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Abstract
Primary colonic lymphomas represent a rare minority 
among the colonic neoplasms. Their correct pre-opera-
tive identification is crucial for the design of treatment. 
We herein describe a case of a colonic lymphoma pre-
senting as a necrotic colonic mass and we discuss the 
current evidence about the presentation, diagnosis and 
treatment of lymphomas isolated to the colon. 
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INTRODUCTION
Colonic lymphomas represent a rare entity, comprising 

less than 1% of  colonic neoplasms. Their correct treat-
ment is still an issue of  debate as the rarity of  this disease 
precludes randomized clinical trials. In this report, we 
describe a case of  a colonic lymphoma presenting as a 
necrotic colonic mass and we emphasize the correct iden-
tification of  colonic lymphomas and the current evidence 
with regard to their treatment.

CASE REPORT
A 70-year-old female presented with a 6-mo history of  
vague abdominal pain. The patient also complained of  
constipation, fatigue and night sweats but no nausea, vom-
iting, weight loss or melena. The patient’s medical history 
included breast cancer status post lumpectomy 10 years ago 
and splenic lymphoma status post splenectomy 6 years ago. 
Her last colonoscopy was 6 years ago and was normal. The 
abdomen was soft, tender to palpation over the left lower 
quadrant with no rebound or guarding. An 8-10 cm ab-
dominal mass was palpable at the left lower quadrant. The 
laboratory results showed a white cell count of  13 000 per 
cubic millimeter and a carcino-embryonic antigen level of  
0.7 ng/mL. Abdominal computed tomography (CT) with 
oral and intravenous contrast medium showed a necrotic 
mass 8.7 cm × 9.4 cm at the left lower quadrant, encasing 
the distal descending and proximal sigmoid colon, with 
associated adenopathy in the retroperitoneum and left 
sided hydronephrosis secondary to ureteral obstruction by 
the mass (Figure 1A and B, arrows). A colonoscopy was 
consistent with a large necrotic and ulcerated mass in the 
sigmoid colon (Figure 2). 

Biopsies obtained during the colonoscopy were con-
sistent with B-cell lymphoma. The patient underwent sur-
gical exploration and proximal colostomy with the plan to 
follow up with systemic chemotherapy and surgery after 
the conclusion of  the chemotherapy. 

DISCUSSION
Primary colonic lymphomas account for only 0.2%-0.6% 
of  colon cancers[1-5] and 10%-20% of  the gastrointestinal 
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lymphomas, with the stomach by far the most common 
site[1,6]. Colonic lymphomas are found more frequently 
in males in their sixth and seventh decade of  life[1,3,5]. In-
flammatory bowel disease and immunosuppressive states 
like HIV are known risk factors[1,5]. The most frequent 
presentation is abdominal pain and weight loss, whereas 
an abdominal mass, as in our case, is often palpable[1-3,5]. 
The most commonly involved site is the cecum, likely be-
cause of  the abundance of  lymphoid tissue in the ileoce-
cal region[1-5]. The predominant type is non-Hodgkins B 
cell lymphoma[1,3,4].

In our case, the lymphoma presented as a necrotic 
colonic mass on computerized tomography. In general, 
the CT appearance of  lymphomas can be that of  either 
a discrete mass, focal induration or diffuse colonic inva-
sion[7]. The presence of  extensive abdominal and/or 
pelvic lymphadenopathy places the lymphoma at the 
top of  the differential diagnosis. Even in the absence of  
lymphadenopathy, imaging characteristics such as loca-
tion at the cecum, demarcation from the peri-colonic fat 
with no invasion of  surrounding viscera and the presence 
of  perforation in the absence of  desmoplastic reaction 
should raise the suspicion of  a lymphoma[7]. The role of  
colonoscopy and biopsy is crucial for the correct pre-
operative diagnosis.

Most of  the tumors present in an advanced stage 
and the reported 5-year survival is thus relatively poor, 

ranging between 27%-55%[1-6]. Most of  the reported se-
ries use a combination of  surgery and chemotherapy[3]. 
Although the exact role of  chemotherapy cannot be de-
fined due to the rarity of  the disease and the lack of  ran-
domized trials, some authors support that it is associated 
with a survival benefit[1,4]. In the presence of  a colonic 
perforation, which may occur during the chemotherapy, 
the mortality is high[4]. In the report by Lai et al[4], the four 
patients who were operated emergently for perforation 
died within 30 d post-operatively. In our case, we elected 
to offer a proximal colostomy, given the extent of  the 
disease, and to proceed with chemotherapy. We plan to 
resect the remnant tumor and restore the continuity of  
the GI tract after completion of  the chemotherapy.
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Figure 1  Axial (A) and coronal (B) computed tomography scan images of 
the colonic mass.

Figure 2  Endoscopic appearance of the colonic mass.


