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ABSTRACT

Primary colorectal lymphoma is a rare neoplasm. We report the case of a fistula between a diffuse large B-cell lymphoma of the
sigmoid colon and an ovarian teratoma. An emergent laparotomy for an acute abdomen in a 90-year-old woman was performed. A
pelvic mass of 123 9 cm fistulized in the left colon was found with the presence of gas and free liquid within the abdomen. This is an
extremely rare condition, and as far as we know, no cases of a fistula between a large B-cell colonic lymphoma and an ovarian
teratoma are present in the literature.

INTRODUCTION

Primary colorectal lymphoma is a rare neoplasm, accounting for only 0.2%–0.6% of all colon cancers and 15%–20% of gastroin-
testinal lymphomas.1 Of note, perforation due to B-cell lymphoma ismore common in gastric and splenic forms, whereas, in colonic
forms, bleeding rather than perforation is the most common complication.2We present a rare case of an acute abdomen caused by a
fistula between a diffuse large B-cell lymphoma (DLBCL) of the sigmoid colon and an ovarian teratoma.

CASE REPORT

A 90-year-old woman was referred to the emergency department of our institute for severe abdominal pain associated with nausea
and fever. However, no relevant comorbidities were reported. On physical examination, she presented with tachycardia (120 beats
per minute) and hypotension with a blood pressure of 90/62 mm Hg. Signs of diffuse peritonitis with marked wall rigidity were
appreciable on examination of the abdomen. Digital rectal examination was unremarkable, and during the laboratory examinations,
a leukocytosis was noticed (15.4 3 109/L). Assuming there was intestinal perforation, an abdominopelvic computed tomography
scanwas promptly performed. The scan revealed the presence of gas and free liquid within the abdomen. In addition, a pelvicmass of
123 9 cmwas found, raising the possibility of a dermoid cyst with possiblefistulization to the sigmoid colon (Figures 1 and 2).Owing
to the septic status of the patient, an emergent laparotomywas performed quickly. A ruptured left ovarian cystmeasuring 163 10 cm
fistulized within the colon with fecal peritonitis was found intraoperatively (Figure 3). The cyst contained hair and teeth, and part of
the cystic wall was adherent to the rectosigmoid junction (Figure 4). Excision of the cyst en bloc with the left colon, left ovary, and left
tube was performed (Hartmann procedure and left salpingo-oophorectomy).

The postoperative course with the administration of fluids and antibiotic therapy was free of relevant complications, blood tests
returned to normal, and the patient restarted the oral intake on the second postoperative day, with colostomy canalization on the
third postoperative day.

During the macroscopic examination, a whitish and soft mass involving the colonic wall with mucosal ulceration and serosal
involvementwas described.Microscopic examination showed aneoplastic lesion constituted by a lymphoid population,medium-to-large
in size, in a diffuse pattern of growth, with necrosis and frequent mitosis involving the colonic wall. Immunohistochemical investigation
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showed immunoreactivity forCD20,BCL-2, BCL6, andCD10and
negative staining for ALK, CD30, MUM1, CD138, and CiclinD1
(Figure 5). The cellular nuclei were positive for c-Myc (10%–15%),
and the Ki67 proliferation indexwas 80%. In addition, histological
diagnosis was DLBCL originating from the follicular germinal
center. Regarding the ovarian lesion, a 15 cmmass was described.
It constituted a fibrotic wall without an epithelial layer filled with
adnexal and sebaceous material. The definitive diagnosis was of a
mature cystic teratoma associated with edema and vascular con-
gestion of the salpinx infiltrating a sigmoid colon affected by a
primitive large B-cell lymphoma. The patient was discharged on
the sixth postoperative day in a good clinical condition and
reported to the oncologist. The patient was diagnosed as stage I
lymphoma, and at a later colonoscopy, no other localizations were
founded.

DISCUSSION

DLBCL constitutes 30%–58% of non-Hodgkin lymphoma
cases.3 Non-Hodgkin lymphoma can affect any organ; however,
extranodal forms are predominantly detected in the gastroin-
testinal tract. A systematic review by Lightner et al found that the
most frequent localization of non-Hodgkin lymphoma cases is
the ileocecal region.4 The primary involvement of the gastroin-
testinal tract was defined according to Lewin et al, namely, the
presence of gastrointestinal symptoms related to lymphomawith
exclusive or predominant intestinal localization.5

Todistinguish aprimary colonic lymphoma fromadiffuse form that
secondarily involves the colon, Dawson criteria has also been
established: (i) No palpable superficial enlarged lymph nodes at
presentation, (ii) no enlargement ofmediastinal nodes, (iii) a normal
white cell count, (iv) exclusive regional nodes involvement at surgical
exploration, and (v) the liver and spleen should not be involved.6

The case presented here is an exceptionally rare case of a
complication involving 2 different synchronous tumors: A
B-cell lymphoma of the colon, which is the third most common

Figure 1. Transverse computed tomography scan image: pneu-
moperitoneumand close adhesion of the colon and the ovarian cyst.

Figure 2. Coronal computed tomography scan image: fistulization
between the dislocated sigmoid colon and the ovarian teratoma. Figure 4. Histological specimens.

Figure 3. Intraoperative findings.
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malignancy of the colon after carcinoma and carcinoid, and an
ovarian teratoma, which accounts for approximately 1%–2% of
ovarian cancer diagnoses.7 In their natural history, ovarian
teratomas can develop different complications: Infection, tor-
sion, rupture, and eventually fistulization; fistula formation
between a benign ovarian dermoid cyst and the large bowel and/
or the rectum has been reported in few cases.8,9

Surgery is the primary option for palliation of pain or in case of
clinical condition that require emergency intervention, namely
perforation, such in this case, obstruction and bleeding as well.
In our case, owing to the septic condition, urgent surgery was
performed. Cai et al published a case series, where in more than
half of the patients, urgent surgical treatment was needed.10

In consideration of the possibility of a malignant tumor, an ex-
tended surgery could be performed, although because the literature
allows us to say that the most frequent pathogenesis underlying
fistulization is inflammation, sparing surgery may be more

suitable.9 Nevertheless, in our clinical case, en bloc resection be-
came necessary in lieu of the unclear diagnosis at the time of
surgery.

Both perforations of a colonic primitive B-cell lymphoma and a
teratoma with subsequent fistulization are extremely rare
conditions, and as far as we know, no cases of a fistula between a
large B-cell colonic lymphoma and an ovarian teratoma are
present in the literature at the moment. Further reports are
needed on these pathologies and above all on the complications,
which, although rare, can be extremely serious.
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Figure 5. Hematoxylin & eosin staining shows the neoplastic lesion
involving the colonic wall. The other image shows the Ki67 pro-
liferation index (magnification 4003).
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