Case Report

Non Hodgkin lymphoma of the cecum; case report
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Summary

Non-Hodgkin's lymphomas (NHLs) are heterogeneous group of
malignant lymphoproliferative disorders. It is a primary malignant
neoplasm of lymphoid tissue arising from the expansion of mal-
ignantly transformed lymphocytes. It is classified into two large
categories; Hodgkin's lymphoma and Non-Hodgkin's lymphomas.
Genetic alternations, viruses and environmental agents in addition
to radiotherapy and chemotherapy are suggested as etiologic
factors. Primary gastrointestinal lymphoma is very rare compared
to gastrointestinal tract lymphoma arising secondary to primary
nodal disease. Extra nodal lymphoma can involve any part of
the gastrointestinal tract, most commonly being the stomach
followed by small intestine and ileocecal region.
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Introduction

Two thirds of non-Hodgkin’s lymphoma
(NHL) and nearly all Hodgkin lymphomas
present as enlarged non tender lymph node,
the remaining one third of NHLs involve the
extranodal sites. Extra-nodal non-Hodgkin’s
lymphoma (NHL) constitutes 30-40% of all
cases of lymphoma'. Gastrointestinal tract is
the most frequent site of extra nodal lymphoma
accounting for approximately 40% of all extra
nodal lymphomas; out of these, non-Hodgkin’s
lymphoma comprises 4% of total cases. Prim-
ary lymphoma arising in the colon is very rare
comprising only 0.2-1% of all colonic malign-
nancy’. Males are most commonly affected
with peak incidence in sixth and seventh
decade of lifée’.

Case

A fifty two-year-old female presented with
intermittent vomiting, weight loss, right lower
abdominal dull aching pain and bleeding per
rectum. There was neither associated fever
nor melena. Except for the presence of palor,
the general physical examination was normal.
Abdominal examination revealed tender, hard
mass in the right iliac fossa. The mass showed
restricted intrinsic mobility with no movement
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with respiration. Also there was no organom-
egaly or any other abnormal findings on both
abdominal and digital rectal examination. Rou-
tine hematological and biochemica investi-
gations were within normal limit except for
the hemoglobin level, which was 8 g/dL (mic-
rocytic hypochromic anemia). Stool occult
blood test was positive dong with normal
bone marrow aspiration. Ultrasonography of
the abdomen revealed a large hypo echoic area
in the right iliac fossa. Contrast enhanced
computed tomography scan of the abdomen
revealed gross circumferential wall thickening
of cecum with average radial wall thickness
of about 3 cm, and the approximate length of
thickened segment was about 6 cm. Few
mesenteric lymph nodes were seen in the
right iliac fossa with largest one measuring
15mmx21 mm. Colonoscopy was performed
that revealed ulcero-proliferative mass in
caecum, fig. (1) from which multiple biopsies
were taken. Histopathological examination
revealed infiltration by malignant tumoral proli-
feration formed of diffusely arranged large
cells with large nuclei, prominent nucleoli
attaining perivascular location which are strong-
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ly suggestive of non-Hodgkin’s lymphoma,
fig. (2). Immuno-histochemistry showed diffuse
positivity of neoplastic cdls for CD20. CD3
was positive in few scattered cells. CK was
totally negative in neoplastic cedlls, fig. (3).
CD10 was negative, BC16 was focally positive,

F| gure (3) CK |stotaJIy negatlve in neopl astic cells

muml was diffuse positive, fig. (4). A fina
diagnosis of non-Hodgkin lymphoma, diffuse
large B-cell type of non-germinal center phe-
notype was made on the basis of previously
mentioned data
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Discussion

Gastrointestina lymphoma accounts for 5-
10% of al non-Hodgkin’s lymphoma with
intestinal lymphoma contributing 15-20% of
al gastrointestinal lymphoma’. Majority of
these arise in the stomach (up to 65% of al
Gl lymphoma) followed by the small bowel
(20-30%) with B cell lymphoma of the colon
is the third commonest malignancy of the
colon after carcinoma and carcinoid though
its incidence is less than 0.5%°. Primary
gastrointestinal malignancies are very rarein
children with non-Hodgkin’s lymphoma being
the most common®. Within the colon, the
involvement of caecum is the commonest,
and Gonzalez et a. found caecum (60%) to
be the commonest site, followed by the right
(27%) and the sigmoid colon (13%)°. Diffuse
large cell B lymphoma (DLBCL) is the most
frequent histological subtype affecting the
gastrointestinal tract and colon®. Primary colo-
rectal lymphoma mainly affects older age
group in the fifth to seventh decade of life
with male to female ratio being (1.5 to 1)".
Combined modality of approach that includes
surgical debulking and systemic chemother-
apy is the preferred treatment. Chemotherapy
includes CHOP regimen (cyclophosphamide,
doxorubicin, vincristin, and prednisolone). Sur-
gery alone can be considered as an adequate
treatment for patients with low grade NHL
disease that has not infiltrated beyond the
submucose’.

Conclusion
Primary colonic lymphoma is a rare clinical
entity presenting most commonly in older age

Figure (4) CD10 is negative, BCl-6is fbbél Iy posi‘tive, muml is diffuse positive

group. DLBCL occurs as extranodal involve-
ment in 40% cases and is curable with modern
medical treatment options. Chemotherapy repr-
esents a cornerstone in the treatment of these
patients and offers an excellent chance for
long term disease free survival. Taking into
account the previoudy mentioned data, we
recommend that colonic lymphoma should be
considered in the differential diagnosis in
patients presenting with an abdominal mass.
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