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Introduction

A true "collision" tumor represents a 
co-existence of two adjacent but histologically 
different malignant neoplasms occurring in the 
same organ without histological admixture or an 
intermediate cell population zone(1). They occur 
in a side-by-side or one-on-another pattern.

The occurrence of collision tumors in the 
human body is rare and even rarer in the 
colon(2).

Simultaneous/Synchronous cancers are 
defined as those diagnosed simultaneously or 
within an interval of two months of each other. 
The simultaneous occurrence of non-Hodgkin 
lymphoma (NHL) and primary cancer is rare(3).
Moreover, synchronous colonic carcinoma 
and lymphoma in the same patient is a rare 
occurrence(4).

Non-Hodgkin’s lymphomas of the 
gastrointestinal (GI) tract are the most common 
extra nodal lymphomas. They represent between 
30% to 70% of all extra nodal lymphomas and 
constitute a heterogeneous group of tumors with 
different clinical and pathological features(5-6).

Only few references on collision tumors 
of NHL and carcinoma in the large bowel and 
concomitant tumors of adenocarcinoma in the 
large bowel and NHL in the small bowel exist(7).

Our case represents an example of a multifocal, 
primary extranodal NHL involving the small 
intestine and the colon, and a true collision 
tumor of the colon composed of two independent 
tumors occurring in a unique one-on-another 
pattern.

Case Report

A 67-year old Egyptian male was admitted 
in 2005 with adhesive intestinal obstruction. 
The patient was treated conservatively, and the 
obstruction completely resolved within two days. 
The patient had a history of laparatomy in Egypt 
in 2003, possibly due to pyloric obstruction, 
according to his upper endoscopy and computed 
tomography scan (CT scan) reports. There was 
no report available regarding the type of surgery 
that he had.

During this admission, the vital signs were 
stable. He looked generally well with no signs of 
anaemia or jaundice.

General examination did not show 
any lymphadenopathy and his abdominal 
examination showed a distended abdomen, mild 
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diffuse tenderness with active bowel sounds. 
Rectal examination was normal and stools were 
positive for occult blood. His blood tests showed 
Hb 12.2 g/d, normal leukocyte count, albumin 
25g/l. All other blood parameters were within 
normal range. Abdominal x-ray showed multiple 
air fluid levels, with dilated small bowel loops. 
After full recovery from his obstruction, the 
patient was investigated .

A small bowel follow-through reveals stasis 
of contrast in the distal part of small bowel with 
loss of mucosal pattern (Figure 1). An ultrasound 
of the abdomen was performed and showed 
a mass arising from the right lumbar region 
possibly from the right colon. CT was suggested 
for further evaluation. CT abdomen done and 
showed irregular thickening of the ascending 
colon and hepatic flexure suggestive of mass 
lesion, with multiple enlarged lymph nodes 
adjacent to the mass and around the head and the 
uncinate process of the pancreas (Figure 2). The 
CT also demonstrated thickening of the wall of 
the terminal ileum and the ileo-cecal valve with 
dilated ileum (Figure 3).

Tumor markers such as carcinoembryonic 

Extended right hemicolectomy with lymph node 
dissection was performed with an end-to-end 
ileo-colic anastomosis using stapler technique. 
The final pathology report revealed a superficial 
moderately differentiated adenocarcinoma lying 
on top of a non-Hodgkin’s lymphoma which 
forms the bulk of the tumor in the hepatic flexure 
(Figure 4). Seven mesenteric lymph nodes were 
identified and were normal.

This means that the tumor at the hepatic 
flexure is a collision tumor comprising non-
Hodgkin’s lymphoma and adenocarcinoma. The 
terminal ileum also demonstrated the presence of 
a third primary exhibiting another type of non-
Hodgkin’s lymphoma (Figure 5).

Further immunohistochemistry of the 
lymphoma indicated that there are two 
different types of non-Hodgkin’s lymphoma 
in the intestine. The terminal ileum displays 
BC l2 positive follicular lymphoma while the 

Fig. 1 : Barium Follow Through, showed focally 
dilated terminal Ileum with loss of mucosal 
configuration (arrows)

antigen (CEA), Alpha-fetoprotien and CA-19.9 
were within normal limits.

The patient then had colonoscopy with the 
findings of obstructing mass at the hepatic flexure 
and the ascending colon. Biopsy was taken. 

The patient underwent exploratory laparotomy. 
Intraoperative findings revealed a mass in 
the hepatic flexure with palpable mesenteric 
lymph nodes. There were three anastomoses 
from his previous surgery: gastrojeunostomy, 
cholecysto jejunostomy and jejunojejunostomy. 

Fig. 2 : C-T with contrast (Oral and IV). Large sized 
mass lesion circumferentiating the Hepatic Flexure of 
colon with marked attenuation of colonic lumen (long 
arrows). A lobulated mass lesion also seen adherent 
to the mesenteric aspect of the colon "Lymph Node"
(white arrows). Stranded adjacent mesenteric fat also 
noted (long arrows).

Fig. 3: C-T with contrast (Oral and IV). Thickening 
of the wall of the terminal Ileum and the ileo-
coecal junction with dilated Ileum (arrows). The 
related mesentery is stranded and with small 
Lymph Nodes seen
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accounting for only 1-4% of all the GI 
malignancies(8). Although GI tract is the 
most common extranodal location for the 
development of non-Hodgkin's lymphoma, the 
colon and rectum are uncommonly involved as 
compared with the stomach and small bowel and 
account for only about 10% to 20% of all the GI 
lymphomas(9).

 In general, small-bowel lymphoma is 
manifested by solitary lesions, but multiple sites 
are involved in l0-25% of cases(6). The distal ileum 
is classically thought to be the most frequent 
site of small bowel involvement by lymphoma 
because of the greater amount of lymphoid tissue 
in this portion of the bowel.

Primary colonic lymphoma occupies only 
0.2% to 0.65 % of all the colonic malignancies. 
Primary non-Hodgkin’s lymphoma of the colon 
usually involves the cecum or rectum(10).

 Primary follicular lymphomas of the 
gastrointestinal tract are very rare and constitute 
<7% of all non-Hodgkin’s lymphomas at 
this location(11). It is a predominantly female 
lymphoma that most frequently involves the 
small intestine(5).

Marginal zone B-cell lymphomas (MZL) 
represent a group of lymphomas whose cells 
originate from B lymphocytes normally present 
in a distinct anatomical location, the so-called 
"marginal zone" (MZ) of the secondary lymphoid 
follicles(12). These cells are anatomically 
localized in the lymphoid organs (spleen and 
lymph nodes) and in the non-lymphoid organs 
(mucosa-associated lymphoid tissue (MALT) 
or non-mucosal tissue such as skin, orbit and 
dura).

Depending on the site of involvement, 
the International Lymphoma Study Group 
individualized three distinct subtypes of MZL: 
(1) extranodal MZL of MALT type, (2) splenic 
MZL (with or without villous lymphocytes), and 
(3) nodal MZL (with or without monocytoid B 
cells)(13-14).

Collision tumors are composed of two 
histologically distinct neoplasms that abut and 
intermix with one another. The two tumors 
originate from topographically separate primaries 

Fig. 4 : Collision tumor (lymphoma and adenocarcinoma) 
in the colon (H&E, x100)

Fig. 5 : Ileal lymphoma, (H&E, x50).

colon shows marginal zone lymphoma (BC l2 
negative) (Figure 6). Both types of NHL are 
CD20 positive. The patient had an uneventful 
post operative recovery and he was referred to 
the Kuwait Cancer Control Center (KCCC) for 
further adjuvant therapy.

Discussion

Colonic adenocarcinoma is the most common 
malignant neoplasm occurring in the colon. 

Primary GI lymphoma is a rare disorder, 

Fig. 6 : Colonic lymphoma. (H&E, x400).

Lymphoma

Adenocarcinoma
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and appear to have "collided" with one another. 
There are no areas of transition between the 
two tumors, as might be seen, for example, in 
metaplastic carcinomas(15).

Several hypotheses have been suggested as the 
mechanisms for collision tumor. The simplest is 
that two primary tumors occur in continuity by an 
accidental "meeting". Two different tumors may 
also contiguously develop because the region is 
altered by the same carcinogenic stimuli.

Another hypothesis is that the presence of the 
first tumor alters the microenvironment, making 
the development of the second adjacent tumor 
more likely(16).

Without special or unique clinical features, 
such tumors are difficult to diagnose 
preoperatively and pathological identification 
of the dual components is often the only way to 
make a correct diagnosis(2).

A number of examples of collision tumors 
have been reported in the literature.

In our case, the patient was found to have a 
positive occult blood and hence was investigated. 
Further investigations showed the presence of 

those lesions in the small bowel and the colon. 
It is not until immunohistochemical analysis was 
done that the three primaries were identified and 
the collision nature of two of them was seen .

The combination of these 2 different types of 
indolent B-cell lymphomas in the same patient 
and the collision tumor in the colon, namely an 
adenocarcinoma of the colon and a marginal cell 
lymphoma, make this case unique.

Conclusion

In conclusion, accurate identification and 
recognition of both components of the collision 
neoplasm is important in guiding decisions 
regarding overall prognosis, adjuvant therapeutic 
options, and survival which may be dependent on 
either of the components. Our report highlights 
the need for histopathologists, surgeons, and 
oncologists to be aware of the rare possibility of 
collision tumors.
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