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Blindness as an Initial 
Presentation of Rectal Cancer 

with Brain Metastases

Sir,
Brain metastases frequently occur after the diagnosis 
of systemic cancer. However, some patients with brain 
metastasis may be diagnosed before the primary tumor is 
found.[1] Colorectal cancer patients with brain metastasis 
have a poor prognosis because of the tendency of these 
patients to have a higher frequency of cerebellar metastases. 
Patients with brain metastasis as the only manifestation of 
an undetected primary tumor have a favorable prognosis 
with an overall median survival of 13.4 months. Patients with 
colorectal carcinoma tend to have a poorer prognosis. This 
may be due to the tendency of these patients to have a higher 
frequency of cerebellar metastases, which are associated with 
an adverse prognosis.[2]

A 55-year-old woman presented with sudden-onset bilateral 
blindness and altered sensorium of 15 days duration. On 
ophthalmologic examination, both pupils were normal and 
direct and consensual reflexes were present. Fundoscopy 
revealed bilateral optic atrophy secondary to papilloedema. 
computed tomography (CT) scan of the brain showed a 
large lesion occupying left parietal space with perilesional 
edema [Figure 1]. Stereotactic biopsy of the brain lesion 
revealed metastatic adenocarcinoma. On further workup, the 
CT scan of the abdomen showed irregular circumferential 
wall thickening of the rectum with perirectal infiltration 
[Figure 2]. There were no metastases in liver and lung. 
She was treated with steroids, mannitol, and palliative 
cranial radiotherapy of 30 Gy of 10 fractions. Once her 
condition stabilized, colonoscopic-guided biopsy of rectal 
mass was performed. Histopathological examination 
revealed adenocarcinoma of the rectum [Figure 3]. She 
was treated with 5 Fluorouracil-lecovorin regimen and 
tolerated chemotherapy well, and her vision has improved 

marginally. She did not receive concurrent radiotherapy as 
her general condition was poor. She has finished four cycles 
of chemotherapy and is doing well.

Metastatic brain mass is uncommon and frequently 
associated with metastatic disease elsewhere. Older estimates 
suggested that metastases constituted of 20�40%[1] of all 
intracranial tumors. In adults, the commonest sources of 
brain metastases are the lung, breast, gastrointestinal tract, 
genitourinary tract, and malignant melanoma. The best 
diagnostic test for brain metastases are contrast-enhanced 
magnetic resonance imaging (MRI) and CT scan. Other 
diagnostic measures being needed to establish the diagnosis 
firmly are angiog raphy and/or biopsy. Stereotactic biopsy 
has become the most convenient and safe approach to 
obtain a tissue diagnosis.[3] Untreated brain metastases are 
associated with a median survival time of about 4 weeks 

Figure 1: CT scan of the brain shows large left parietal space occupying 
lesion with perilesional edema

Figure 2: CT scan of the abdomen shows rectal mass with perirectal 
infi ltration

Figure 3: Neoplasm composed of pleomorphic epithelial cells arranged 
in glandular pattern (H and E;×40)
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and poor prognosis.[4] At the time of diagnosis of colorectal 
carcinoma, 2�3% of patients are likely to be harboring brain 
metastases, and another 10% of patients will develop brain 
lesions during the course of their disease. Surgical removal 
of colorectal metastatic brain lesions in selected cases may 
result in a longer survival time. Increased awareness of the 
possibility of brain metastases, early diagnosis, and aggressive 
therapy can increase the survival of patients with colorectal 
cancer with brain metastases.[2]
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Primary Small Intestinal 
Lymphoma Presenting as a 

Groin Abscess

Sir,
Small bowel cancers are rare; primary small intestinal 
lymphoma accounts for 15�20% of these tumours. Patients 
with small intestinal lymphoma frequently present with 
abdominal emergencies to the surgeon.[1]

A 50-year-old man presented with a 6-month history of a 
right groin swelling. On further questioning, the patient 
reported weight loss and reduced appetite. He reported 
no abdominal pain and changes in bowel habits. Physical 
examination revealed a large right groin swelling measuring 
approximately 15 cm in diameter. The swelling had the 
features of an abscess (red, hot, tender, and fluctuant) 
extending downwards into the right thigh and upwards into 
the right lower quadrant of the abdomen. Laboratory tests 
showed a mild leucocytosis of 12.3 × 109/L, a haemoglobin 

concentration of 11.4 g/100 mL and a C-reactive protein 
of 311 mg/L. A computed tomography (CT) scan revealed 
a soft tissue mass measuring 12 cm × 12 cm × 23 cm 
occupying the right hemipelvis and extending into the 
right inguinal region [Figure 1]. There was no thoracic 
or abdominal lymphadenopathy. 

The patient underwent incision and drainage of this 
abscess. There was a large amount of faeculant material 
filling the entire abscess cavity; this appeared to be 
extending upwards medial to the femoral vessels, along the 
femoral canal. Laparotomy through a right lower transverse 
incision was made. Surprisingly, there was no intraperitoneal 
faecal contamination. Exploration revealed a full thickness 
retroperitoneal perforation of the terminal ileum with fecal 
contamination of the retroperitoneal space of the right 
iliac fossa. It was evident that part of the circumference 
of the terminal ileum was incarcerated in the femoral ring 
resulting in a femoral hernia and consequent perforation. 
An ileocaecal resection was performed. Histopathological 
examination confirmed diffuse large B-cell lymphoma. Two 
months later, a repeat CT scan showed a reduction of the 
right pelvic mass to 7.5 cm × 12 cm, with no evidence 
of lymph node involvement elsewhere. The patient has 
currently fully recovered from surgery and is receiving 
chemotherapy. 

The gastrointestinal tract is the most common site of 
extranodal non-Hodgkin lymphoma.[1] In 20�30% of cases, 
the small intestine, particularly the ileum, is affected.[2] Small 
intestinal lymphomas most commonly cause abdominal pain 
(82%).[3,4] Other presenting symptoms include changes in 
bowel habits (16%), a palpable abdominal mass (16%), and 
blood in the stool (15%).[2] In approximately 30�50% of 
patients, however, the initial presentation of small bowel 
lymphoma is an abdominal emergency,[1,5] with perforation 

Figure 1:  CT image showing mass extending into the right side of 
the pelvis 
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