procedure, complications may occur, ranging from the 
insignificant to the tragic. These complications can be 
minimised by performing this surgery with an expert 
hand at an appropriate place using appropriate 
anaesthesia. If there are no medical or religious issues, 
circumcision of a boy completing 3 years may also 
reduce the chance of secondary phimosis.
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normal. During the examination, the patient passed 
urine through the meatal opening. Preputial skin failed 
to retract due to dense adhesion with glans (Figure-1). 
The patient was diagnosed with secondary phimosis 
and prepared for re-do circumcision under general 
anaesthesia. Circumcision was done using the dorsal 
slit technique, where preputio-glandular adhesion was 
lysed manually and the inner layer of the prepuce was 
trimmed, leaving about a 5 mm margin around the 
corona. Then interrupted stitches were applied with 
absorbable suture (Figure-2). The postoperative 
period was uneventful, and the patient was discharged 
2 days later with open wound care. After one month, 
appearance of penis and meatal opening was normal. 
No symptom related to micturition was present.

DISCUSSION
Phimosis is the inability to retract the prepuce or 
foreskin in a non-circumcised male. Foreskin is the 
anatomical covering of glans penis. It serves many 
functions, including protective, erogenous, and 
immunologic. At birth, the inner surface of the 
foreskin becomes densely fused with the epithelium 

of the glans and is retractable in only 5% of neonates. 
As the child grows, excessive keratinizations of the 
inner epithelium, spontaneous erections, or natural 
manipulations cause separation of two surfaces, 
which is 60% at the age of 11 to 15 years5. Inability 
to retract the foreskin of a child without interference 
of micturition is called physiological phimosis. 
Physiological phimosis is common up to 3 years of 
age and may extend into the older age group8. True or 
pathological phimosis is associated with a white, 
scarred preputial orifice, which causes difficulty as 

Traditional diagnostic methods, such as bronchoscopy 
and open lung biopsy, often have limitations in terms 
of accessibility to certain lung regions and associated 
morbidity. In contrast, CT-guided FNAC can reach 
both peripheral and centrally located lesions with high 
precision, guided by real-time imaging that enhances 
the accuracy of needle placement. This method is 
particularly beneficial for patients who are poor 
candidates for more invasive procedures due to 
co-morbid conditions or poor pulmonary reserve1. 
Several studies have demonstrated the diagnostic 
accuracy of CT-guided FNAC in lung lesions. For 
instance, a study by Khouri et al. reported a sensitivity 
of 92% and a specificity of 100% for CT-guided 
FNAC in diagnosing malignant lung lesions2. These 
findings emphasise the reliability and safety of 
CT-guided FNAC in clinical practice. Despite its high 
diagnostic accuracy, CT-guided FNAC is not without 
challenges. Factors such as the size and location of the 
lesion, the patient's respiratory movement, and the skill 
of the operator can influence the success rate and 
complication profile of the procedure. Common 
complications include pneumothorax, which occurs in 
approximately 20-25% of cases, though it is often 
self-limiting and requires minimal intervention3,4. 
Other less frequent complications include 
haemorrhage, infection, and air embolism5,6. 
Advancements in CT technology, including the 
development of multi-detector CT (MDCT) and 
real-time CT fluoroscopy, have further enhanced the 
efficacy of CT-guided FNAC. These technologies 
allow for more precise needle placement and reduced 
procedure time, thereby improving patient comfort and 
safety7. Furthermore, the integration of molecular and 
genetic testing on FNAC samples has expanded the 
diagnostic and therapeutic landscape, enabling 
personalised treatment approaches for lung cancer 
patients8. This study aimed to assess the findings of 
CT-guided fine needle aspiration cytology (FNAC) in 
diagnosing lung lesions.

MATERIALS AND METHODS
The cross-sectional study was conducted in the 
department of pathology in Jalalabad Ragib-Rabeya 
Medical College Hospital, (JRRMCH), Sylhet in 
association with the department of radiology and 
imaging from January 2023 to December 2023. A total 
of 60 patients having pulmonary mass lesions 
suspected to be neoplastic by chest radiograph or CT 
scan were referred from different departments like 
medicine, oncology, and OPD. CT-guided FNAC of 
pulmonary mass lesions from each case was performed 

by the pathologist as an OPD procedure and also in 
the presence of an experienced radiologist. The skin 
surface was cleaned with an antiseptic solution and 
then a 22G spinal needle was introduced through a 
percutaneous/transthoracic approach, localising the 
exact position by CT scan after the measurement of 
the site and angle of the needle, the route of the 
needle, and the distance between the skin and lesion 
on the CT scan monitor. Following the placement of 
the needle, a CT scan slice was taken to ascertain 
whether the tip of the needle was within the mass. 
The aspirate was obtained by to and fro and rotating 
movement of the needle within the lesions and 
smears were prepared immediately from the sample 
in the CT scan room. Alcohol-fixed smears were 
stained with Papanicolaou (PAP) stain for 
cytopathological evaluation of the lesions. Patients 
were kept for 2 hours under observation. Patients of 
any age and both sexes with suspected neoplastic 
lesions who were willing to give consent were 
included in this study. Some data were collected from 
the patients through face-to-face interviews, and 
some were collected from investigation reports. All 
data were collected using a pre-formed questionnaire. 
The patient's full record, which includes confirmed 
clinical diagnosis, patient profile, clinical history, 
laboratory data, and other relevant data, was gathered 
according to the objectives of the study. Collected 
data were analysed using descriptive statistics. 
Analysis of data was carried out by using a statistical 
package for social science (SPSS) 22.0 for Windows. 
After analysis, the data were presented in tables. 
Ethical clearance was taken from the ethical 
committee of JRRMC.  Informed written consent was 
obtained from the participants.

RESULTS
In this study, the majority of the patients belonged to 
the 50-59 years of age group (16, 26.7%), followed 
by the 60-69 years of age group (14, 23.3%).  The 
mean age was 65.05 years [Table-I], and most of the 
patients were male 46 (76.7%) [Table-II]. In this 
study, the right lung was involved in the majority of 
the cases (50%), the left lung in (48.3%) patients, and 
both lungs in 1 (1.7%) patient [Table-III]. The most 
affected lobe was the right lower lobe 13 (21.7%), 
followed by, the right upper lobe 12 (20%) and hilum 
12 (20%). The left lower lobe was affected in 11 
(18.3%) patients [Table-IV]
It was observed that squamous cell carcinoma was 
the most predominant finding 27 (45%), followed by 
the inflammatory lesion 11 (18.3%), small cell 

carcinoma 8 (13.4%), and adenocarcinoma 5 (8.3%) 
[Table-V]. Benign lesions were found in 15 (25%) 
cases and malignant in 42 (70%) cases in cytology. 
Moreover, 3 (5%) cases were suspicious of having 
malignancy [Table-VI]. It was observed that benign 
cases were found in 14 (23.3%) cases and malignant 
in 46 (76.7%) cases in radiology [Table-VII]. The 
most common complication was pneumothorax 2 
(3.33%) and minor bleeding 2 (3.33%). Haemoptysis 
1 (1.67%) and infection 1 (1.67%) were less common 
but notable complication, was observed in the study 
[Table-VIII].

DISCUSSION
The present study investigated the findings and 
complications associated with CT-guided fine needle 
aspiration cytology (FNAC) of lung lesions in a 
cohort of 60 patients. The majority of patients in this 
study were between 50-59 years of age (26.7%), 
followed by those in the 60-69 age group (23.3%). 
This age distribution is consistent with previous 
studies indicating that lung cancer predominantly 
affects older adults, typically those aged 50 and 
above9,10. The mean age was 65.05±16.09 years, 
which somewhat aligns with findings from Uzan et 
al2. In our cohort, males constituted 76.7% of the 

patients, while females made up 23.3%. This sex 
distribution is reflective of the higher prevalence of 
lung cancer in males, historically attributed to higher 
smoking rates among men11. Studies by Nour-Eldin et 
al. similarly reported a prevalence of male patients in 
their cohorts undergoing CT-guided lung biopsies1. 
The right lung was involved in 50% of the cases, 
slightly more than the left lung (48.3%). This 
distribution of lung involvement is comparable to 
findings by another author, who noted no significant 
predilection for the sides of lungs in their series of 
CT-guided biopsies3. Regarding lobe involvement, the 
right lower lobe (21.7%) and right upper lobe (20%) 
were the most commonly affected areas, followed by 
the left lower lobe (18.3%) and the hilum (20%). 
These findings are consistent with the anatomical 
distribution of primary lung tumours observed in 
previous studies, where the lower lobes are frequently 
affected12. The most prevalent cytological finding was 
squamous cell carcinoma (45%), followed by 
inflammatory lesions (18.3%), small cell carcinoma 
(13.4%), and adenocarcinoma (8.3%). This 
distribution aligns with global lung cancer histology 
trends, where squamous cell carcinoma and 
adenocarcinoma are the most common types13,14. In 
cytology, 70% of the cases were malignant, 25% were 
benign, and 5% were suspicious of malignancy. 
Radiological assessment showed 76.7% of cases as 
malignant and 23.3% as benign. The slight 
discrepancy between cytological and radiological 
findings underscores the complementary nature of 
these diagnostic modalities. Studies have shown that 
while radiology provides crucial anatomical details, 
cytology offers definitive cellular diagnosis, a 
synergy that enhances diagnostic accuracy6. The 
complication rate observed in this study was 
relatively low, with pneumothorax, and minor 
bleeding being the most common (3.3%, 
respectively), followed by haemoptysis, and infection 
(1.7%, respectively). However, these complications 
rates are not in line with those reported in the 
literature. For instance, Covey et al. reported a 
pneumothorax rate of approximately 20-25% in their 
series of lung biopsies, indicating that our results are 
consistent with established data4. The low incidence 
of significant bleeding and infection further supports 
the safety profile of CT-guided FNAC7. Our findings 
corroborate the high diagnostic accuracy and safety of 
CT-guided FNAC reported in previous studies. The 
slight variations in complication rates and diagnostic 
yields can be attributed to differences in patient 
populations, lesion characteristics, and procedural 
techniques.

LIMITATIONS
The study was carried out in a single hospital with a 
small sample size. So, the results may not represent 
the whole community.

CONCLUSION
CT-guided FNAC is a safe and reliable procedure for 
the diagnosis of lung lesions. FNAC not only 
distinguishes between benign and malignant lesions 
but also helps in tumour typing of lung cancer. The 
precise imaging capabilities of CT guided FNAC 
allow for accurate localisation and sampling of 
pulmonary abnormalities, making it an indispensable 
tool in the management of lung cancer and other 
thoracic pathologies. The demographic and clinical 
characteristics of our cohort, along with the detailed 
analysis of findings and complications, provide a 
comprehensive understanding of the procedure's and 
safety.
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ABSTRACT
Adult intussusception is a sparse condition. The causes of adult intussusception are disparate from those of 
children. In adults, the probability of pathological lead points and surgical treatment is immensely recommended. 
We draw a case report of non-Hodgkin’s lymphoma that caused ileo-colic intussusception in an elderly female. 
The patient was admitted to our hospital due to recurrent and unresolved abdominal pain for 5 months, and a CT 
scan revealed consistent with ileo-colic intussusception. The patient had to undergo a limited right 
hemicolectomy and was diagnosed with non-Hodgkin’s lymphoma that involved the caecum. Surgeons should 
consider intestinal neoplasms as a potential lead point of intussusception in adults and should need urgent, 
adequate surgical intervention.
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INTRODUCTION
Intussusception is mostly a childhood disease. The 
prevalence of intussusception is 1.5 to 4 cases per 
1,000 live births, and it often occurs around 1 year of 
age1. Adult intussusception is an infrequent clinical 
entity that accounts for only about 5% to 10%2. An 
obvious lead point is found in 70% to 90% of cases in 
adult intussusceptions, and approximately 40% of 
them are formed by primary or secondary malignant 
tumors3. Adult patients often experience non-specific 
abdominal pain as their primary complaint. It has 
been presented that 63% of adult intussusceptions are 
related to tumors4. Because of the high risk of 
malignancy, surgical intervention is advocated in 
cases of adult intussusception. We delineate a case of 

Non-Hodgkin’s lymphoma that caused intussusception 
in the ileo-cecal region.

CASE REPORT
An 82-year-old female was admitted to the surgery 
department of Jalalabad Ragib Rabeya Medical 
College Hospital and reported a 5-month history of 
recurrent right lower abdominal pain with alteration of 
bowel habits in the form of constipation and diarrhoea. 
On physical examination, the patient was anaemic and 
the abdomen was tender in the right iliac fossa. 
Laboratory studies show low haemoglobin levels (7.3 
g/dL), HCT/PCV (22.3%), and mild hypokalaemia 
(3.19 mmol/L). The level of carcinoembryonic antigen 
was within normal limits. An ultrasonography revealed 
thickened wall bowel loops in the right lumbar region 
with surrounding echogenicity, maximum thickness is 
about 2.5 cm. A few lymph nodes are also noted. An 
abdominopelvic computed tomography (CT) scan 
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INTRODUCTION 
Circumcision is the most frequently performed 
elective procedure in males. Approximately one in 
three men is circumcised globally1,2. It is widely 
practiced for religious purposes3,4. In Bangladesh, 
circumcisions are commonly performed at home 
during collective circumcision rites by traditional 
practitioners; this often leads to complications. Most 
complications are minor, but major complications 
could occur. Common complications are bleeding, 
haematoma, infections, injury to the glans, 
inadequate circumcision, and meatal stenosis. Rare 
complications are secondary chordee, secondary 
phimosis, urethro-cutaneous fistula, and amputation 
of penis5,6. Secondary phimosis, also called 
“iatrogenic phimosis” or “post circumcision 
phimosis” is a rare complication of circumcision and 
accounts for 2% of the cases7. The cause of 
secondary phimosis is inadequate removal of the 
inner skin of the prepuce or inadequate circumcision, 

resulting in a fibrotic ring around the glans within 3 
weeks7. Secondary phimosis presents with 
cosmetically ugly looking genitalia and urinary 
symptoms. The majority of them need revision 
surgery, and re-do circumcision is the treatment of 
choice7. 

CASE REPORT 
A 10-month-old boy presented with retention of 
urine for 12 hours, difficulty of micturition in the 
form of poor flow, and crying during micturition for 
one month. According to history, the patient was 
circumcised 2 months ago for religious purposes at 
home by a traditional circumciser (Hazam). After 
circumcision, the penis became swollen and the 
glans was partially covered with skin, but there was 
no problem with micturition. The patient was treated 
with antibiotics and analgesics by a local physician 
for pain and swelling. A few days later, parents 
observed that the swelling reduced but the skin over 
glans progressively lengthening and covering the 
meatal opening. On examination, the patient was 
irritable with a high-grade fever. Urinary bladder 
was full, penis looked amputated at our first 
impression, and both hemi-scrotum and testes were 

the typical symptoms pain, a palpable mass, and 
bloody stool are present only in 10% of the patients11.
Various imaging techniques help to make the 
diagnosis. The plain abdominal X-ray may show an 
intestinal obstruction. An upper gastrointestinal 
contrast study may show a “stacked coin” or “coiled 
spring” appearance. A barium enema examination 
may be useful in patients with colonic or ileocolic 
intussusception in which a cup-shaped filling defect is 
a characteristic finding. Ultrasound recognition 
includes the target and doughnut sign on a transverse 
view and the pseudokidney sign in the longitudinal 
view7. The computerized tomography (CT) findings 
of intussusception are virtually pathognomonic3. In 
various studies, the intussusception appears as a mass 
lesion, representing a thickened segment of bowel 
that corresponds to the intussusceptum and the 
intussuscepiens, which contains a relatively central 
area of fat that may show vessels that enhance with 
the intravenous contrast3,7. The magnetic resonance 
imaging (MRI) findings of adult intussusception are 
similar to those in CT3. Flexible sigmoidoscopy and 
colonoscopy, intussusception is seen as an 
intraluminal mass directed centrally and distally3. In 
our case, the diagnosis was made prior to surgery on 
the basis of clinical picture and imaging studies.
Most authors agree that exploration is mandatory, 
based on the likelihood of an underlying pathologic 
lesion3,7. When the possibility of malignancy cannot 
be excluded, tumour spillage during the reduction 
process could be fatal for the patient. The principle of 
resection without reduction should be used whenever 
possible, especially if there is a known neoplasm or if 
the cause of intussusception is unknown3. The 
theoretic objections to reduction of grossly viable 
bowel with mucosal necrosis are: 1) intraluminal 
seeding and venous embolisation of malignant cells in 
the region of ulcerated mucosa, 2) possible 
perforation during manipulation, and 3) increased risk 
of anastomotic complications in the face of 
edematous and inflamed bowel11. In patients with 
small bowel intussusception, reduction must be 
initially attempted unless signs of bowel ischemia or 
inflammation are present or if malignancy is 
suspected3,7.
In this case, the patient had repeatedly visited the 
different physician for recurrent diffuse abdominal 
pain for 5 months, but the diagnosis was uncertain. 
Because the discomfort was not severe, it disappeared 
spontaneously. 
In our patient, the final pathologic results revealed 
that caecal non-Hodgkin’s lymphoma caused an 
ileocolic intussusception.

CONCLUSION
Intussusception in adults is an uncommon condition 
and illustrates a challenge for the surgeon. Imaging 
studies are required to make the diagnosis 
preoperatively. In the time of surgery, when 
malignancy is doubt to be the lead point of the 
intussusception, it is best to make a resection of the 
affected bowel to avoid the dissemination of neoplastic 
cells. 
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showed the invagination of the terminal segment of the 
small gut within the proximal colon (Intussusception). 
Involved parts of the gut measuring about 10-11 cm in 
length with multiple enlarged mesenteric lymph nodes 
were also detected (Figure-1). As per the CT images, 
the diagnosis was compatible with ileocolic 
intussusception with no demonstrable mass-like lesion 
in this CT scan. The patient proceeded to an 
exploratory laparotomy, taking care not to reduce the 
intussusception, and a limited right hemicolectomy 
with primary anastomosis. Intraoperative findings 
revealed an ileocaecal intussusception, and amarked 
hard-indurated lesion on the caecal region with 
mesenteric lymphadenopathy. The lumen was inspected 
following resection and presents a polypoid growth in 
the caecal region, which was 8 cm in maximum 
diameter. The postoperative course was uneventful. 
The histological diagnosis indicated a diffuse 
non-Hodgkin’s lymphoma (Figure-2). 
Immunohistochemical staining showed diffuse 
proliferation of atypical lymphoreticular cells. Lymph 
nodes presented reactive hyperplasia. She was referred 
to the haemato-oncology department for further 
management.

DISCUSSION
Intussusception occurs when one portion of the gut 
invaginates into an immediately adjacent segment; 
almost invariably, it is the proximal into the distal5. The 
condition is encountered most commonly in children, it 
is an infrequent condition in adults1,2. First described in 
1674 by Barbette of Amsterdam and documented in a 
detailed report in 1789 by John Hunter4. Adult 
intussusception represents 5% of all cases of 

intussusception and accounts for only 1%-5% of 
intestinal obstructions in adults4. In 20% to 55% of 
cases, the etiologic agent is a primary or secondary 
malignancy, and 15% to 25% of cases are due to 
non-neoplastic conditions, including postoperative 
adhesions, Meckel’s diverticulum, infectious lymphoid 
hyperplasia, trauma, coeliac disease, cytomegalovirus 
colitis, lymphoid hyperplasia secondary to lupus, 
Henoch Schönlein purpura, non-Hodgkin lymphoma, 
and Wiskott-Aldrich syndrome3,6,7,8. In a review of 
1,214 reported cases of intussusception in adults, Felix 
et al. estimated that 55% (668/1,214) involved the 
small intestine, whereas 45% (546/1,214) involved the 
colon. Of the colon intussusceptions, 48% resulted 
from malignant tumours and 21% from benign 
lesions1. Begos et al. reported that intussusception of 
the small intestine in adults is due to benign (63%), 
idiopathic (23%), and malignant (14%) lesions1. It is 
well known that the gastrointestinal tract is the most 
common site for extranodal non-Hodgkin lymphoma, 
accounting for about 20% to 50% of these 
lymphomas2. However, large bowel involvement is 
rare, and occurs in only 10% of gastrointestinal 
presentations of malignant lymphoma. The caecum is 
the lesion site in 85% of cases of large bowel 
malignant lymphoma9,10. Akbulut reported that the 
ileocolic type was the most common (66.6%, 24/36), 
followed by the enteric type (27.7%, 10/36) among 36 
cases of intussusceptions due to lymphoma that were 
reported in the literature from 2000 to 20112.
The most common age of presentation is around the 
sixth decade, and this is due to the higher incidence of 
colonic neoplasms in this population3. The clinical 
presentation of adult intussusception varies, with 
non-specific symptoms such as nausea, vomiting, 
gastrointestinal bleeding, constipation, and abdominal 
distension4. The presence of prolonged symptoms and 
unexplained weight loss can be indicative of 
gastrointestinal lymphoma. The preoperative workout 
of adult intussusception is very troublesome because 

INTRODUCTION
Computed Tomography (CT) guided fine needle 
aspiration cytology (FNAC) has emerged as a 
pivotal diagnostic technique for evaluating lung 
lesions. The precise imaging capabilities of CT 
allow for accurate localisation and sampling of 

pulmonary abnormalities, making it an indispensable 
tool in the management of lung cancer and other 
thoracic pathologies. The burden of lung cancer remains 
substantial worldwide, with it being the leading cause of 
cancer-related mortality in both men and women. Early 
and accurate diagnosis is crucial for improving patient 
outcomes, and CT-guided FNAC plays a crucial role in 
achieving this objective by providing cytological 
diagnosis that informs subsequent therapeutic decisions. 
The utility of FNAC in diagnosing lung lesions lies in 
its minimally invasive nature, combined with high 
diagnostic yield and relatively low complication rates. 
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well as ballooning during micturition. Treatment of 
pathological phimosis is circumcised excision of 
foreskin at the level of corona-glandis, known as 
circumcision5,6. Sometime, glans is re-covered with 
redundant foreskin following circumcision. This 
condition is known as secondary phimosis. Various 
factors are responsible for secondary phimosis. 
According to literature, secondary phimosis is 
commonly seen after “Plastibell” circumcision due to 
slipping of the inner skin because of loose ligature or 
using a small size ring, resulting in a fibrotic ring 
around the glans9. Such complications may occur 
with other device procedures or freehand techniques, 
as in our case. Timing of circumcision is another 
contributory factor for secondary phimosis. Like our 
case, most of the secondary phimosis resulted from 
circumcisions in males aged less than one year7. This 
finding may be attributed to the fact that the inner 
layer of foreskin becomes separate and easily 
retractable after 3 years of age. This separation 
makes the estimation of foreskin excision more 
accurate, thereby preventing complication. An 
anatomical detail such as thick pubic fat and buried 

penis is also a risk factor for secondary phimosis. 
Excessive removal of skin from the penile shaft 
along with prominent suprapubic pad of fat leads to 
healing within the fat pad and ultimately progressive 
closure and stricture of the skin over the glans8. 
Performer, environment of procedure, and 
anaesthesia are also important causative factors for 
secondary phimosis4,7,10,11. If performers have no 
idea  about the anatomy of the penis and surgery 
done in an inappropriate setting using inadequate 
anaesthesia, the chance of complication will be more. 



Our case was circumcised at home by a traditional 
circumciser (Hazam).
Patient with secondary phimosisis a matter of parental 
anxiety due to cosmetic issue and urinary symptoms. 
In all cases, glans were covered with skin, partially or 
completely. Urinary symptoms are urinary tract 
infections, dysuria, and rarely retention of urine. Our 
patient presented with UTI and urinary retention. 
Similar findings were described by other authors12,13. 
Diagnosis is done by taking history and physical 
examination. After diagnosis, the patient should be 
admitted and take measures for acute symptoms like 
retention of urine. Revision surgery, or re-do 
circumcision under general anaesthesia on an elective 
list, is the treatment of secondary phimosis4,7,9,10,12.

CONCLUSION
Although circumcision is a common surgical 
procedure, complications may occur, ranging from the 
insignificant to the tragic. These complications can be 
minimised by performing this surgery with an expert 
hand at an appropriate place using appropriate 
anaesthesia. If there are no medical or religious issues, 
circumcision of a boy completing 3 years may also 
reduce the chance of secondary phimosis.
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normal. During the examination, the patient passed 
urine through the meatal opening. Preputial skin failed 
to retract due to dense adhesion with glans (Figure-1). 
The patient was diagnosed with secondary phimosis 
and prepared for re-do circumcision under general 
anaesthesia. Circumcision was done using the dorsal 
slit technique, where preputio-glandular adhesion was 
lysed manually and the inner layer of the prepuce was 
trimmed, leaving about a 5 mm margin around the 
corona. Then interrupted stitches were applied with 
absorbable suture (Figure-2). The postoperative 
period was uneventful, and the patient was discharged 
2 days later with open wound care. After one month, 
appearance of penis and meatal opening was normal. 
No symptom related to micturition was present.

DISCUSSION
Phimosis is the inability to retract the prepuce or 
foreskin in a non-circumcised male. Foreskin is the 
anatomical covering of glans penis. It serves many 
functions, including protective, erogenous, and 
immunologic. At birth, the inner surface of the 
foreskin becomes densely fused with the epithelium 

of the glans and is retractable in only 5% of neonates. 
As the child grows, excessive keratinizations of the 
inner epithelium, spontaneous erections, or natural 
manipulations cause separation of two surfaces, 
which is 60% at the age of 11 to 15 years5. Inability 
to retract the foreskin of a child without interference 
of micturition is called physiological phimosis. 
Physiological phimosis is common up to 3 years of 
age and may extend into the older age group8. True or 
pathological phimosis is associated with a white, 
scarred preputial orifice, which causes difficulty as 

Traditional diagnostic methods, such as bronchoscopy 
and open lung biopsy, often have limitations in terms 
of accessibility to certain lung regions and associated 
morbidity. In contrast, CT-guided FNAC can reach 
both peripheral and centrally located lesions with high 
precision, guided by real-time imaging that enhances 
the accuracy of needle placement. This method is 
particularly beneficial for patients who are poor 
candidates for more invasive procedures due to 
co-morbid conditions or poor pulmonary reserve1. 
Several studies have demonstrated the diagnostic 
accuracy of CT-guided FNAC in lung lesions. For 
instance, a study by Khouri et al. reported a sensitivity 
of 92% and a specificity of 100% for CT-guided 
FNAC in diagnosing malignant lung lesions2. These 
findings emphasise the reliability and safety of 
CT-guided FNAC in clinical practice. Despite its high 
diagnostic accuracy, CT-guided FNAC is not without 
challenges. Factors such as the size and location of the 
lesion, the patient's respiratory movement, and the skill 
of the operator can influence the success rate and 
complication profile of the procedure. Common 
complications include pneumothorax, which occurs in 
approximately 20-25% of cases, though it is often 
self-limiting and requires minimal intervention3,4. 
Other less frequent complications include 
haemorrhage, infection, and air embolism5,6. 
Advancements in CT technology, including the 
development of multi-detector CT (MDCT) and 
real-time CT fluoroscopy, have further enhanced the 
efficacy of CT-guided FNAC. These technologies 
allow for more precise needle placement and reduced 
procedure time, thereby improving patient comfort and 
safety7. Furthermore, the integration of molecular and 
genetic testing on FNAC samples has expanded the 
diagnostic and therapeutic landscape, enabling 
personalised treatment approaches for lung cancer 
patients8. This study aimed to assess the findings of 
CT-guided fine needle aspiration cytology (FNAC) in 
diagnosing lung lesions.

MATERIALS AND METHODS
The cross-sectional study was conducted in the 
department of pathology in Jalalabad Ragib-Rabeya 
Medical College Hospital, (JRRMCH), Sylhet in 
association with the department of radiology and 
imaging from January 2023 to December 2023. A total 
of 60 patients having pulmonary mass lesions 
suspected to be neoplastic by chest radiograph or CT 
scan were referred from different departments like 
medicine, oncology, and OPD. CT-guided FNAC of 
pulmonary mass lesions from each case was performed 

by the pathologist as an OPD procedure and also in 
the presence of an experienced radiologist. The skin 
surface was cleaned with an antiseptic solution and 
then a 22G spinal needle was introduced through a 
percutaneous/transthoracic approach, localising the 
exact position by CT scan after the measurement of 
the site and angle of the needle, the route of the 
needle, and the distance between the skin and lesion 
on the CT scan monitor. Following the placement of 
the needle, a CT scan slice was taken to ascertain 
whether the tip of the needle was within the mass. 
The aspirate was obtained by to and fro and rotating 
movement of the needle within the lesions and 
smears were prepared immediately from the sample 
in the CT scan room. Alcohol-fixed smears were 
stained with Papanicolaou (PAP) stain for 
cytopathological evaluation of the lesions. Patients 
were kept for 2 hours under observation. Patients of 
any age and both sexes with suspected neoplastic 
lesions who were willing to give consent were 
included in this study. Some data were collected from 
the patients through face-to-face interviews, and 
some were collected from investigation reports. All 
data were collected using a pre-formed questionnaire. 
The patient's full record, which includes confirmed 
clinical diagnosis, patient profile, clinical history, 
laboratory data, and other relevant data, was gathered 
according to the objectives of the study. Collected 
data were analysed using descriptive statistics. 
Analysis of data was carried out by using a statistical 
package for social science (SPSS) 22.0 for Windows. 
After analysis, the data were presented in tables. 
Ethical clearance was taken from the ethical 
committee of JRRMC.  Informed written consent was 
obtained from the participants.

RESULTS
In this study, the majority of the patients belonged to 
the 50-59 years of age group (16, 26.7%), followed 
by the 60-69 years of age group (14, 23.3%).  The 
mean age was 65.05 years [Table-I], and most of the 
patients were male 46 (76.7%) [Table-II]. In this 
study, the right lung was involved in the majority of 
the cases (50%), the left lung in (48.3%) patients, and 
both lungs in 1 (1.7%) patient [Table-III]. The most 
affected lobe was the right lower lobe 13 (21.7%), 
followed by, the right upper lobe 12 (20%) and hilum 
12 (20%). The left lower lobe was affected in 11 
(18.3%) patients [Table-IV]
It was observed that squamous cell carcinoma was 
the most predominant finding 27 (45%), followed by 
the inflammatory lesion 11 (18.3%), small cell 

carcinoma 8 (13.4%), and adenocarcinoma 5 (8.3%) 
[Table-V]. Benign lesions were found in 15 (25%) 
cases and malignant in 42 (70%) cases in cytology. 
Moreover, 3 (5%) cases were suspicious of having 
malignancy [Table-VI]. It was observed that benign 
cases were found in 14 (23.3%) cases and malignant 
in 46 (76.7%) cases in radiology [Table-VII]. The 
most common complication was pneumothorax 2 
(3.33%) and minor bleeding 2 (3.33%). Haemoptysis 
1 (1.67%) and infection 1 (1.67%) were less common 
but notable complication, was observed in the study 
[Table-VIII].

DISCUSSION
The present study investigated the findings and 
complications associated with CT-guided fine needle 
aspiration cytology (FNAC) of lung lesions in a 
cohort of 60 patients. The majority of patients in this 
study were between 50-59 years of age (26.7%), 
followed by those in the 60-69 age group (23.3%). 
This age distribution is consistent with previous 
studies indicating that lung cancer predominantly 
affects older adults, typically those aged 50 and 
above9,10. The mean age was 65.05±16.09 years, 
which somewhat aligns with findings from Uzan et 
al2. In our cohort, males constituted 76.7% of the 

patients, while females made up 23.3%. This sex 
distribution is reflective of the higher prevalence of 
lung cancer in males, historically attributed to higher 
smoking rates among men11. Studies by Nour-Eldin et 
al. similarly reported a prevalence of male patients in 
their cohorts undergoing CT-guided lung biopsies1. 
The right lung was involved in 50% of the cases, 
slightly more than the left lung (48.3%). This 
distribution of lung involvement is comparable to 
findings by another author, who noted no significant 
predilection for the sides of lungs in their series of 
CT-guided biopsies3. Regarding lobe involvement, the 
right lower lobe (21.7%) and right upper lobe (20%) 
were the most commonly affected areas, followed by 
the left lower lobe (18.3%) and the hilum (20%). 
These findings are consistent with the anatomical 
distribution of primary lung tumours observed in 
previous studies, where the lower lobes are frequently 
affected12. The most prevalent cytological finding was 
squamous cell carcinoma (45%), followed by 
inflammatory lesions (18.3%), small cell carcinoma 
(13.4%), and adenocarcinoma (8.3%). This 
distribution aligns with global lung cancer histology 
trends, where squamous cell carcinoma and 
adenocarcinoma are the most common types13,14. In 
cytology, 70% of the cases were malignant, 25% were 
benign, and 5% were suspicious of malignancy. 
Radiological assessment showed 76.7% of cases as 
malignant and 23.3% as benign. The slight 
discrepancy between cytological and radiological 
findings underscores the complementary nature of 
these diagnostic modalities. Studies have shown that 
while radiology provides crucial anatomical details, 
cytology offers definitive cellular diagnosis, a 
synergy that enhances diagnostic accuracy6. The 
complication rate observed in this study was 
relatively low, with pneumothorax, and minor 
bleeding being the most common (3.3%, 
respectively), followed by haemoptysis, and infection 
(1.7%, respectively). However, these complications 
rates are not in line with those reported in the 
literature. For instance, Covey et al. reported a 
pneumothorax rate of approximately 20-25% in their 
series of lung biopsies, indicating that our results are 
consistent with established data4. The low incidence 
of significant bleeding and infection further supports 
the safety profile of CT-guided FNAC7. Our findings 
corroborate the high diagnostic accuracy and safety of 
CT-guided FNAC reported in previous studies. The 
slight variations in complication rates and diagnostic 
yields can be attributed to differences in patient 
populations, lesion characteristics, and procedural 
techniques.

LIMITATIONS
The study was carried out in a single hospital with a 
small sample size. So, the results may not represent 
the whole community.

CONCLUSION
CT-guided FNAC is a safe and reliable procedure for 
the diagnosis of lung lesions. FNAC not only 
distinguishes between benign and malignant lesions 
but also helps in tumour typing of lung cancer. The 
precise imaging capabilities of CT guided FNAC 
allow for accurate localisation and sampling of 
pulmonary abnormalities, making it an indispensable 
tool in the management of lung cancer and other 
thoracic pathologies. The demographic and clinical 
characteristics of our cohort, along with the detailed 
analysis of findings and complications, provide a 
comprehensive understanding of the procedure's and 
safety.
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INTRODUCTION
Intussusception is mostly a childhood disease. The 
prevalence of intussusception is 1.5 to 4 cases per 
1,000 live births, and it often occurs around 1 year of 
age1. Adult intussusception is an infrequent clinical 
entity that accounts for only about 5% to 10%2. An 
obvious lead point is found in 70% to 90% of cases in 
adult intussusceptions, and approximately 40% of 
them are formed by primary or secondary malignant 
tumors3. Adult patients often experience non-specific 
abdominal pain as their primary complaint. It has 
been presented that 63% of adult intussusceptions are 
related to tumors4. Because of the high risk of 
malignancy, surgical intervention is advocated in 
cases of adult intussusception. We delineate a case of 

Non-Hodgkin’s lymphoma that caused intussusception 
in the ileo-cecal region.

CASE REPORT
An 82-year-old female was admitted to the surgery 
department of Jalalabad Ragib Rabeya Medical 
College Hospital and reported a 5-month history of 
recurrent right lower abdominal pain with alteration of 
bowel habits in the form of constipation and diarrhoea. 
On physical examination, the patient was anaemic and 
the abdomen was tender in the right iliac fossa. 
Laboratory studies show low haemoglobin levels (7.3 
g/dL), HCT/PCV (22.3%), and mild hypokalaemia 
(3.19 mmol/L). The level of carcinoembryonic antigen 
was within normal limits. An ultrasonography revealed 
thickened wall bowel loops in the right lumbar region 
with surrounding echogenicity, maximum thickness is 
about 2.5 cm. A few lymph nodes are also noted. An 
abdominopelvic computed tomography (CT) scan 

INTRODUCTION 
Circumcision is the most frequently performed 
elective procedure in males. Approximately one in 
three men is circumcised globally1,2. It is widely 
practiced for religious purposes3,4. In Bangladesh, 
circumcisions are commonly performed at home 
during collective circumcision rites by traditional 
practitioners; this often leads to complications. Most 
complications are minor, but major complications 
could occur. Common complications are bleeding, 
haematoma, infections, injury to the glans, 
inadequate circumcision, and meatal stenosis. Rare 
complications are secondary chordee, secondary 
phimosis, urethro-cutaneous fistula, and amputation 
of penis5,6. Secondary phimosis, also called 
“iatrogenic phimosis” or “post circumcision 
phimosis” is a rare complication of circumcision and 
accounts for 2% of the cases7. The cause of 
secondary phimosis is inadequate removal of the 
inner skin of the prepuce or inadequate circumcision, 

resulting in a fibrotic ring around the glans within 3 
weeks7. Secondary phimosis presents with 
cosmetically ugly looking genitalia and urinary 
symptoms. The majority of them need revision 
surgery, and re-do circumcision is the treatment of 
choice7. 

CASE REPORT 
A 10-month-old boy presented with retention of 
urine for 12 hours, difficulty of micturition in the 
form of poor flow, and crying during micturition for 
one month. According to history, the patient was 
circumcised 2 months ago for religious purposes at 
home by a traditional circumciser (Hazam). After 
circumcision, the penis became swollen and the 
glans was partially covered with skin, but there was 
no problem with micturition. The patient was treated 
with antibiotics and analgesics by a local physician 
for pain and swelling. A few days later, parents 
observed that the swelling reduced but the skin over 
glans progressively lengthening and covering the 
meatal opening. On examination, the patient was 
irritable with a high-grade fever. Urinary bladder 
was full, penis looked amputated at our first 
impression, and both hemi-scrotum and testes were 

the typical symptoms pain, a palpable mass, and 
bloody stool are present only in 10% of the patients11.
Various imaging techniques help to make the 
diagnosis. The plain abdominal X-ray may show an 
intestinal obstruction. An upper gastrointestinal 
contrast study may show a “stacked coin” or “coiled 
spring” appearance. A barium enema examination 
may be useful in patients with colonic or ileocolic 
intussusception in which a cup-shaped filling defect is 
a characteristic finding. Ultrasound recognition 
includes the target and doughnut sign on a transverse 
view and the pseudokidney sign in the longitudinal 
view7. The computerized tomography (CT) findings 
of intussusception are virtually pathognomonic3. In 
various studies, the intussusception appears as a mass 
lesion, representing a thickened segment of bowel 
that corresponds to the intussusceptum and the 
intussuscepiens, which contains a relatively central 
area of fat that may show vessels that enhance with 
the intravenous contrast3,7. The magnetic resonance 
imaging (MRI) findings of adult intussusception are 
similar to those in CT3. Flexible sigmoidoscopy and 
colonoscopy, intussusception is seen as an 
intraluminal mass directed centrally and distally3. In 
our case, the diagnosis was made prior to surgery on 
the basis of clinical picture and imaging studies.
Most authors agree that exploration is mandatory, 
based on the likelihood of an underlying pathologic 
lesion3,7. When the possibility of malignancy cannot 
be excluded, tumour spillage during the reduction 
process could be fatal for the patient. The principle of 
resection without reduction should be used whenever 
possible, especially if there is a known neoplasm or if 
the cause of intussusception is unknown3. The 
theoretic objections to reduction of grossly viable 
bowel with mucosal necrosis are: 1) intraluminal 
seeding and venous embolisation of malignant cells in 
the region of ulcerated mucosa, 2) possible 
perforation during manipulation, and 3) increased risk 
of anastomotic complications in the face of 
edematous and inflamed bowel11. In patients with 
small bowel intussusception, reduction must be 
initially attempted unless signs of bowel ischemia or 
inflammation are present or if malignancy is 
suspected3,7.
In this case, the patient had repeatedly visited the 
different physician for recurrent diffuse abdominal 
pain for 5 months, but the diagnosis was uncertain. 
Because the discomfort was not severe, it disappeared 
spontaneously. 
In our patient, the final pathologic results revealed 
that caecal non-Hodgkin’s lymphoma caused an 
ileocolic intussusception.

CONCLUSION
Intussusception in adults is an uncommon condition 
and illustrates a challenge for the surgeon. Imaging 
studies are required to make the diagnosis 
preoperatively. In the time of surgery, when 
malignancy is doubt to be the lead point of the 
intussusception, it is best to make a resection of the 
affected bowel to avoid the dissemination of neoplastic 
cells. 
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showed the invagination of the terminal segment of the 
small gut within the proximal colon (Intussusception). 
Involved parts of the gut measuring about 10-11 cm in 
length with multiple enlarged mesenteric lymph nodes 
were also detected (Figure-1). As per the CT images, 
the diagnosis was compatible with ileocolic 
intussusception with no demonstrable mass-like lesion 
in this CT scan. The patient proceeded to an 
exploratory laparotomy, taking care not to reduce the 
intussusception, and a limited right hemicolectomy 
with primary anastomosis. Intraoperative findings 
revealed an ileocaecal intussusception, and amarked 
hard-indurated lesion on the caecal region with 
mesenteric lymphadenopathy. The lumen was inspected 
following resection and presents a polypoid growth in 
the caecal region, which was 8 cm in maximum 
diameter. The postoperative course was uneventful. 
The histological diagnosis indicated a diffuse 
non-Hodgkin’s lymphoma (Figure-2). 
Immunohistochemical staining showed diffuse 
proliferation of atypical lymphoreticular cells. Lymph 
nodes presented reactive hyperplasia. She was referred 
to the haemato-oncology department for further 
management.

DISCUSSION
Intussusception occurs when one portion of the gut 
invaginates into an immediately adjacent segment; 
almost invariably, it is the proximal into the distal5. The 
condition is encountered most commonly in children, it 
is an infrequent condition in adults1,2. First described in 
1674 by Barbette of Amsterdam and documented in a 
detailed report in 1789 by John Hunter4. Adult 
intussusception represents 5% of all cases of 

intussusception and accounts for only 1%-5% of 
intestinal obstructions in adults4. In 20% to 55% of 
cases, the etiologic agent is a primary or secondary 
malignancy, and 15% to 25% of cases are due to 
non-neoplastic conditions, including postoperative 
adhesions, Meckel’s diverticulum, infectious lymphoid 
hyperplasia, trauma, coeliac disease, cytomegalovirus 
colitis, lymphoid hyperplasia secondary to lupus, 
Henoch Schönlein purpura, non-Hodgkin lymphoma, 
and Wiskott-Aldrich syndrome3,6,7,8. In a review of 
1,214 reported cases of intussusception in adults, Felix 
et al. estimated that 55% (668/1,214) involved the 
small intestine, whereas 45% (546/1,214) involved the 
colon. Of the colon intussusceptions, 48% resulted 
from malignant tumours and 21% from benign 
lesions1. Begos et al. reported that intussusception of 
the small intestine in adults is due to benign (63%), 
idiopathic (23%), and malignant (14%) lesions1. It is 
well known that the gastrointestinal tract is the most 
common site for extranodal non-Hodgkin lymphoma, 
accounting for about 20% to 50% of these 
lymphomas2. However, large bowel involvement is 
rare, and occurs in only 10% of gastrointestinal 
presentations of malignant lymphoma. The caecum is 
the lesion site in 85% of cases of large bowel 
malignant lymphoma9,10. Akbulut reported that the 
ileocolic type was the most common (66.6%, 24/36), 
followed by the enteric type (27.7%, 10/36) among 36 
cases of intussusceptions due to lymphoma that were 
reported in the literature from 2000 to 20112.
The most common age of presentation is around the 
sixth decade, and this is due to the higher incidence of 
colonic neoplasms in this population3. The clinical 
presentation of adult intussusception varies, with 
non-specific symptoms such as nausea, vomiting, 
gastrointestinal bleeding, constipation, and abdominal 
distension4. The presence of prolonged symptoms and 
unexplained weight loss can be indicative of 
gastrointestinal lymphoma. The preoperative workout 
of adult intussusception is very troublesome because 

Figure-1: Contrast enhanced CT scans demonstrated an 
ileo-colic intussusception.

INTRODUCTION
Computed Tomography (CT) guided fine needle 
aspiration cytology (FNAC) has emerged as a 
pivotal diagnostic technique for evaluating lung 
lesions. The precise imaging capabilities of CT 
allow for accurate localisation and sampling of 

pulmonary abnormalities, making it an indispensable 
tool in the management of lung cancer and other 
thoracic pathologies. The burden of lung cancer remains 
substantial worldwide, with it being the leading cause of 
cancer-related mortality in both men and women. Early 
and accurate diagnosis is crucial for improving patient 
outcomes, and CT-guided FNAC plays a crucial role in 
achieving this objective by providing cytological 
diagnosis that informs subsequent therapeutic decisions. 
The utility of FNAC in diagnosing lung lesions lies in 
its minimally invasive nature, combined with high 
diagnostic yield and relatively low complication rates. 
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well as ballooning during micturition. Treatment of 
pathological phimosis is circumcised excision of 
foreskin at the level of corona-glandis, known as 
circumcision5,6. Sometime, glans is re-covered with 
redundant foreskin following circumcision. This 
condition is known as secondary phimosis. Various 
factors are responsible for secondary phimosis. 
According to literature, secondary phimosis is 
commonly seen after “Plastibell” circumcision due to 
slipping of the inner skin because of loose ligature or 
using a small size ring, resulting in a fibrotic ring 
around the glans9. Such complications may occur 
with other device procedures or freehand techniques, 
as in our case. Timing of circumcision is another 
contributory factor for secondary phimosis. Like our 
case, most of the secondary phimosis resulted from 
circumcisions in males aged less than one year7. This 
finding may be attributed to the fact that the inner 
layer of foreskin becomes separate and easily 
retractable after 3 years of age. This separation 
makes the estimation of foreskin excision more 
accurate, thereby preventing complication. An 
anatomical detail such as thick pubic fat and buried 

penis is also a risk factor for secondary phimosis. 
Excessive removal of skin from the penile shaft 
along with prominent suprapubic pad of fat leads to 
healing within the fat pad and ultimately progressive 
closure and stricture of the skin over the glans8. 
Performer, environment of procedure, and 
anaesthesia are also important causative factors for 
secondary phimosis4,7,10,11. If performers have no 
idea  about the anatomy of the penis and surgery 
done in an inappropriate setting using inadequate 
anaesthesia, the chance of complication will be more. 

Figure-2: Microscopic view of the tumour. These cells
 are diagnostic of Non-Hodgkin´s Lymphoma.



Our case was circumcised at home by a traditional 
circumciser (Hazam).
Patient with secondary phimosisis a matter of parental 
anxiety due to cosmetic issue and urinary symptoms. 
In all cases, glans were covered with skin, partially or 
completely. Urinary symptoms are urinary tract 
infections, dysuria, and rarely retention of urine. Our 
patient presented with UTI and urinary retention. 
Similar findings were described by other authors12,13. 
Diagnosis is done by taking history and physical 
examination. After diagnosis, the patient should be 
admitted and take measures for acute symptoms like 
retention of urine. Revision surgery, or re-do 
circumcision under general anaesthesia on an elective 
list, is the treatment of secondary phimosis4,7,9,10,12.

CONCLUSION
Although circumcision is a common surgical 
procedure, complications may occur, ranging from the 
insignificant to the tragic. These complications can be 
minimised by performing this surgery with an expert 
hand at an appropriate place using appropriate 
anaesthesia. If there are no medical or religious issues, 
circumcision of a boy completing 3 years may also 
reduce the chance of secondary phimosis.
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normal. During the examination, the patient passed 
urine through the meatal opening. Preputial skin failed 
to retract due to dense adhesion with glans (Figure-1). 
The patient was diagnosed with secondary phimosis 
and prepared for re-do circumcision under general 
anaesthesia. Circumcision was done using the dorsal 
slit technique, where preputio-glandular adhesion was 
lysed manually and the inner layer of the prepuce was 
trimmed, leaving about a 5 mm margin around the 
corona. Then interrupted stitches were applied with 
absorbable suture (Figure-2). The postoperative 
period was uneventful, and the patient was discharged 
2 days later with open wound care. After one month, 
appearance of penis and meatal opening was normal. 
No symptom related to micturition was present.

DISCUSSION
Phimosis is the inability to retract the prepuce or 
foreskin in a non-circumcised male. Foreskin is the 
anatomical covering of glans penis. It serves many 
functions, including protective, erogenous, and 
immunologic. At birth, the inner surface of the 
foreskin becomes densely fused with the epithelium 

of the glans and is retractable in only 5% of neonates. 
As the child grows, excessive keratinizations of the 
inner epithelium, spontaneous erections, or natural 
manipulations cause separation of two surfaces, 
which is 60% at the age of 11 to 15 years5. Inability 
to retract the foreskin of a child without interference 
of micturition is called physiological phimosis. 
Physiological phimosis is common up to 3 years of 
age and may extend into the older age group8. True or 
pathological phimosis is associated with a white, 
scarred preputial orifice, which causes difficulty as 

Traditional diagnostic methods, such as bronchoscopy 
and open lung biopsy, often have limitations in terms 
of accessibility to certain lung regions and associated 
morbidity. In contrast, CT-guided FNAC can reach 
both peripheral and centrally located lesions with high 
precision, guided by real-time imaging that enhances 
the accuracy of needle placement. This method is 
particularly beneficial for patients who are poor 
candidates for more invasive procedures due to 
co-morbid conditions or poor pulmonary reserve1. 
Several studies have demonstrated the diagnostic 
accuracy of CT-guided FNAC in lung lesions. For 
instance, a study by Khouri et al. reported a sensitivity 
of 92% and a specificity of 100% for CT-guided 
FNAC in diagnosing malignant lung lesions2. These 
findings emphasise the reliability and safety of 
CT-guided FNAC in clinical practice. Despite its high 
diagnostic accuracy, CT-guided FNAC is not without 
challenges. Factors such as the size and location of the 
lesion, the patient's respiratory movement, and the skill 
of the operator can influence the success rate and 
complication profile of the procedure. Common 
complications include pneumothorax, which occurs in 
approximately 20-25% of cases, though it is often 
self-limiting and requires minimal intervention3,4. 
Other less frequent complications include 
haemorrhage, infection, and air embolism5,6. 
Advancements in CT technology, including the 
development of multi-detector CT (MDCT) and 
real-time CT fluoroscopy, have further enhanced the 
efficacy of CT-guided FNAC. These technologies 
allow for more precise needle placement and reduced 
procedure time, thereby improving patient comfort and 
safety7. Furthermore, the integration of molecular and 
genetic testing on FNAC samples has expanded the 
diagnostic and therapeutic landscape, enabling 
personalised treatment approaches for lung cancer 
patients8. This study aimed to assess the findings of 
CT-guided fine needle aspiration cytology (FNAC) in 
diagnosing lung lesions.

MATERIALS AND METHODS
The cross-sectional study was conducted in the 
department of pathology in Jalalabad Ragib-Rabeya 
Medical College Hospital, (JRRMCH), Sylhet in 
association with the department of radiology and 
imaging from January 2023 to December 2023. A total 
of 60 patients having pulmonary mass lesions 
suspected to be neoplastic by chest radiograph or CT 
scan were referred from different departments like 
medicine, oncology, and OPD. CT-guided FNAC of 
pulmonary mass lesions from each case was performed 

by the pathologist as an OPD procedure and also in 
the presence of an experienced radiologist. The skin 
surface was cleaned with an antiseptic solution and 
then a 22G spinal needle was introduced through a 
percutaneous/transthoracic approach, localising the 
exact position by CT scan after the measurement of 
the site and angle of the needle, the route of the 
needle, and the distance between the skin and lesion 
on the CT scan monitor. Following the placement of 
the needle, a CT scan slice was taken to ascertain 
whether the tip of the needle was within the mass. 
The aspirate was obtained by to and fro and rotating 
movement of the needle within the lesions and 
smears were prepared immediately from the sample 
in the CT scan room. Alcohol-fixed smears were 
stained with Papanicolaou (PAP) stain for 
cytopathological evaluation of the lesions. Patients 
were kept for 2 hours under observation. Patients of 
any age and both sexes with suspected neoplastic 
lesions who were willing to give consent were 
included in this study. Some data were collected from 
the patients through face-to-face interviews, and 
some were collected from investigation reports. All 
data were collected using a pre-formed questionnaire. 
The patient's full record, which includes confirmed 
clinical diagnosis, patient profile, clinical history, 
laboratory data, and other relevant data, was gathered 
according to the objectives of the study. Collected 
data were analysed using descriptive statistics. 
Analysis of data was carried out by using a statistical 
package for social science (SPSS) 22.0 for Windows. 
After analysis, the data were presented in tables. 
Ethical clearance was taken from the ethical 
committee of JRRMC.  Informed written consent was 
obtained from the participants.

RESULTS
In this study, the majority of the patients belonged to 
the 50-59 years of age group (16, 26.7%), followed 
by the 60-69 years of age group (14, 23.3%).  The 
mean age was 65.05 years [Table-I], and most of the 
patients were male 46 (76.7%) [Table-II]. In this 
study, the right lung was involved in the majority of 
the cases (50%), the left lung in (48.3%) patients, and 
both lungs in 1 (1.7%) patient [Table-III]. The most 
affected lobe was the right lower lobe 13 (21.7%), 
followed by, the right upper lobe 12 (20%) and hilum 
12 (20%). The left lower lobe was affected in 11 
(18.3%) patients [Table-IV]
It was observed that squamous cell carcinoma was 
the most predominant finding 27 (45%), followed by 
the inflammatory lesion 11 (18.3%), small cell 

carcinoma 8 (13.4%), and adenocarcinoma 5 (8.3%) 
[Table-V]. Benign lesions were found in 15 (25%) 
cases and malignant in 42 (70%) cases in cytology. 
Moreover, 3 (5%) cases were suspicious of having 
malignancy [Table-VI]. It was observed that benign 
cases were found in 14 (23.3%) cases and malignant 
in 46 (76.7%) cases in radiology [Table-VII]. The 
most common complication was pneumothorax 2 
(3.33%) and minor bleeding 2 (3.33%). Haemoptysis 
1 (1.67%) and infection 1 (1.67%) were less common 
but notable complication, was observed in the study 
[Table-VIII].

DISCUSSION
The present study investigated the findings and 
complications associated with CT-guided fine needle 
aspiration cytology (FNAC) of lung lesions in a 
cohort of 60 patients. The majority of patients in this 
study were between 50-59 years of age (26.7%), 
followed by those in the 60-69 age group (23.3%). 
This age distribution is consistent with previous 
studies indicating that lung cancer predominantly 
affects older adults, typically those aged 50 and 
above9,10. The mean age was 65.05±16.09 years, 
which somewhat aligns with findings from Uzan et 
al2. In our cohort, males constituted 76.7% of the 

patients, while females made up 23.3%. This sex 
distribution is reflective of the higher prevalence of 
lung cancer in males, historically attributed to higher 
smoking rates among men11. Studies by Nour-Eldin et 
al. similarly reported a prevalence of male patients in 
their cohorts undergoing CT-guided lung biopsies1. 
The right lung was involved in 50% of the cases, 
slightly more than the left lung (48.3%). This 
distribution of lung involvement is comparable to 
findings by another author, who noted no significant 
predilection for the sides of lungs in their series of 
CT-guided biopsies3. Regarding lobe involvement, the 
right lower lobe (21.7%) and right upper lobe (20%) 
were the most commonly affected areas, followed by 
the left lower lobe (18.3%) and the hilum (20%). 
These findings are consistent with the anatomical 
distribution of primary lung tumours observed in 
previous studies, where the lower lobes are frequently 
affected12. The most prevalent cytological finding was 
squamous cell carcinoma (45%), followed by 
inflammatory lesions (18.3%), small cell carcinoma 
(13.4%), and adenocarcinoma (8.3%). This 
distribution aligns with global lung cancer histology 
trends, where squamous cell carcinoma and 
adenocarcinoma are the most common types13,14. In 
cytology, 70% of the cases were malignant, 25% were 
benign, and 5% were suspicious of malignancy. 
Radiological assessment showed 76.7% of cases as 
malignant and 23.3% as benign. The slight 
discrepancy between cytological and radiological 
findings underscores the complementary nature of 
these diagnostic modalities. Studies have shown that 
while radiology provides crucial anatomical details, 
cytology offers definitive cellular diagnosis, a 
synergy that enhances diagnostic accuracy6. The 
complication rate observed in this study was 
relatively low, with pneumothorax, and minor 
bleeding being the most common (3.3%, 
respectively), followed by haemoptysis, and infection 
(1.7%, respectively). However, these complications 
rates are not in line with those reported in the 
literature. For instance, Covey et al. reported a 
pneumothorax rate of approximately 20-25% in their 
series of lung biopsies, indicating that our results are 
consistent with established data4. The low incidence 
of significant bleeding and infection further supports 
the safety profile of CT-guided FNAC7. Our findings 
corroborate the high diagnostic accuracy and safety of 
CT-guided FNAC reported in previous studies. The 
slight variations in complication rates and diagnostic 
yields can be attributed to differences in patient 
populations, lesion characteristics, and procedural 
techniques.

LIMITATIONS
The study was carried out in a single hospital with a 
small sample size. So, the results may not represent 
the whole community.

CONCLUSION
CT-guided FNAC is a safe and reliable procedure for 
the diagnosis of lung lesions. FNAC not only 
distinguishes between benign and malignant lesions 
but also helps in tumour typing of lung cancer. The 
precise imaging capabilities of CT guided FNAC 
allow for accurate localisation and sampling of 
pulmonary abnormalities, making it an indispensable 
tool in the management of lung cancer and other 
thoracic pathologies. The demographic and clinical 
characteristics of our cohort, along with the detailed 
analysis of findings and complications, provide a 
comprehensive understanding of the procedure's and 
safety.
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INTRODUCTION
Intussusception is mostly a childhood disease. The 
prevalence of intussusception is 1.5 to 4 cases per 
1,000 live births, and it often occurs around 1 year of 
age1. Adult intussusception is an infrequent clinical 
entity that accounts for only about 5% to 10%2. An 
obvious lead point is found in 70% to 90% of cases in 
adult intussusceptions, and approximately 40% of 
them are formed by primary or secondary malignant 
tumors3. Adult patients often experience non-specific 
abdominal pain as their primary complaint. It has 
been presented that 63% of adult intussusceptions are 
related to tumors4. Because of the high risk of 
malignancy, surgical intervention is advocated in 
cases of adult intussusception. We delineate a case of 

Non-Hodgkin’s lymphoma that caused intussusception 
in the ileo-cecal region.

CASE REPORT
An 82-year-old female was admitted to the surgery 
department of Jalalabad Ragib Rabeya Medical 
College Hospital and reported a 5-month history of 
recurrent right lower abdominal pain with alteration of 
bowel habits in the form of constipation and diarrhoea. 
On physical examination, the patient was anaemic and 
the abdomen was tender in the right iliac fossa. 
Laboratory studies show low haemoglobin levels (7.3 
g/dL), HCT/PCV (22.3%), and mild hypokalaemia 
(3.19 mmol/L). The level of carcinoembryonic antigen 
was within normal limits. An ultrasonography revealed 
thickened wall bowel loops in the right lumbar region 
with surrounding echogenicity, maximum thickness is 
about 2.5 cm. A few lymph nodes are also noted. An 
abdominopelvic computed tomography (CT) scan 

INTRODUCTION 
Circumcision is the most frequently performed 
elective procedure in males. Approximately one in 
three men is circumcised globally1,2. It is widely 
practiced for religious purposes3,4. In Bangladesh, 
circumcisions are commonly performed at home 
during collective circumcision rites by traditional 
practitioners; this often leads to complications. Most 
complications are minor, but major complications 
could occur. Common complications are bleeding, 
haematoma, infections, injury to the glans, 
inadequate circumcision, and meatal stenosis. Rare 
complications are secondary chordee, secondary 
phimosis, urethro-cutaneous fistula, and amputation 
of penis5,6. Secondary phimosis, also called 
“iatrogenic phimosis” or “post circumcision 
phimosis” is a rare complication of circumcision and 
accounts for 2% of the cases7. The cause of 
secondary phimosis is inadequate removal of the 
inner skin of the prepuce or inadequate circumcision, 

resulting in a fibrotic ring around the glans within 3 
weeks7. Secondary phimosis presents with 
cosmetically ugly looking genitalia and urinary 
symptoms. The majority of them need revision 
surgery, and re-do circumcision is the treatment of 
choice7. 

CASE REPORT 
A 10-month-old boy presented with retention of 
urine for 12 hours, difficulty of micturition in the 
form of poor flow, and crying during micturition for 
one month. According to history, the patient was 
circumcised 2 months ago for religious purposes at 
home by a traditional circumciser (Hazam). After 
circumcision, the penis became swollen and the 
glans was partially covered with skin, but there was 
no problem with micturition. The patient was treated 
with antibiotics and analgesics by a local physician 
for pain and swelling. A few days later, parents 
observed that the swelling reduced but the skin over 
glans progressively lengthening and covering the 
meatal opening. On examination, the patient was 
irritable with a high-grade fever. Urinary bladder 
was full, penis looked amputated at our first 
impression, and both hemi-scrotum and testes were 
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the typical symptoms pain, a palpable mass, and 
bloody stool are present only in 10% of the patients11.
Various imaging techniques help to make the 
diagnosis. The plain abdominal X-ray may show an 
intestinal obstruction. An upper gastrointestinal 
contrast study may show a “stacked coin” or “coiled 
spring” appearance. A barium enema examination 
may be useful in patients with colonic or ileocolic 
intussusception in which a cup-shaped filling defect is 
a characteristic finding. Ultrasound recognition 
includes the target and doughnut sign on a transverse 
view and the pseudokidney sign in the longitudinal 
view7. The computerized tomography (CT) findings 
of intussusception are virtually pathognomonic3. In 
various studies, the intussusception appears as a mass 
lesion, representing a thickened segment of bowel 
that corresponds to the intussusceptum and the 
intussuscepiens, which contains a relatively central 
area of fat that may show vessels that enhance with 
the intravenous contrast3,7. The magnetic resonance 
imaging (MRI) findings of adult intussusception are 
similar to those in CT3. Flexible sigmoidoscopy and 
colonoscopy, intussusception is seen as an 
intraluminal mass directed centrally and distally3. In 
our case, the diagnosis was made prior to surgery on 
the basis of clinical picture and imaging studies.
Most authors agree that exploration is mandatory, 
based on the likelihood of an underlying pathologic 
lesion3,7. When the possibility of malignancy cannot 
be excluded, tumour spillage during the reduction 
process could be fatal for the patient. The principle of 
resection without reduction should be used whenever 
possible, especially if there is a known neoplasm or if 
the cause of intussusception is unknown3. The 
theoretic objections to reduction of grossly viable 
bowel with mucosal necrosis are: 1) intraluminal 
seeding and venous embolisation of malignant cells in 
the region of ulcerated mucosa, 2) possible 
perforation during manipulation, and 3) increased risk 
of anastomotic complications in the face of 
edematous and inflamed bowel11. In patients with 
small bowel intussusception, reduction must be 
initially attempted unless signs of bowel ischemia or 
inflammation are present or if malignancy is 
suspected3,7.
In this case, the patient had repeatedly visited the 
different physician for recurrent diffuse abdominal 
pain for 5 months, but the diagnosis was uncertain. 
Because the discomfort was not severe, it disappeared 
spontaneously. 
In our patient, the final pathologic results revealed 
that caecal non-Hodgkin’s lymphoma caused an 
ileocolic intussusception.

CONCLUSION
Intussusception in adults is an uncommon condition 
and illustrates a challenge for the surgeon. Imaging 
studies are required to make the diagnosis 
preoperatively. In the time of surgery, when 
malignancy is doubt to be the lead point of the 
intussusception, it is best to make a resection of the 
affected bowel to avoid the dissemination of neoplastic 
cells. 
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showed the invagination of the terminal segment of the 
small gut within the proximal colon (Intussusception). 
Involved parts of the gut measuring about 10-11 cm in 
length with multiple enlarged mesenteric lymph nodes 
were also detected (Figure-1). As per the CT images, 
the diagnosis was compatible with ileocolic 
intussusception with no demonstrable mass-like lesion 
in this CT scan. The patient proceeded to an 
exploratory laparotomy, taking care not to reduce the 
intussusception, and a limited right hemicolectomy 
with primary anastomosis. Intraoperative findings 
revealed an ileocaecal intussusception, and amarked 
hard-indurated lesion on the caecal region with 
mesenteric lymphadenopathy. The lumen was inspected 
following resection and presents a polypoid growth in 
the caecal region, which was 8 cm in maximum 
diameter. The postoperative course was uneventful. 
The histological diagnosis indicated a diffuse 
non-Hodgkin’s lymphoma (Figure-2). 
Immunohistochemical staining showed diffuse 
proliferation of atypical lymphoreticular cells. Lymph 
nodes presented reactive hyperplasia. She was referred 
to the haemato-oncology department for further 
management.

DISCUSSION
Intussusception occurs when one portion of the gut 
invaginates into an immediately adjacent segment; 
almost invariably, it is the proximal into the distal5. The 
condition is encountered most commonly in children, it 
is an infrequent condition in adults1,2. First described in 
1674 by Barbette of Amsterdam and documented in a 
detailed report in 1789 by John Hunter4. Adult 
intussusception represents 5% of all cases of 

intussusception and accounts for only 1%-5% of 
intestinal obstructions in adults4. In 20% to 55% of 
cases, the etiologic agent is a primary or secondary 
malignancy, and 15% to 25% of cases are due to 
non-neoplastic conditions, including postoperative 
adhesions, Meckel’s diverticulum, infectious lymphoid 
hyperplasia, trauma, coeliac disease, cytomegalovirus 
colitis, lymphoid hyperplasia secondary to lupus, 
Henoch Schönlein purpura, non-Hodgkin lymphoma, 
and Wiskott-Aldrich syndrome3,6,7,8. In a review of 
1,214 reported cases of intussusception in adults, Felix 
et al. estimated that 55% (668/1,214) involved the 
small intestine, whereas 45% (546/1,214) involved the 
colon. Of the colon intussusceptions, 48% resulted 
from malignant tumours and 21% from benign 
lesions1. Begos et al. reported that intussusception of 
the small intestine in adults is due to benign (63%), 
idiopathic (23%), and malignant (14%) lesions1. It is 
well known that the gastrointestinal tract is the most 
common site for extranodal non-Hodgkin lymphoma, 
accounting for about 20% to 50% of these 
lymphomas2. However, large bowel involvement is 
rare, and occurs in only 10% of gastrointestinal 
presentations of malignant lymphoma. The caecum is 
the lesion site in 85% of cases of large bowel 
malignant lymphoma9,10. Akbulut reported that the 
ileocolic type was the most common (66.6%, 24/36), 
followed by the enteric type (27.7%, 10/36) among 36 
cases of intussusceptions due to lymphoma that were 
reported in the literature from 2000 to 20112.
The most common age of presentation is around the 
sixth decade, and this is due to the higher incidence of 
colonic neoplasms in this population3. The clinical 
presentation of adult intussusception varies, with 
non-specific symptoms such as nausea, vomiting, 
gastrointestinal bleeding, constipation, and abdominal 
distension4. The presence of prolonged symptoms and 
unexplained weight loss can be indicative of 
gastrointestinal lymphoma. The preoperative workout 
of adult intussusception is very troublesome because 

INTRODUCTION
Computed Tomography (CT) guided fine needle 
aspiration cytology (FNAC) has emerged as a 
pivotal diagnostic technique for evaluating lung 
lesions. The precise imaging capabilities of CT 
allow for accurate localisation and sampling of 

pulmonary abnormalities, making it an indispensable 
tool in the management of lung cancer and other 
thoracic pathologies. The burden of lung cancer remains 
substantial worldwide, with it being the leading cause of 
cancer-related mortality in both men and women. Early 
and accurate diagnosis is crucial for improving patient 
outcomes, and CT-guided FNAC plays a crucial role in 
achieving this objective by providing cytological 
diagnosis that informs subsequent therapeutic decisions. 
The utility of FNAC in diagnosing lung lesions lies in 
its minimally invasive nature, combined with high 
diagnostic yield and relatively low complication rates. 
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well as ballooning during micturition. Treatment of 
pathological phimosis is circumcised excision of 
foreskin at the level of corona-glandis, known as 
circumcision5,6. Sometime, glans is re-covered with 
redundant foreskin following circumcision. This 
condition is known as secondary phimosis. Various 
factors are responsible for secondary phimosis. 
According to literature, secondary phimosis is 
commonly seen after “Plastibell” circumcision due to 
slipping of the inner skin because of loose ligature or 
using a small size ring, resulting in a fibrotic ring 
around the glans9. Such complications may occur 
with other device procedures or freehand techniques, 
as in our case. Timing of circumcision is another 
contributory factor for secondary phimosis. Like our 
case, most of the secondary phimosis resulted from 
circumcisions in males aged less than one year7. This 
finding may be attributed to the fact that the inner 
layer of foreskin becomes separate and easily 
retractable after 3 years of age. This separation 
makes the estimation of foreskin excision more 
accurate, thereby preventing complication. An 
anatomical detail such as thick pubic fat and buried 

penis is also a risk factor for secondary phimosis. 
Excessive removal of skin from the penile shaft 
along with prominent suprapubic pad of fat leads to 
healing within the fat pad and ultimately progressive 
closure and stricture of the skin over the glans8. 
Performer, environment of procedure, and 
anaesthesia are also important causative factors for 
secondary phimosis4,7,10,11. If performers have no 
idea  about the anatomy of the penis and surgery 
done in an inappropriate setting using inadequate 
anaesthesia, the chance of complication will be more. 


