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Abstract

We report the case of diffuse large B-cell lymphoma (DLBCL) with a fistula from the ileum to the cecum. A 57-year-old male came
to the hospital complaining of abdominal pain. He underwent an abdominal computed tomography with contrast, which showed
full-thickness wall thickening at the ileocecal region. He underwent a lower gastrointestinal endoscopy. No tumor was found at the
ileocecal valve, and macroscopic findings were normal. The scope was advanced to the cecum, an additional outpouching was found.
The outpouching appeared to be an ileocecal fistula. The diagnosis was DLBCL.

A 57-year-old male with a history of inguinal hernia surgery
came to the hospital complaining of abdominal pain. His white
blood cell count, CA 19-9 level, and CEA level were within the
normal range. However, his interleukin-2 receptor (IL-2R) level was
slightly elevated (516 U/ml). He underwent an abdominal com-
puted tomography with contrast, which showed full-thickness
wall thickening at the ileocecal region. He had no intestinal
obstruction. He underwent a lower gastrointestinal endoscopy. No
tumor was found at the ileocecal valve, and macroscopic findings
were normal.

An attempt was made to advance the lower gastrointestinal
endoscope superior to the ileocecal valve. However, the scope was
unable to advance beyond the terminal ileum due to narrowing.
When the scope was advanced to the cecum, an additional out-
pouching was found (Fig. 1a). The patient underwent a gastroin-
testinal angiography. The proximal ileum and the narrowed ter-
minal ileum were imaged (Fig. 1b, white arrow indicates the nar-
rowed terminal ileum). The ulcer appeared to be an ileocecal fis-
tula. A biopsy was performed and the pathological diagnosis was
diffuse large B-cell lymphoma (DLBCL). A lower gastrointestinal
endoscopy 2 months prior, which was performed by another doc-
tor, showed no abnormalities. It is possible that the terminal ileum
and the cecum were not observed only by confirming the ileocecal
valve. We experienced a case in which DLBCL pierced the gas-
trointestinal tract to form an ileocecal fistula, ‘a pseudo-ileocecal
valve’. He underwent ileocecal resection. After that, chemother-
apy with rituximab, cyclophosphamide, doxorubicin, vincristine
and prednisolone was performed. Tumor-induced intestinal fis-
tulas are often caused by ovarian cancer and colon cancer [1].
Intestinal fistulas due to lymphoma are rarely encountered [2].
Fistula formation progresses through a chronic process. As the
cancerous tissue grows, it invades the intestinal wall and forms an
intestinal fistula [3]. Patients rarely experience symptoms during
this period. In this particular case, no abdominal symptoms were
experienced by the patient 2 months prior to the procedure.

Figure 1. (a) When the scope was advanced to the cecum, an additional
outpouching was found (white arrowhead). (b) The patient underwent a
gastrointestinal angiography. The proximal ileum and the narrowed
terminal ileum were imaged (white arrow indicates the narrowed
terminal ileum).
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