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Abstract: Primary lymphoma of the colon is a rare tumor of the GI tract that comprises only 0.2-1.2% of all colonic malignancies and most 

commonly involve the cecum followed by the right colon and sigmoid. They can mimic features of ulcerative colitis and in this article we 

reporting a colonic lymphoma, which misdiagnosed as a refractory IBD. This is a middle- aged man presenting with abdominal pain and bloody 

diarrhea, which is diagnosed as ulcerative colitis, but due to the refractory symptoms and non-responsiveness, he has undergone further 
evaluation, which revealed the primary diffuse large B -cell lymphoma of the colon as the main culprit of patients’ symptoms and referred for 

systemic chemotherapy. Colonic lymphomas can be presented as a mucosal type and characterized by small superficial erosive and hyperemic 

changes within a mucosal layer that can mimic the features of ulcerative colitis, so in any refractory IBD, their possibility should keep in 
mind. 
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Background 
The gastrointestinal (GI) tract is the most common site 

of extra nodal non-Hodgkin's lymphomas (NHLs) (1). The 

GI tract lymphoid tissue is mucosa- associated lymphoid 

tissue (MALT) and contains B cells at various stages of 

differentiation, organized into different zones and malignant 

transformation may occur in a cell at any one of these 

particular stages of differentiation, leading to a 

malignancy with distinct clinical pathologic features (2, 3). 

Most lymphomas of the GI tract are B cell lym- 

phomas, with most of these are resulting from 

transformation of marginal zone B cells (3). Most common 

symptoms include diarrhea, lower GI bleeding, weight loss 

and abdominal pain (6, 9-13). 

In this paper, we presented an Intestinal lymphoma 

i n  a  53-year- old man with complaints of intermittent 

bloody diarrhea and abdominal pain. 

Case presentation 
The patient is a 53-year- old man with complaints of 

intermittent bloody diarrhea and abdominal pain since six 

months ago. In his past medical history, there has been CBC 

disturbance during a tonsillec- tomy surgery three years ago, 

which was followed as CLL and treated with  chlorambucil 

since two years ago. His laboratory profile includes Hb 11.3, 

MCV 92.5, Plt 122, CRP-, ESR 20, ANCA-, ASCA – 

and positive fecal Calprotectin (779 µg/g). The re- sponsible 

physician referred him for a colonoscopy, 
which revealed diffuse ulceration in rectosigmoid, 

descending colon and also cecum (Figures 1-3). Mul- tiple  

biopsies  were  obtained  and  pathology  de- 
partment  reported  crypt  destructive  colitis  con- 

sistent with ulcerative colitis. Treatment with oral mesalazine 

was started with a partial response, but 
the patient reported recurrence symptoms, includ- 

ing abdominal pain, bloody diarrhea, low grade in- termittent 

fever and weight loss since one month 
ago. The therapy with mesalazine was stopped and 

another colonoscopy was requested. 

On second colonoscopy, there were patchy ery- thema, 

superficial ulceration, loss of vascularity and congestion in 

rectosigmoid. Descending colon was reported as normal while 

transverse colon was involved by submucosal polypoid 

lesions, patchy erythema, loss of vascularity and congestion. 

The rest of the exam, including terminal ileum was also 

normal (figure 4). Cecal and rectal biopsy speci- mens 

reported were infiltrated by atypical lym- phoid cells. An 

immunohistochemical (IHC) study was performed on the 

biopsy specimens and the IHC profile was reported as CD3-

, CD10-, CD23-, CD20+, CD5+ and BCL2+ (figure 5, 6). 

The patient was diagnosed as colonic diffuse large B cell 

lym- phoma and referred for systemic chemotherapy. 
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Discussion 
Primary GI non-Hodgkin’s lympho- mas are 

heterogeneous diseases that mostly in- volve the 

stomach (4). Primary lymphoma of the colon is a rare 

tumor of the GI tract and comprises only 0.2-1.2% of 

all colonic malignancies (5). They most commonly involve 

the cecum followed by the right colon and sigmoid and are 

more frequent among males (6-8). Presenting symptoms 

include diarrhea, lower GI bleeding, and nausea and 

vomiting secondary to low-grade obstruction,  weight loss,  

abdominal mass, change in bowel habits, hematochezia, 

ob- struction, intussusceptions and acute peritonitis due to 

the intestinal perforation (6, 9-13). They sometimes 

concomitantly involve patients with ulcerative colitis but 

most of the lymphoma that involve IBD patients are extra 

intestinal (14). 

Based on colonoscopy appearance, they can be classified 

as mucosal, polypoid or massive type. 
Almost half of cases present as mucosal type and 

characterize by small superficial erosive and hy- peremic 

changes within a mucosal layer and can 
mimic features of ulcerative colitis (15). 
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Therapeutic approaches described in two subsets include: 

Radical tumor resection (hemicolectomy) plus multi-agent 

chemotherapy in early stage pa- tients and biopsy plus 

multidrug chemotherapy in advanced stage patients. 

Radiotherapy is reserved for specific cases; surgery alone can 

be considered as an adequate treatment for patients with 

low- grade NHL disease that does not infiltrate beyond the 

sub mucosa. Although resection plays an im- portant role in 

the local control of the disease and in preventing bleeding 

and/or perforation, it rarely 

eradicates the lymphoma by itself. Those with lim- ited stage 
disease may enjoy prolonged survival when treated with 

aggressive chemotherapy (16, 17). However, the optimal 

management of primary lymphoma of the colon and rectum 

has never been determined by randomized trials (18). 

 
 
 

 

 
 
 

 
 

Figure 1: Colonoscopic view 
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Figure 2: Terminal ileum view 
 
 
 

 

 
 

Figure 3: Microscopic view 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Jundishapur J Oncol. 2015 February; 1(2): 20-22  21 



22 Jundishapur J Oncol. 2015 February; 1(2): 20-22 

Intestinal lymphoma presentation                                                                                        Shayesteh AA et al. 

 

 
 
 

 
 

Figure 4: IHC view 
 
 

Conclusion 

Colonic lymphomas can be presented as a mucosal type and 
characterized by small superficial erosive and hyperemic 

changes within a mucosal layer that can mimic the features 

of ulcerative colitis, so in any refractory IBD, their possibility 
should keep in mind. 
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