
Introduction
Intussusception, the telescoping of a proximal seg-

ment of bowel into an adjacent distal segment to cause 
obstruction, is a common cause of intestinal obstruc-
tion in children [1,2]. In adults, this condition is rare, 
accounting for only one percent of all bowel obstruc-
tions, and are often associated with an intraluminal 
mass as the lead point [2]. Almost half of these tumors 
are proven to be malignant through histopathology [2]. 
However, in eight to 20 percent of cases, the cause of 
the intussusception is idiopathic [3].

Post-operative intussusception occurs even less 
in adults [4] and has been reported following various 
types of abdominal surgery [4,5]. These are noted in 

those 45 to 51 years old, on the 4th to 5th day post-
operatively, and are often jejuno-jejunal [1].

Here, a case of a rectal cancer patient is reported 
whose initial surgery of proximal fecal diversion was 
complicated by the occurrence of an idiopathic post-
operative intussusception.

Case Report
A 39-year-old female presented with complete gut 

obstruction that was caused by a locally advanced rec-
tal malignancy. No distant metastases were appreciated 
on computed tomography (CT) scans of the chest and 
abdomen. The tumor was determined to be located 7 
cm from the anal verge by rigid proctoscopy. The plan 
of management was for her to undergo proximal bowel 
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Abstract

Objective: To evaluate the changes in the number of Langerhans Cells (LC) observed in the epithelium of 
smokeless tobacco (SLT-induced) lesions. 
Methods: Microscopic sections from biopsies carried out in the buccal mucosa of twenty patients, who were 
chronic users of smokeless tobacco (SLT), were utilized. For the control group, twenty non-SLT users of SLT 
with normal mucosa were selected. The sections were studied with routine coloring and were immunostained 
for S-100, CD1a, Ki-67 and p63. These data were statistically analyzed by the Student’s t-test to investigate the 
differences in the expression of immune markers in normal mucosa and in SLT-induced leukoplakia lesions. 
Results: There was a significant difference in the immunolabeling of all markers between normal mucosa 
and SLT-induced lesions (p<0.001). The leukoplakia lesions in chronic SLT users demonstrated a significant 
increase in the number of Langerhans cells and in the absence of epithelial dysplasia. 
Conclusion: The increase in the number of these cells represents the initial stage of leukoplakia. 
Key words: Smokeless tobacco, leukoplakic lesions, cancer, langerhans cells, chewing tobacco.

Introduction

Among tobacco users, there is a false be-
lief that SLT is safe because it is not burned, 
which leads many people to quit cigarettes 
and start using SLT [1]. However, SLT con-
tains higher concentrations of nicotine than 
cigarettes and, in addition, nearly 30 carci-
nogenic substances, such as tobacco-specific 
N-nitrosamines (TSNA), which is formed 
during the aging process of the tobacco, [2-4] 
and which presents high carcinogenic poten-
tial. Moreover, because the tobacco has direct 

contact with the oral mucosa and creates a 
more alkaline environment, its products may 
even be more aggressive to tissue [5]. The 
percentage of SLT users is lower compared 
to cigarette users; however, usage is increasing 
among young individuals and it is therefore a 
significant and disturbing danger [6,7]. 

Initial studies on the effects of SLT on the 
oral mucosa demonstrated the formation of 
white lesions induced by chronic exposure to 
tobacco, characterized by epithelial thicken-
ing, increased vascularization, collagen altera-
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ABSTRACT 

A 39-year-old female presented with symptoms of complete gut obstruction caused by a locally advanced rectal malig-
nancy. She underwent a mini-laparotomy and creation of a proximal transverse loop colostomy (TLC). No other points of 
obstruction were noted. Post-operatively, clinical and radiological evidence of gut obstruction prompted a re-exploration. 
This revealed an ileo-colic intussusception. A right hemicolectomy was performed. No identifiable lead point was docu-
mented. The patient later underwent long course chemoradiation to address the locally advanced tumor. She, eventually, 
had a low anterior resection. In this study, it was illustrated that prompt and vigilant detection of such rare occurrences allow 
for the institution of a management plan that maintains adherence to oncologic principles.
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diversion followed by long-course chemoradiation 
therapy and an eventual low anterior resection (LAR).

The patient underwent a mini-laparotomy and 
creation of a proximal transverse loop colostomy. No 
other points of obstruction were noted, apart from the 
bulky rectal tumor, during the conduct of the surgery.

However, there was difficulty in progressing her 
diet post-operatively. Plain abdominal films revealed 

Figure 1. Intraoperative findings in a 39 year-old female with an 
obstructing rectal cancer, who previously underwent a proximal fecal 
diversion, showing an ileocolic intussusception. A resection was 
performed without reduction of the intussusception. UP-PGH, 2012.

Figure 2. The cut section of the right hemicolectomy specimen that 
showed no intraluminal mass that could have served as the lead point 
for the intussusception. UP-PGH, 2012.

small bowel obstruction. Clinically, however, there 
would be episodes of resolution of the obstruction only 
to recur later. A small intestinal series performed on the 
14th day post-operatively exhibited a delay of flow of 
contrast at the terminal ileum. These radiographic find-
ings coupled with her continued intolerance to feeding 
prompted performance of re-operative management.

Intra-operatively, there was noted ileo-colic intus-
susception beginning at 10 cm proximal to the ileoce-
cal valve extending into the cecum (Figure 1). A take-
down of the colostomy and a right hemicolectomy was 
carried out. On opening the specimen, there was no ev-
idence of any intraluminal mass (Figure 2). The proxi-
mal point of resection was brought out as an ileostomy, 
while the distal end was exteriorized as a distal mucus 
fistula. The patient subsequently had an unremarkable 
re-operative course. She has since commenced neoad-
juvant chemoradiotherapy.

Discussion
The presence of organizing intraluminal blood 

serving as a lead point has been thought to be a plausi-
ble explanation for the occurrence of post-operative in-
tussusception [4,5]. Reymond et al. [6] proposed two 
possible explanations: 1) it could begin from a focal 
functionally non-contractile portion of the intestinal 
wall. This may be an induration or a region of diameter 
change in the bowel that forms a motile interface; 2)   
the presence of adhesions between nonadjacent bowel 
loops after the initial surgery may act as an extraluminal 
lead point. These then lead to a linked kinking of the 
bowels and with continued normal peristalsis, or hy-
perperistalsis, would provide sufficient torque to pro-
duce the intussusception.

Ein et al. [7], on the other hand, suggested altered 
peristalsis after excessive manipulation and handling of 
bowels, extensive pre-peritoneal dissection, abnormal 
serum electrolyte levels, local hypoxia, effects of an-
esthetic agents and drugs given post-operatively, and 
neurogenic factors as possible causes. 

Adult intussusception often presents with symp-
toms of bowel obstruction [2]. Unlike in children, 
where the triad of abdominal pain, a palpable sausage-
shaped abdominal mass, and currant-jelly stools are 
observed, adults often present with nausea, vomiting, 
melena, abdominal pain, and distention [1,2].
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Among the available diagnostic modalities, an ab-
dominal computed tomography scan has the highest 
accuracy in detecting intussusceptions, with an accu-
racy anywhere between 58-100% [2,8]. Ultrasonog-
raphy may also provide a diagnosis of intussusception. 
This, however, may be missed because of the presence 
of gas-filled bowel loops and is dependent on operator 
experience [8].

It is the authors’ experience  that patients with ob-
structing rectal cancers are best to undergo a laparoscop-
ic stoma creation. This allows for a thorough assessment 
of the peritoneal cavity for metastatic disease and per-
mits the patient to receive neoadjuvant therapy earlier. 
The benefits of laparoscopic surgery with regard to post-
operative recovery allow beginning chemoradiotherapy 
as early as 2 weeks after surgery. We, however, deemed 
it technically difficult to perform laparoscopy on the pa-
tient because of the extreme dilatation of the bowels (i.e. 
palpable bowel loops with visible peristalsis).

We proceeded to perform a mini-laparotomy (i.e. 
an abdominal incision less than 7 cm) as this has been 
found to have pain scores comparable to a “full” lapa-
roscopy. During initial surgery, a bowel run showed no 
evidence of intussusception nor any palpable intralu-
minal mass.

During the re-operation, the authors proceeded 
with an oncologic resection without attempting manual 
reduction. As assessing the proximal colon for synchro-
nous lesions is yet to be completed, it was assumed that 
an intraluminal lead point caused the intussusception. 

Conclusion
A case of a rectal cancer patient is reported whose 

initial surgery of proximal fecal diversion was compli-
cated by the occurrence of an idiopathic post-opera-
tive intussusception. It was illustrated that apart from 
prompt and vigilant management, such rare surgical 
events must be approached with strict adherence to 
oncologic principles. 
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