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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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present in up to 37% of cases.[5] 

A review of literature in English revealed no cases of small 
intestinal lymphoma presenting as a groin abscess. What was 
unique about this patient was that despite having a small 
bowel perforation, he did not present with an abdominal 
emergency. As the perforation was extraperitoneal, the 
presentation was that of a chronic right groin swelling, 
which was diagnosed clinically as an abscess. The duration 
of the symptoms before seeking medical advice was also 
unusually long (6 months). This perhaps reflected the 
patients own beliefs and character. This is believed to be the 
first documented case of primary small intestinal lymphoma 
causing a groin abscess as a result of intestinal perforation. 
This case highlights the variable and somewhat unusual 
presentation of these tumours.
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Prevalence of Arterial 
Hypertension in Cirrhosis 

of Liver

Sir,
Systemic hypertension is a common disorder. Cirrhotic 
patients have hyperdynamic circulation with a decrease 
in effective circulatory blood volume, which has been 
attributed to the underlying vasodilatory state in these 
patients. 

On this background, we conducted a study to evaluate the 
prevalence of essential hypertension among patients with 
cirrhosis and the related cardiovascular changes among 

them. We prospectively evaluated 260 cirrhotic patients 
at the Stanley Medical College, Chennai, India, regularly 
attending the Liver Clinic, of whom alcohol was the 
cause in 140 cases. All patients underwent blood pressure 
(BP) recording in supine and sitting posture, ECG, and 
echocardiogram. Among the 260 cases, 23 (8.8%) patients 
with arterial hypertension were identified, of whom four 
patients were excluded because of secondary hypertension. 
Among the remaining 19 (7%) patients with hypertension, 
the mean age was 51 ± 14.46 years, M:F ratio was 3.1:1, 
and the mean BMI was 25.8 kg/m2. The mean arterial 
pressure (MAP) was 120 mmHg.  Ten patients (52.6%) 
were categorized as Child�s A, six (31.5%) as Child�s B, 
and three (15.7%) as Child�s C. Abnormalities in ECG 
were noted in seven patients (36.8%), and abnormalities 
in echocardiogram were observed in six (31.6%) patients. 
In the normotensive group, comprising 237 patients, the 
mean age was 53 ± 13.56 years, M:F ratio was 1.8:1, 
mean BMI was 24.2 kg/m2, and the MAP was 83 mmHg; 
abnormalities in ECG were present in four (1.6%) patients, 
and none had abnormalities in echocardiogram.

There has been a relatively low prevalence of hypertension 
among patients with hepatic cirrhosis.[1] Cirrhosis is a 
state of hyperdynamic circulation with increased cardiac 
output and low systemic vascular resistance.[2] This is 
mainly due to the abnormal distribution of increased 
blood volume with decreased effective circulatory blood 
volume, neurohumoral activation, and abnormal sodium 
and water handling.[3] There is also evidence that the static 
and dynamic properties of the large arteries are changed.
[4] These factors probably account for the relatively low 
incidence of hypertension in patients with cirrhosis.

In the current study, the prevalence of hypertension among 
cirrhotic patients was 7%, which is less than that among 
the general population (10�15%). Incidence of hypertension 
was found to be higher in patients with Child�s A cirrhosis 
and showed a decreasing trend on worsening of liver 
disease. The study has shown the relatively low incidence 
of hypertension and cardiac events among the patients 
with cirrhosis, thereby postulating the possible protective 
effects of cirrhosis on the cardiovascular system. 
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