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Abstract
Primary gastrointestinal non-Hodgkin’s lymphomas are rare tumors which account for about 
0.9% of all gastrointestinal tract tumors. They are usually associated with inflammatory bow-
el disease, previous radiotherapy, and renal transplantation. We report a case of non-Hodg-
kin’s lymphoma involving the ileocecal region in a 46-year-old gentleman who presented with 
acute abdominal pain that mandated emergency laparotomy. © 2020 The Author(s).
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Background

Among all non-Hodgkin’s lymphomas, gastrointestinal lymphoma accounts for 5–10% of 
cases, intestinal lymphoma contributing 15–20% [1]. The majority of these cases arise in the 
stomach (up to 65% of all gastrointestinal lymphomas), followed by the small bowel (20–30%), 
with the rest arising in the colon and rectum [1–4]. B-cell lymphoma of the colon is one of the 
commonest malignancies of the colon, after carcinoma and carcinoid, though its incidence is 
rare at less than 0.5% [5]. Owing to its anatomical location, ileocecal lymphomas mostly 
present with complications, such as intestinal obstruction, which mandates surgical inter-
vention on an emergency basis [6–8].
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Case Presentation

A 46-year-old gentleman presented to our emergency department with a 7-day history 
of generalized abdominal pain associated with abdominal distension, in addition to multiple 
attacks of vomiting and loose bowel motion. He denied any history of weight loss, chronic 
diarrhea, night sweats, or any past medical illness.

Upon examination, generalized abdominal distension was noticed, associated with gener-
alized guarding and tenderness all over his abdomen, without any detected impulse at the 
hernial orifices.

Computerized tomography (CT) scanning of the abdomen and pelvis with double oral 
and IV contrast revealed a segmental mural wall thickening with increased enhancement 
involving distal ileal loops with a suspected soft tissue mass (Fig. 1), resulting in back dila-
tation of the jejunal and ileal loops in addition to multiple air-fluid levels within it. Moreover, 
intraperitoneal fluid collection and multiple mesenteric lymphadenopathy were noticed.

On laboratory work-up, the results showed leukocytosis of 26 × 103 and high serum 
creatinine (1.3 mg/dL) and LDH (>1,995 U/L) levels. As a result, the patient was prepared 
for an emergent abdominal exploration as a case of small bowel obstruction, after anesthesia 
assessment and the patient’s consent for surgery. Exploratory laparotomy was conducted 
via mid-line incision with identification of 1.5 L of intraperitoneal pus collection and a mass 
5 × 5 cm in size at the terminal ileum with a dirty omentum and multiple hard mesenteric 
lymph nodes. As a consequence, ileocecal resection was done, followed by primary ileocolic 
anastomosis. In addition, omentectomy was performed with biopsy of the peritoneum 
(Fig. 2).

The surgery was finalized after appropriate hemostasis and insertion of two intra-
abdominal drains. Postoperatively, the patient was shifted to the intensive care unit for 4 
days, and then shifted to a regular room in stable condition.

Histopathological assessment of the excised specimens revealed a 9 × 3 cm high-grade 
B-cell lymphoma (Burkitt’s lymphoma) in the ileocecal region with involvement of all mesen-
teric lymph nodes, the omentum, and the peritoneal biopsy.

During the postoperative follow-up, the patient developed right-sided pleural effusion, 
which was managed by US-guided drainage with the insertion of a pig-tail catheter. Cyto-
logical analysis of the drained fluid revealed malignant cells. The patient was transferred to 
a tertiary care center for further management by adjuvant therapy.

Fig. 1. CT scans of the abdomen and pel-
vis with double contrast.
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Discussion

According to the latest WHO classification, the B-cell lineage is categorized into five histo-
logical subtypes: extranodal marginal lymphoma, follicular lymphoma, mantle cell lymphoma, 
diffuse large B-cell lymphoma, and Burkitt’s lymphoma [9].

Diffuse large B-cell lymphoma is the most frequent histological subtype, which affects the 
gastrointestinal tract and colon [10]. It consists of rapidly proliferating cells that are more 
aggressive than those of other B-cell lymphomas. Primary colorectal lymphoma occurs mainly 
in the older age groups in the 5th to 7th decades of life, with a male:female ratio of 1.5:1 [11].

The manifestation of B-cell lymphoma is varied and depends on the site of the lesion. 
Most commonly, there are abdominal pain, weight loss, an abdominal mass, and hemato-
chezia, in addition to symptoms of obstruction, such as nausea, vomiting, change in bowel 
habits [1, 3], obstruction [1, 4], intussusceptions [12, 13], and acute peritonitis due to intes-
tinal perforation [1, 3].

The Lugano classification is the most widely used staging system in clinical practice and 
is based on the Ann Arbor system modified by Carbone et al. [14]. Stage I describes involvement 
of only a single nodal group or single extranodal site (IE). Stage II entails involvement of more 
than one nodal group on the same side of the diaphragm or single extranodal site and adjacent 
lymph nodes (IIE). At stage III, there is involvement of multiple nodal sites on both sides of 
the diaphragm, including extranodal sites (IIIE) or the spleen (IIIS). Finally, stage IV includes 
involvement of the bone marrow or central nervous system, or diffuse visceral involvement 
[14].

The principal mode of treatment is the combined modality that consists of surgery and 
chemotherapy [15]. Early-stage tumors should be treated with surgery followed by polyche-
motherapy, while advanced-stage tumors are treated with multidrug chemotherapy [1, 3]. 
Surgery is the primary modality for palliation of pain and emergent conditions like obstruction, 
perforation, and bleeding [16].

In our case, the patient presented with acute abdominal pain, for which an examination 
was performed, as well as ileocecal resection. Postoperative histopathological assessment 
of the excised specimens revealed non-Hodgkin’s lymphoma in the ileocecal region with 

Fig. 2. Excised specimen involving the 
ileocecal region with its mesentery and 
part of the peritoneum.
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metastases to the omentum, peritoneum, and mesenteric lymph nodes, in addition to 
positive malignant cells in the US-guided aspirated fluid from the right-sided pleural 
effusion.

Conclusions

Primary ileocecal lymphoma is a rare clinical entity presenting most commonly in older 
age groups. Its presentation is often nonspecific, which leads to delayed diagnosis, and it may 
present as acute abdominal pain. The primary treatment modality is surgery followed by 
chemotherapy. The reported prognosis of colonic lymphoma is poor and recurrences are 
common; however, with use of R-CHOP, improved survival has been reported.
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