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Colonic polyposis with underlying diffuse large B-cell
lymphoma presenting with ileocolic intussusception
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Extranodal lymphoma rarely presents as a primary tumor in the gastrointestinal tract,
particularly in the form of intussusception in adults. We report the case of a 30-year-old woman
admitted with intermittent right lower abdominal pain for one month and a palpable mass
on physical examination. Computed tomography revealed an ileocolic intussusception with
rectal polypoid mass lesions. The patient underwent a right hemicolectomy because the
lead point of the intussusception was identified as a terminal ileum polyp. Histopathological
examination revealed diffuse large B-cell lymphoma. In the event of an abdominal mass with
radiological evidence of colonic intussusception, surgery remains crucial to avoid unnecessary

Introduction

Extranodal lymphoma is most common in the gastrointestinal
tract, mainly in the stomach, followed by the small and large bowel.
However, primary lymphoma arising in the gastrointestinal tract
is rare. An uncommon sequelae of gastrointestinal lymphoma
is intussusception, a condition in which a segment of the bowel
telescopes into an adjacent distal segment. This condition mainly
occurs in children, while adults comprise less than 6% of cases
(1,2). They commonly occur because of intramural or intraluminal
lesions that serve as the lead point of intussusception. Here we

report an uncommon ileocolic intussusception in a woman with
diffuse large B-cell lymphoma (DLBCL) and bowel involvement.

Case Presentation

A 30-year-old female was diagnosed with DLBCL through
a biopsy of a nasopharyngeal lesion while being investigated
for enlarged cervical lymph nodes. She was pregnant in her
third trimester and defaulted chemotherapy after her first cycle
because of concerns related to pregnancy complications.
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In the fourth postpartum month, she was admitted to the
hospital with intermittent right lower quadrant pain for one
month. She reported no vomiting, abdominal distension, or
blood-stained stool. Bowel-opening frequency and pattern
before admission were normal. Abdominal examination revealed
a right iliac fossa mass without peritonism. Biochemical tests
were normal, with a hemoglobin level of 11.5 g/dL. Screening
for human immunodeficiency virus was negative. Computed
tomography (CT) revealed an ileocolic intussusception with
rectal polypoid lesions (Figure 1A, 1B). Multiple enlarged
mesenteric and para-aortic nodes were noticeable. There were
no liver or lung lesions. Colonoscopy revealed multiple polyps
with mucosal ulcerations in the large bowel (Figure 1C). Biopsy
samples were taken from the appropriate lesions.

The patient subsequently underwent exploratory laparotomy,
which confirmed the presence of ileocolic intussusception
identified by CT (Figure 1D). Multiple polyps were palpable
along the large and small bowels with enlarged, hard mesenteric
lymph nodes. No stricture or stenosis was observed. A right
hemicolectomy (Figure 1E) with ileocolic side-to-side stapled
anastomosis was performed. The lead point of intussusception
was identified as a terminal ileal polyp. Histopathological
assessment of the resected specimen and biopsied polyps were
similar to that the nasopharyngeal biopsy, revealing DLBCL,

Figure 1. Computed tomography scan of the abdomen showing an
ileocolic intussusception (white asterisks) (A) with rectal polypoid lesions
(yellow arrow) (B). (C) A colonoscopic finding of multiple rectal polyps
(yellow arrows) with mucosal ulceration. (D) Surgery finding of ileocecal
intussusception with multiple enlarged mesenteric lymph nodes (yellow
arrows). No stricture or stenosis was observed. Polypoidal nodules
were palpable throughout the large and small bowel. (E) Post-limited
right hemicolectomy specimen showing ileocecal intussusception with
multiple enlarged mesenteric lymph nodes (yellow arrows)
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non-germinal subtype (Figure 2A-2D). A total of 12 of 16 lymph
nodes were positive for tumor infiltration. The tumor cells were
diffusely positive for CD20, BCL6 and MUM1 but negative for
CD3, CD10 and BCL2 (Figure 2E, 2F). The Ki67 index was
70-80%. The patient recovered well and was discharged on
postoperative day 4 with plans to resume chemotherapy. The
patient is well with no recurrence of intussusception until a
6-month clinic follow-up.

Discussion

Intussusception is uncommon in adults. The clinical signs
tend to be non-specific, including recurrent abdominal pain,
nausea, vomiting, and weight loss. Abdominal pain is present in
95% and tends to be recurrent, frequently lasting longer than 1
week. Acute obstruction or blood-stained stool is less common.
A palpable abdominal mass is also infrequent and reported
in less than 15% of cases (3). As in our case, clinical course
was stormy because her initial chemotherapy plan for DLBCL
was affected by pregnancy. The patient then presented with
intermittent right lower abdominal pain with a palpable mass
during the postpartum period.

location of

The anatomic
ileo-ileocolic, or

intussusception can be

enteroenteric, colo-colic. lleo-ileocolic

Figure 2. Lamina propria, submucosa, and subserosa (A) infiltrated
by sheets of tumor cells (white asterisks) (hematoxylin and eosin,
x4 magnification). The tumor cells are medium in size and show
hyperchromatic nuclei, coarse chromatin pattern and irregular nuclear
contour with mitosis (yellow arrows) (B) (hematoxylin and eosin,
x40 magnification). A lymph node infiltrated by tumor cells of similar
morphology (white asterisks) (C). Tumor cells are positive for CD20 (D),
BCL 6 (yellow arrows) (E), and MUM-1 (yellow arrows) (F). The cells
were negative for CD3, CD10, and BCL2 (immunohistochemistry, 40
magnification)
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intussusception is the most common site because of its
high density of lymphoid tissue (4-6). Endoscopic findings
of lymphomatous polyps are variable. They appear as
pseudopolypoid lesions, subcentimeter sessile polyps, larger
broad-based polyps with ulcerated surfaces, and diffuse
infiltration (7). Approximately 10% of cases have gastrointestinal
polyposis (8,9). Our patient is interesting because colonoscopy
showed synchronous polyps with mucosal ulcerations in the
large bowel. The appearance of lymphomatous polyps under
narrow-band imaging has not been well studied.

Because up to 63% of adult intussusception cases are
related to malignancy (10), resecting the intussuscepted
bowel is the mainstay of treatment. However, in the case of
transient type, especially in the small bowel, intussusception
can be conservatively managed when abdominal symptoms or
complications are not found (11). Attempts to reduce the bowel
may cause bowel perforation and subsequent tumor seeding
in the peritoneum. Furthermore, endoscopic reduction of the
intussusception puts the patient at risk of recurrence because
the potentially malignant etiology is not excised (12). To the best
of our knowledge, the available literature lacks information about
recurrent intussusception following bowel resection in patients
with multiple polyps. There is also no evidence to support the
prophylactic resection of bowel polyps in such patients.

The standard treatment for DLBCL is a combination of
cyclophosphamide, doxorubicin, vincristine, and prednisolone
(CHOP regime) or with rituximab (R-CHOP) (13). In patients
with disseminated gastrointestinal DLBCL (Lugano stage 4),
R-CHOP has been shown to improve 3-year overall survival
(59%) compared with CHOP (29%), although the difference
was not statistically significant (14). No benefit can be obtained
in localized disease (14). In disseminated disease, the rate
of complete response (CR) to chemotherapy is 46-52%, but
the risk of relapse and progression remains high at 40-42%.
However, in localized disease, surgery and chemotherapy result
in a higher CR rate (85.3% vs. 64.4%, p<0.001) (13,14). For any
patient who undergoes surgery for gastrointestinal lymphoma,
to obtain a promising CR, adjuvant chemotherapy is mandatory.
In this study, the patient opted for the CHOP regime during the
postpartum period.

Conclusion

Adult intussusception is uncommon and frequently a
sequelae of underlying intraluminal or intramural pathology.
Even though the standard treatment for DLBCL is chemotherapy,
in the event of an abdominal mass with radiological evidence
of colonic intussusception, surgical resection remains crucial to
avoid unnecessary complications.
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