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Lymphoma developing in an ileostomy is an extremely rare
complication. The presentation is similar to the commoner,
yet still rare, adenocarcinoma but the staging and
management of the condition differs.

A78 year old man was referred to the surgical outpatient

clinic by the stoma care clinical nurse specialist. He was

having increasing difficulties with his long standing

right iliac fossa end ileostomy that had been created 20 years

earlier for ulcerative colitis. He noticed that it was functioning

but prolapsed, extending to approximately 10 cm from the

skin surface. It was very hard, swollen with a diameter of 6.4

cm, with the tip appearing bruised and black, stenosed, and

bleeding to the touch. These changes had occurred over a six

month period and been associated with several episodes of

bleeding. It was painless but he was having great difficulty in

obtaining a satisfactory seal with the stoma appliances. His

weight was steady and his appetite good. He was a hyperten-

sive on treatment and was otherwise well.
Examination confirmed the above findings of a swollen,

necrotic, and stenosed stoma (see fig 1) and also revealed two
skin deposits adjacent to the stoma and a large parastomal

hernia. A clinical diagnosis of a malignant change in an ileos-

tomy was made and after discussion with the patient, a deci-

sion to undertake an en-bloc excision and refashioning of the

stoma was made. A preoperative biopsy was not carried out as

it was felt that it would not change the above management

plan.

A midline laparotomy was carried out to clinically stage the

disease. No obvious mesenteric or para-aortic nodal enlarge-

ment was detected. The liver and spleen were impalpable due

to adhesions. The ileostomy was excised en-bloc with the

abdominal wall through a transverse elliptical incision. A new

end ileostomy was fashioned in the left iliac fossa.

Histology revealed a B-cell non-Hodgkins lymphoma of the

ileum. The tumour appeared to have been completely excised.

Standard staging tests showed that the tumour appeared to

be localised. In view of its large size and grade II histology and

hence a high probability of occult disease, chemotherapy was

offered with PACEBO (prednisolone, Adriamycin, cyclophos-

phamide, etoposide, bleomycin, and oncovin), an eight week

protocol discussed by the British National Lymphoma Investi-

gation for elderly patients with non-Hodgkin’s lymphoma.1

The patient could complete only four weeks out of the rec-

ommended eight of adjuvant chemotherapy due to toxicity as

he developed overt congestive cardiac failure. Follow up com-

puted tomography six months postoperatively has shown no

signs of relapse/recurrence.

DISCUSSION
This association has been reported on only once before and

this was in a patient with transfusion related AIDS, two years

after undergoing a total colectomy and ileostomy for indeter-

minate colitis.2

Adenocarcinoma of the small intestine is rare compared

with other sites in the gastrointestinal tract. Of the four major

primary small bowel tumours (adenocarcinomas, lymphomas,

carcinoid, and leiomyosarcomas), the former two are associ-

ated with diseases that seem to increase the risk of developing

these malignancies. Both immunoproliferative small bowel

disease and coeliac disease predispose patients to the develop-

ment of primary lymphoma.3 The association of coeliac disease

with T-cell lymphoma is well recognised.

Ileostomies are associated with a number of complications

such as skin excoriation, stenosis, parastomal herniation,

intestinal obstruction, retraction or prolapse of the stoma,

abscess and fistula formation, and ileitis.4 Adenocarcinoma

arising in the abnormally placed small intestinal mucosa (that

is, ileostomy, ileoanal pouch) several years after the initial

operation is being increasingly recognised and reported.4 5 The

intestinal flora in an ileostomy come to resemble colonic

flora6 and this has been proposed as a potentially carcinogenic

factor.7 Further, colonic metaplasia and dysplasia has been

found in the mucosa adjacent to an adenocarcinoma. It has

been postulated that chronic physical or chemical irritation of

an ileostomy predisposes the ileal mucosa to colonic metapla-

sia, dysplasia, and frank malignant change.7–9 To prevent ileos-

tomy carcinoma it is recommended that a biopsy of all polyps

at the mucocutaneous junction and of any non-prolapse asso-

ciated polyps elsewhere on the stoma occurring >15 years

after ileostomy construction is done.10 En-bloc resection of the

ileostomy, wide resection of the anterior abdominal wall, and

transposition of the stoma to a new site have been shown to

provide the best prognosis for adenocarcinoma arising in an

ileostomy.9 11–13

A preoperative biopsy, particularly at an early stage in the

above case, might have changed management. It would have

enabled a discussion of the case with haematology and oncology

teams with regards to primary chemotherapy and radiotherapy

as alternatives to surgery. Their advantages and disadvantages,

however, have to be considered in each individual case, taking

into account age, past medical history, presentation, and staging

of the disease. The advantage of avoidance of surgery has to be
Figure 1 Stoma preoperatively showing infiltration of the skin and
necrosis.
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balanced with the risk of toxicity as in our case, and sepsis after

chemotherapy due to the presence of tissue necrosis. We are

doubtful whether radiotherapy would have been helpful in the

presence of an established stenosis: we think it would have been

more likely to make matters worse. Radiotherapy may have

succeeded in down-staging or even curing the local disease at

the risk of radiation enteritis especially in the presence of a par-

astomal hernia.

We therefore think that we did perform the right operation

in our case, although we concede that we should have secured

a firm preoperative diagnosis.

. . . . . . . . . . . . . . . . . . . . .

Correspondence to: Mr N Pranesh, Department of Surgery, Milton
Keynes General Hospital, Standing Way, Eaglestone, Milton Keynes
MK6 5LD, UK; npranesh@hotmail.com

Submitted 2 August 2001
Accepted 7 January 2002

REFERENCES
1 Mainwaring PN, Cunningham D, Gregory W. Mitoxantrone is superior

to doxorubicin in a multiagent weekly regimen for patients older than 60
with high grade lymphoma: results of a BNLI randomised trial of
PAdriaCEBO versus PMitCEBO. Blood 2001;97:2991–7.

2 Lenecq H, Hautefeuille M, Hoang C, et al. Primary stomal lymphoma.
An unusual complication of ileostomy in a patient with transfusion related
acquired immune deficiency syndrome. Cancer 1990;65:1028–32.

3 Ryan JC. Premalignant conditions of the small intestine. Semin
Gastrointest Dis 1996;7:88–93.

4 Carey PD, Suvarna SK, Baloch KG, et al. Primary adenocarcinoma in an
ileostomy: a late complication of surgery in ulcerative colitis. Surgery
1993;113:712–5.

5 Heuscher UA, Autschbach F, Allemeyer EH, et al. Long term follow up
after ileoanal pouch procedure: algorithm for diagnosis, classification
and management of pouchitis. Dis Colon Rectum 2000;44:487–99.

6 Gorbach SL, Nahas L, Weinstein L. Studies of intestinal microflora: a
unique microbial ecology. Gastroenterology 1967;53:875–80.

7 Suarez V, Alexander-Williams J, O’Connor H. Carcinoma developing in
ileostomies after twenty five years or more. Gastroenterology
1988;95:205–8.

8 Smart PJ, Sastry S, Wells S. Primary mucinous adenocarcinoma
developing in an ileostomy stoma. Gut 1988;29:1607–12.

9 Carter D, Choi H, Otterson M, et al. Primary carcinoma of the ileostomy
after colectomy for ulcerative colitis. Dig Dis Sci 1988;33:509–12.

10 Attanoos R, Billings PJ, Hughes LE, et al. Ileostomy polyps, adenomas,
and adenocarcinomas. Gut 1995;37:840–4.

11 Gadacz TR, McFadden DW, Babirelson EW. Adenocarcinoma of the
ileostomy: the latent risk of cancer after colectomy for ulcerative colitis
and familial polyposis. Surgery 1990;107:698–703.

12 Roberts PL, Veidenheimer MC, Cassidy S. Adenocarcinoma arising in
an ileostomy: report of two cases and review of literature. Arch Surg
1989;124:497–9.

13 Stryker SJ. Primary stomal adenocarcinoma: an unusual complication of
ileostomy. Dis Colon Rectum 1983;26:47–9.

Call for peer reviewers

Clinical Evidence is a regularly updated evidence based journal available world wide
both as a paper version and on the internet. Clinical Evidence urgently needs to recruit a
number of new contributors. Contributors are health care professionals or epidemiologists
with experience in evidence based medicine and the ability to write in a concise and
structured way.

Clinical Evidence needs to recruit a number of new peer reviewers. Peer reviewers are
health care professionals or epidemiologists with experience in evidence based medicine.
As a peer reviewer you would be asked for your views on the clinical relevance, validity
and accessibility of specific topics within the journal, and their usefulness to the intended
audience (international generalists and health care professionals, possibly with limited
statistical knowledge). Topics are usually 2000–3000 words in length and we would ask
you to review between 2–5 topics per year. The peer review process takes place through-
out the year, and our turnaround time for each review is ideally 10–14 days.
If you are interested in becoming a peer reviewer for Clinical Evidence, please complete
the peer review questionnaire at www.clinicalevidence.com or contact Polly Brown
(pbrown@bmjgroup.com).

Lymphoma in an ileostomy 369

www.postgradmedj.com

http://pmj.bmj.com

