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Carcinoma of large bowel is a relatively common complication of ulcerative colitis, whereas lymphoma

is rare. We report two cases with along history of ulcerative colitis complicated by Non- Hodgkin’s

lymphoma of the colon.

CASE 1

S.N., a 28 year old housewife presented to the Aga Khan University Hospital with increasing

abdominal distension, pain and fever for 7 days. She had also noticed a vague mass in the left iliac

fossa over the past one month prior to admission. She had ulcerative colitis for the past 10 years.

Colonoscopy and biopsies done on a number of occasions demonstrated gross and histological features

of ulcerative colitis. She had taken corticosteroids and mesalazine with partial benefit only. On

examination she looked very unwell, cachectic and toxic. She was pale with no sign of jaundice or

lymphadenopathy. Abdominal examination revealed ascites with vague mass in the left iliac fossa. Her

haemoglobin was 9.1 mg%, white cell count 11.6x109/1. platelets 122x109/1, ESR 8 mm/hr. BUN,

serum creatinine were normal. Colonoscopy showed globular masses in sigmoid colon which were

biopsied. Histology revealed features of ulcerative colitis and Non-Hodgkin’s lymphoma (Figure 1 and

2).





Her ascites worsened and paracentesis of ascitic fluid confirmed lymphoma cells in the ascitic fluid.

She developed bacterial infection and despite antibiotic therapy she died. A post mortem biopsy of left

iliac fossa mass confirmed the presence of lymphoma of gut infiltrating into the surrounding tissues

(Figure 3).



CASE 2

ASA, a 70 year old male, presented to the Aga than University Hospital with four and half months

history of passage of loose stools with mucus but no blood. There were accompanying periumbilical

and left iliac fossa pains. There was no history of weight loss, malaise, fever or arthralgias. Past

medical history and personal history were unremarkable. On examination he was pale without jaundice

or lymphadenopathy. Cardiovascular and chest examination were unremarkable. The abdomen was

soft, non-tender with no visceromegaly. Mobile masses which were firm and non-tender were palpable.

Air contrast barium enema showed multiple ulcerations in descending and sigmoid colon with

narrowing at the rectosigmoid junction. Flexible sigmoidoscopy was done and biopsies taken showed

features of ulcerative proctitis with lymphomatous involvement (Figures 4, 5,6).







Chestx-raywas normal. Computerized tomogram of the abdomen showed thickened loops of bowel and

enlarged retroperitoneal lymph nodes. Hemoglobin was 10.7 gm%, ESR 40 mm/hr and IHA for

arnebiasis was less than 1:16. This patient was given chiorambucil and prednisolone for his lymphoma.

DISCUSSION 

Malignant lymphoma of the large gut complicating chronic ulcerative colitis is rare1. First ever report

of ulcerative colitis complicated by lymphoma appeared in 19282. There are less than thirty cases of

this association reported in literature3-8. One case of malignant lymphoma arising in terminal ileum of

a patient with ileostomy after colectomy for ulcerative colitis has also been mentioned9 and a recent

report describes lymphoma occurring after colectomy and ileorectal anastomosis in ulcerative colitis10.

Most lymphomas in this situation are of B cell lineage. It is important to exclude involvement of gut in

a generalized lymphomatous process rather than this being a primary gut lymphoma. Therefore, there

should be no evidence of lymphoma in bone marrow, lymph nodes except regional nodes, liver, spleen

and other distant sites at least in the initial phases of disease11. Our cases were diagnosed quite late and

yet it seems that there was no extra abdominal spread of disease and that this was primary gut

lymphoma Case 1 is unusual in that she was a young female with left sided colonic involvement

whereas most cases reported in literature are middle aged males with right sided involvement of

colon12. Our report further emphasises the importance of continued surveillance to detect rectal



lymphoma as well as carcinoma.
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