
CASE REPORT

We report a case of a 78-year-old man previously diagnosed with colonic diverticular disease seen in a colonoscopy
4 years before. The patient presented lower gastrointestinal tract bleeding during the previous weeks without any other
digestive symptom. Physical examination was normal. Laboratory data revealed hemoglobin concentration 11.9 g/dl and
reticulocytosis 145.6 x 103 µL. Colonoscopy showed colonic diverticulosis and multiple polypoid tumors (< 10 mm) with
submucosal aspect, hyperemia in the central zone and some of them bled easily on touch. Similar lesions, but bigger (12-
15 mm), were found by ileoscopy (Fig. 1) and multiple biopsies were taken. Computed tomographic scan did not reveal
either pathologic lymph nodes or other disorders. Histologically, an atypical lymphoid proliferation in the submucosa was
seen. The lymphoma cells were positive for CD20, CD 5, and cyclin D1 and high Ki-67 proliferative index (Fig. 2). A
final diagnosis of mantle cell lymphoma (MCL) was made. Pathologic study of the bone marrow was normal and the bone
marrow myelogram showed mature lymph nodes suggesting infiltration of non-Hodgkin lymphoma.

DISCUSSION

MCL is a relatively uncommon type of malignant B-cell non-Hodgkin lymphoma (6%). The incidence is higher in
elderly males and frequently presented with advanced-staged disease (1). Extranodal involvement is found in approxi-
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Fig. 1. A. Haemorrage in colonic polypoid lesion. B. Ileum mucosa with central hyperemic polypoid lesion.
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mately 90% of cases, including bone marrow, liver and gastrointestinal tract. In the intestine, it appears as a multiple
lymphomatous polyposis. MCL is characterized by the chromosomal translocation t(11:14) (q13; q32) and the overex-
pression of the cyclin D1 confirms the diagnosis (2). MCL is the least common of all the gastrointestinal lymphomas and
it is considered incurable.
Although many of the treatments available today are shrouded in controversy, combined therapies (chemotherapy,

immunotheraphy and proteasome inhibitors) can lead to long term progression-free survival more than 6 years after diag-
nosis (3).
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Fig. 2. A. Colon biopsy showing lymphoma cells (HE x 400). B. Immunohistochemical stain positive for cyclin D1 (x 400).
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