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Abstract
Introduction: Non-Hodgkin’s lymphoma (NHL) is a malignant disease that presents in an extranodal form. It 
affects the gastrointestinal tract in up to 50% of cases with the colon being the least frequently compromised 
portion. In the few cases in which it is affected, the cecum is most often compromised due to its large lymphoid 
content. The colon of the patient presented here was compromised by a mass in the cecum. Biopsies showed 
grade II follicular NHL with follicular and diffuse patterns. This histological type has the highest prevalence 
and has shown the best results with chemotherapy (R-CHOP scheme) alone and in conjunction with radia-
tion therapy and occasionally with surgery. The patient received treatment followed by adequate evolution. 
Combination therapy has been shown to result in longer survival times, although there are studies which have 
reported good results with monotherapy as in this case. Clinical Case: The patient was a 38-year-old woman. 
A colonoscopy showed a tumor in the cecum. Its pathology was compatible with extra-follicular follicular NHL 
type B which was confirmed by immunohistochemistry. Imaging extension studies confirmed abdominal and 
thoracic adenopathies in conglomerates. The oncology department treated the patient with a chemotherapy 
with R-CHOP protocol with a good response. Discussion and conclusions: Since extranodal NHL rarely 
affects the colons, this case deserved to be reported. Management can be multidisciplinary, but the prognosis 
depends on individual characteristics in each case.
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INTRODUCTION

Non-Hodgkin’s lymphoma (NHL) is a malignant entity 
and the sixth cause of death in the United States. The extra-
nodal form occurs in 10% to 33% of the population. The 
gastrointestinal tract is the most common site of appea-
rance accounting for 50% of cases. In the West, the stomach 
predominates as the most frequently affected site (10% of 
malignant gastric neoplasms), followed by the small intes-
tine (25% of cases) and the colon, which is the least affec-
ted (4% for extranodal forms and 0% and 0.2% to 0.4% for 
primary colonic neoplasms). (1, 2)

The vast majority of patients consult a physician late 
because of nonspecific symptoms such as asthenia, adyna-
mia and weight loss.

CLINICAL CASE

The patient was a 38 year old woman who had had asthe-
nia and adynamia for several months. During the physical 
examination, cervical lymphadenopathies and mild pain on 
palpation in the right iliac fossa were observed. Because of 
these symptoms, upper digestive endoscopy and colonos-
copy were requested.
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The colonoscopy showed a large polyp in the cecum 
(approximately 5 cm in diameter) which included a appen-
dicular, stony orifice, from which biopsies are taken. In 
addition, The colonoscopy showed multiple hypervascula-
rized sessile polyps 3 to 15 mm in diameter with conserved 
elasticity which gave a granular appearance to the mucosa 
throughout the colon including the rectum. Biopsies were 
taken. A diagnostic impression of the giant polyp was made 
in the cecum in order to rule out cancer and multiple poly-
posis of the colon (Figures 1, 2, 3 and 4).

Figure 1. 5 cm in diameter lesion in the cecum.

Figure 2. Lesions in the ascending colon.

The pathology department report indicated lym-
phoproliferative disease compatible with lymphoma. 
Immunohistochemistry found tumor cells with diffuse and 
strong positivity for CD20, CD10 and BCL2, local positi-
vity for BCL6 and negativity in tumor cells for MUM 1, 

cyclin D1, CD3 and CD5. There were moderate amounts 
of positive markers in the accompanying T lymphoid 
population. The Ki 67 proliferation index was 95%.

Figure 3. Sigmoid mucosa.

Figure 4. Lesions in the rectal mucosa.

The immunological and immunophenotypic profiles 
could not be classified but were intermediate between diffuse 
large B-cell lymphoma and Burkitt’s lymphoma. In the histo-
logical sections of the other polyps, grade II follicular B-cell 
NHL was found with follicular and diffuse patterns.

It is considered extranodal intestinal follicular B-cell NHL 
that had transformed to high grade lymphoma in the cecum 
extending to the rest of the colon (The majority of cases of 
intestinal involvement due to follicular lymphoma corres-
pond to secondary involvement by follicular nodal NHL).

Computed tomography (CT) of the abdomen showed 
adenopathies in the abdominal cavity, including the retro-
peritoneal and peritoneal spaces, with involvement of the 



289Extra nodal follicular non-Hodgkin B lymphoma affecting the colon, on the basis of a case

in any location from the oral cavity to the anus. In some cases 
several segments of the intestine such as the stomach, small 
intestine and rectum have been reported to be compromi-
sed, but with differences in presentation according to the 
clinical, histological and immunohistochemical points of 
view. Clinical presentation varies, but gastric with superficial 
proliferation and a lower grade histological type is the most 
common in elderly people. Intestinal lymphomas appear in 
younger groups, with deeper infiltration and generally at high 
grades. Some groups have reported better survival with surgi-
cal treatment than with medical treatment alone. (3)

Colorectal involvement usually occurs in patients by the 
fourth or fifth decade of life, as in the case reported here. 
Difficult locating abdominal pain precisely is one of its 
most common symptoms. Pain may be accompanied by 
changes in bowel movements and sometimes by hemorrha-
ging. Upon physical examination, the most frequent finding 
is a palpable mass which is found in 30% to 88% of cases. 
Endoscopy sometimes finds diffuse thickening which, in 
principle, can appear to be adenocarcinoma. (4-8)

The incidence in the general population continues to 
be low (0.02 per 100,000). Associated risk factors such as 

Figure 5. Follow-up colonoscopy seven months after treatment shows total disappearance of lesions.

mesentery root. In the retroperitoneum the aortocaval, 
retrocaval and para-aortic spaces were all compromi-
sed. There were also adenopathies in the common iliac 
chains and in the inguinal regions, with loss of fatty hilum. 
Thickening of the walls of the colon from the rectum to 
the cecum (pancolitis) measured up to 13 mm in the most 
affected segments, but without compromising the stomach 
or small intestine. This was related to lymphoproliferative 
disease. The chest CT showed bilateral axillary adeno-
pathies, predominantly left, one in a retropectoral location 
adjacent to the axillary vessels.

The patient was assessed by the oncology department 
which started treatment with the R-CHOP protocol (ritu-
ximab plus cyclophosphamide, hydroxydaunorubicin, vin-
cristine [Oncovin®] and prednisone) because of the extent 
of the lesions. Progress has been excellent to date with 
complete resolution after treatment (Figure 5).

DISCUSSION

The gastrointestinal tract is the most common site for extrano-
dal NHL, and it can occur in up to 50% of cases. It can appear 
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gical procedure alone. The exceptions to this are patients 
with perforations or bleeding for whom survival changes 
drastically. In general terms, patients with grade I lympho-
mas have five-year survival rates of 60% to 80%; stage II 
patients have five-year survival rates from 40% to 60%, and 
stage III and IV patients have five-year survival rates of only 
10% to 20%. These data encompass the entire population 
of lymphomas that occur in the intestine which makes it 
difficult to establish the prognosis of patients whose cancer 
compromises just the colon or one of its segments.

This patient initially developed typical symptoms of lym-
phoma, and the principal location was in the cecum. This 
is the most frequent location in the rare cases in which the 
colon is affected according to the literature. Management 
was initiated with the R-CHOP scheme and, according to 
the histological findings, the percentage of survival at five 
years may be between 40% and 60%.

CONCLUSION

Non-Hodgkin’s lymphoma (NHL) is a systemic disease 
that affects the gastrointestinal tract in up to 50% of cases.. 
The colon is the site with the lowest incidence. When the 
colon is affected, the cecum is the most frequently com-
promised area due to its large amount of lymphoid tissue. 
Management must be multidisciplinary and the combi-
nation of chemotherapy, radiotherapy and surgery must 
be individualized according to the histology of the tumor 
and the patient’s clinical state. Possible complications that 
may occur within the cancers natural history including 
perforation and bleeding that are associated with high risk 
of mortality must be weighed. Monotherapy is also effec-
tive in selected cases when there is adequate response. 
These variables must be taken into account, as they have an 
impact on survival.
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