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Primary Diffuse Large B Cell Lymphoma Developing at the
lleocolonic Anastomosis Site after Right Hemicolectomy for

Adenocarcinoma: A Case Report
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Lymphoma is rarely associated with ileocolonic surgery. We report the imaging
findings of primary diffuse large B-cell lymphoma arising in an ileocolonic anasto-
mosis site, found five years after a right hemicolectomy for adenocarcinoma in the

ascending colon.
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INTRODUCTION

Lymphoma is rarely associated with pouch surgery. To date,
only five reports in the literature described lymphoma in an ileal
pouch for ulcerative colitis (1-5) and only two papers reported
about lymphoma in the anastomosis site for colonic adenocarci-
noma which were anaplastic large cell lymphoma and T-cell
lymphoma (6, 7). We report a very rare case of primary diffuse
large B-cell lymphoma (DLBL) arising in an ileocolonic anasto-
mosis site which was found five years after a right hemicolecto-

my for adenocarcinoma in the ascending colon.

CASE REPORT

A 72-year-old man underwent a right hemicolectomy for ad-
enocarcinoma of the ascending colon in 2007. During the sur-

gery a 2.5 x 1.5 cm fungating mass was revealed 8 cm below the
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ileocecal valve. The pathology report described a well-differenti-
ated adenocarcinoma arising in a villous adenoma with 3.0 x
2.0 cm size and the involvement of ascending colon, terminal il-
eum and appendix and also with an invasion to the submucosa
without lymph node metastasis.

In 2012, the patient presented for his annual endoscopy with-
out any symptoms. However, the endoscopy revealed an ulcero-
fungating mass at the ileocolonic anastomosis site (Fig. 1A) and
the computed tomography (CT) scan showed an enhancing
mass with regional enlarged lymph nodes in the anastomosis site
(Fig. 1B). Additionally, positron emission tomography showed
hypermetabolism in the anastomosis site. However, no hyper-
metabolism was found in other organs or lymph nodes. Histo-
logical results of the endoscopic biopsy revealed massive infiltra-
tion by large lymphoid elements diagnosed as a malignant lesion
(Fig. 1C, D). Immunohistochemistry was positive for the B-cell
marker CD20 (Fig. 1E), but negative for the T-cell marker CD3
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(Fig. 1F). The immunohistochemical features were compatible
with a diagnosis of DLBL.

The patient underwent a combined chemotherapy with a 12
months treatment duration, starting with the rituximab, cyclo-
phosphamide, doxorubicin, vincristine and prednisolone sched-
ule for DLBL (Ann-Arbor stage IIEA). Follow-up colonoscopy
and CT scan revealed over intervals a marked decrease of the

lymphoma size and a nearly complete remission at the anastomo-

G

sis site (Fig. 1G, H).

DISCUSSION

Usually, a recurrent tumor in an anastomotic site is the same
kind of primary malignant tumor as at the resection site. Al-
most all recurrent malignant tumors presenting in the colecto-

my are adenocarcinoma, whereas the occurrence of primary

Fig. 1. A 72-year-old man underwent a right hemicolectomy for adenocarcinoma of the ascending colon five years ago.
A. Colonoscopy shows ulcerofungating mass at the ileocolonic anastomosis site.
B. Contrast-enhanced CT shows enhancing mass within the colon at the ileocolonic anastomosis site (arrow) with regional enlarged lymph node

(arrowhead).

C-F. Microscopic examination shows diffuse infiltration of large lymphoid cells with small multiple nucleoli [H&E, x 100 (C), x 400 (D)], which
were positive at B-cell marker for CD20 (E) and negative at T-cell marker, CD3 (F).

G. Colonoscopy after combination chemotherapy shows nearly complete remission state of the tumor at the ileocolonic anastomosis site.

H. Contrast-enhanced CT after combination chemotherapy shows marked regression of the tumor at the anastomosis site (arrow) with resolu-

tion of adjacent lymph node.
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lymphoma is exceptionally rare. Recurrences are presumably
caused by implantation of exfoliated cancer cells liberated at the
time of operation and metachronous carcinogenesis. These re-
current tumors are invariably adenocarcinoma (1, 8).

The gastrointestinal tract is the most common site of all pri-
mary extranodal lymphoma, accounting for roughly 5% of non-
Hodgkin's lymphoma. Gastrointestinal lymphoma is nonethe-
less a rare tumor, with an incidence of 1.6 per million annually
(9). It is well known that inflammatory conditions such as ulcer-
ative colitis (UC) can provide a basis for the development of co-
lon cancer. Lymphoma occurring with underlying inflammato-
ry bowel disease (IBD) have been well documented in the
literature (9). Acquired immunodeficiency syndrome, immuno-
suppression and inflammatory bowel disease are predisposing
conditions for gastrointestinal lymphoma (1, 3, 5, 9).

The literature of five cases in which lymphomas arose at the il-
eal pouch after UC surgery and of two cases at the ileal pouch af-
ter adenocarcinoma surgery was reviewed. The histologic types
of lymphoma underlying UC were large cell lymphoma, low and
high grade B-cell lymphoma and two cases of DLBL. In 2001,
Cooperberg and Fiedler (6) reported about lymphoma in the ile-
al pouch 10 years after surgery for adenocarcinoma. The histo-
logical type of the lymphoma was an anaplastic large cell carcino-
ma. Ikeda et al. (7) described peripheral T-cell lymphoma
developing after surgery for adenocarcinoma at the ileocolonic
anastomosis site. There was no evidence of an underlying IBD or
a recurrent colonic adenocarcinoma. In our case, the histologic
type of lymphoma was DLBL without pouchitis or underlying
IBD. The patient was not immunosuppressed and received sur-
gery for ascending colon cancer only. There was no involvement
of any other organs in the lymphoma, so the primary lymphoma
was diagnosed at the ileocolonic anastomosis site.

Lymphoma developing at the gastrectomy site for benign ul-
cer or adenocarcinoma usually is a high grade B-cell lymphoma
associated with Helicobacter pylori (H. pylori). Where the infec-
tion is negative for H. pylori, chronic exposure of bile and duode-
nal reflux developing after distal gastrectomy seems associated
with chronic gastritis and is replaced by intestinal metaplasia and
gives rise to a gastric neoplasm often (10). However, the mecha-
nism of lymphoma developing at the ileal pouch anal anastomo-
sis after colonic adenocarcinoma remains still unclear.

In summary, an extremely rare case of DLBL at the site of ileo-
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colonic anastomosis was presented by us. This case is not associ-
ated with UC and was found five years after the complete resec-
tion of a colonic adenocarcinoma. Adequate attention should be
given to the potential occurrence of malignant lymphoma dur-

ing the examination of a residual colon after colectomy.
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