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CASE REPORT

Introduction:
Primary gastrointestinal (GI) non-Hodgkin 
lymphoma (NHL) is a heterogeneous group 
of B- and T-cell lymphoid malignancies. Th e 
clinical features, management, and prognosis 
of these lymphomas diff er from lymphomas of 
lymph node origin. Here we report a successful 
surgical management of extra nodal caecal Non- 
Hodgkin’s lymphoma in 7 years old child.

Case Report:
A 7 years old male child referred to us, with in-
termitt ent abdominal pain for couple of months 
and abdominal mass. On examination patient 
was looked pale but not anemic. Occasional 
vomiting.

On palpation abdomen was not distended, soft , 
rounded mass about 6X6 cm was felt just area 
between right hypochondrium and right lumber 
area, non tender, mobile, soft  to fi rm.

 Ultrasound was done which showed a complex 
mass at right lumber area just above the kidney, 
partly cystic and partly solid. 

CT scan showed an space occupying lesion adja-
cent to caecum and ascending colon. Th ere was 

no obstruction of the gut. No other organs were 
involved. 

Exploratory laparotomy was done. Findings 
were intussusception of distal ileum and ap-
pendix in the caecum. Reduction was done. Th e 
caecal mass seen, which involving the posterior 
surface of caecum along with two large enlarged 
lymph nodes in the mesentery. Limited right 
hemicolectomy done with free margins and 
end to end anastomosis done as shown in fi g-
ure 1-6. Post operative recovery was uneventful. 
Specimen was sent for histopathology and been 
reported as Non-Hodgkin’s lymphoma of low 
grade with reactive changes in the lymph nodes 
as shown in fi gure 7 and 8.

Discussion:
Lymphoma is a malignancy of the lymphatic 
cells of the immune system. Typically, lympho-
mas present as a solid tumor of lymphoid cells. 
Treatment might involve chemotherapy and in 
some cases radiotherapy and/or bone marrow 
transplantation, and can be curable depending 
on the histology, type, and stage of the disease. 

Extranodal presentation of non-Hodgkin’s Lym-
phoma is rare; the gastrointestinal tract is the 

Abstract:
Lymphomas do not only arise in lymph nodes or other areas of the lymphatic system, but 
many arise (or present) in non-lymphoid sites such as the skin and gastrointestinal tract. Th e 
caecum is the one of rare extra-nodal site for lymphoma. It has low incidence but favorable 
outcome. Caecal involvement is very rare than other sites of gastrointestinal tract like stomach 
and spleen or MALT associated lymphomas. Here we report the successful surgical manage-
ment of caecal Non-Hodgkin’s lymphoma.

Keywords: Caecal Non-Hodgkin’s Lymphoma, Extranodal, Lymphoma

King Abdullah Hospital, 
Bisha, Saudi Arabia
Z Waqasi
A Al Maawi

Correspondence:
Dr.ZakaullahWaqasi
Consultant Paediatric 
Surgeon
King Abdullah Hospital 
Bisha, KSA.
Po Box no: 197 Postal 
code: 61922
Cell No: +966-
0556749443
Email: z_waqasi@yahoo.
com.

Zakaullah Waqasi, Abdulrahman Al Maawi

Non-Hodgkin’s lymphoma of caecum in children



322

Pak J Surg 2011; 27(4): 321-323

Non-Hodgkin’s lymphoma of caecum in children

most common site of extranodal involvement.

Lymphomas of the GI tract are the most com-
mon type of primary extranodal lymphomas, 
accounting for 5-10% of all non-Hodgkin’s lym-
phomas. In particular, primary intestinal lym-
phomas represent about 15-20% of GI lympho-
mas. GI lymphomas are predominantly located 
in the stomach (50-60%), whereas intestinal 

lymphomas are more infrequent and appear in 
the small bowel (20-30%), the colon, and the 
rectum (10-20%)1,2,3,4,, but are rarely seen in 
children.5 

Th e most common symptoms of colonic lym-
phoma are abdominal pain, nausea, vomit-
ing, weight loss, abdominal mass, change in 
bowel habits, hematochezia, obstruction, 
intussusceptions,6,7 and acute peritonitis due to 
intestinal perforation. Th e lack of specifi c com-
plaints and the rarity of intestinal obstruction 
probably accounts for the delay in diagnosis. 
Th ese bulky masses can usually be palpated by 
simple physical examination and viewed by ul-
trasonography.

Combined modality of approach that includes 
surgical debulking and systemic chemotherapy 
is the preferred treatment in more advanced 
cases.8 Surgery alone can be considered as an 
adequate treatment for patients with low-grade 
NHL disease that has not infi ltrated beyond the 
submucosa.8 

However, it is still thought that the prognosis of 
intestinal lymphomas is related to surgery; there-
fore, it seems appropriate and cautious to resect 
intestinal lymphomas whenever possible.9,10 
Th ose with limited stage disease may enjoy pro-
longed survival when treated with aggressive 
chemotherapy. Radiotherapy is benefi cial for in-
complete resection or non resectable disease.

Conclusion:
Primary colonic lymphomas are rare; the cecum 
is the most common site of occurrence. Early di-
agnosis may prevent intestinal perforation; how-
ever, the diagnosis is oft en delayed in most cases. 
Surgical resection is the mainstay of treatment 
for localized primary lymphomas, followed by 
postoperative chemotherapy. Surgery alone can 
be considered as an adequate treatment for pa-
tients with low-grade Non-Hodgkin’s lympho-
ma disease that does not infi ltrate beyond the 
sub mucosa. Although resection plays an impor-
tant role in the local control of the disease and in 
preventing bleeding and/or perforation, it rarely 

Figure 1: Ileocolic intussusception

Figure 3: Resection of caecal mass 

Figure 5: Aft er staining of caecal mass

Figure 7: Cellular proliferation

Figure 2: Reduction of intussusception

Figure 4: Caecal mass with lymph nodes and 
appendix 

Figure 6: Lymph node staining

Figure 8: Submucosal involvements of malig-
nant cells
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eradicates the lymphoma by itself.
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