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INTRODUCTION
Blastoid mantl e cell lymphom a B- MCL is an a ggr essi ve rar e vari ant of MCL char acteri zed by mediu m- to

larg e- siz ed l ymphoid c ell s with hi gh mitotic and prolifer ativ e ind ex. It can aris e d e novo or as a
transformation from class ic al MCL. It is chall eng ing to di agnos eit ba sed on morpholog y features alone as it
mimics other neoplasms. Hence, immunophenotyping and molecular studies are of great importance.

B-MCL as an isolated cecal mass is a diagnostic challenge given that it is fairly rare presentation.

Herein, we des cribe an int erestin g c as eof B-MCL pr es enting as a solit ary ceca l m ass in elderl y pati ent with
history of chronic renal impairment and hypertension.

CASE PRESENTATION
We des cribe a c as eof a 76 y ear-old Alg erian Arabi c man who pres ented to em erg enc y d epartm ent with
acute-onset dif fuse abdomina l p ain and m el ena . The pain was interm ittently radi ating to the suprapubic
area. On ex amination, th e abdomen wa s soft and diffusely tender on light palpation but without
peritoneal si gns. th epati ent appeared in mild di stress dueto p ain. No recent history of naus ea , vomiting ,
diarrhea or recent weight loss.

An ext ensiv e combining of l aboratory, im agin g and histopathology work-up was pl anned in order to
explain his acute progressive pain.

RESULTS AND DISCUSSION

REFERENCESCONCLUSION
Mantl e cell lymphom a of the c ecum is a r are and a ggr essi ve m ali gnan cy that often presents with
nonspecif ic GI s ymptoms including abdomin al p ain, alt ered bow el h abits, and G I bl eedin g. Di agnosis reli es
on endoscopic eva luation, histopathologi cal anal ysis , and mol ecul ar studies , with h all mar k f indings , such
as cyclin D1 overexpression and t(11;14) translocation.

Despit e adv anc em ents in immunother apy and t arg eted th erapi es, such as BTK inhibitors and CAR-T cells ,
theprognosis remains poor, particularly for aggressive blastoid variants.

After successfully removin g the obstructive ceca l ma ss, the p atient receiv ed 4 cycl es of palli ati ve
chemother apy with a BR regim en and was trans itioned to comfort car e becaus e of worsening clinic a l
status. Unfortunately , h e di ed du e to septic shoc k from CD I and th at illustr ates how dis ea se
aggressiveness and treatment toxicity can combine to producefatal infectious complications.

This c as e underscores th e need for early r ecognition, prompt interv ention, and a multidisciplin ary
approach to improve outcomes in patients with such unusual presentation of MCL of theGI tract.

P-1 2 6 . UNUSUAL CECAL PRESENTATION OF BLASTOID MANTLE CELL LYMPHOMA 
INVOLVING PERIPHERAL BLOOD AND CREATING A CONFUSING CONDITION OF ACUTE 

LEUKEMIA: A CASE REPORT

MCL is a raredi seas e ac counting for <10% of al l NHLs . It is usu ally a
disea se of the elderl y, espec ial ly mal es, and pres ents with advanc ed
stagedis ease . B M and G I tract involv em ent are common. Periph era l
blood involv em ent is common but the l ymphocytosis is usuall y
mild[1].

Mark ed l ymphocytos is, as in this c as e, is unusual but well d escrib ed
initiall y as leuk em ic cells; the morphology and immunophenotyp e
may mimic B-cell prolymphocytic leukaemia.

However, cases with circulating atypical lymphoid cells but no 
marrow involvement suggest leukemic spillover from nodal or 

extranodal disease with secondary marrow suppression, rather than 
true leukemic transformation.

So, the G I im agin g studi es esp eci all y colonoscopy with biopsy wa s of
great tool to conf irm the di agnosis of B-MCL. MCL in the GI tra ct
usually manifests as mu ltipl e ly mphomatous polyposis, m akin g this
case a rare event.

Flow c ytometry showed brightly CD45 positi ve c ells but CD34
neg ativ e, thus, conf irming that the atypical c ells wer e mature
lymphoid c el ls rather than blasts. Further, im munophenotyping of
these at ypic al mature l ymphoid c ell s showed positi ve B ce ll mark ers
(CD5, CD19, C D20, CD22, CD79a) with surfac e kappa l ight chain
restriction. In addition, th e at ypic al c ell s express ed aberrant CD10
[1].

The pr esent c as e constitutes a r ather infrequently reported cl inica l
presentation of B-MCL with extra nodal GI involvement.

Its l euk em ic pr es entation is an exc eedingl y uncommon ev ent. In
addition, dif ferentiating bl astoid MCL from lymphoblastic l ymphom a
and c entroblastic l arg ec ell ly mphoma i s extrem el y dif f icult (esp eci all y
when BM involv em ent oc curs) solel y on th e ba sis of morphology ,
necessitatin g the use of additional ana lytic al techniques such a s
immunophenotyping and molecular studies [2].

Ima ging studies pl ay a critic al rol e in th e ass essm ent of MCL ,
including sta ging . Th e ESM O guidelin es recomm end BM biopsy and
CTsc ans of then ec k, chest, abdom en, and pel vis , as part of the initia l
workup for MCL [4].

A PET-C T sc an is hi ghly r ecomm ended for the rar e earl y sta ges I/I I
before starting loc ali zed r adiotherapy. Additionally , the Ki-67 index ,
which measures c ell proliferation, is ass ess ed to g aug e th e
ag gress iv enes s of the ly mphoma . H igh Ki-67 l ev els are indicati v eof a
more ag gress iv e dis ea se course. G eneti c studies are p erformed to
identify mutations in g enes such as TP53 and CC ND1, which ar eoften
associ ated with MCL and can inf luenc e prognosis and treatm ent
decisions [1,3] .

Table1. Laboratory testing results

Figure 1. Peripheral blood smear (  MGG X100)  

Figure 2. Endoscopic images showing nodular mucosa (a) and an 
ulcerated partially obstructing  large mass in the cecum (b).

Cell m ark er studies identif i ed a CD5+ l ymphoproliferati ve disord er in a
patient with a hi gh l eucoc yte count, ly mphad enopathy and
splenomegaly.

The differ ential dia gnosis inc luded CLL , MCL and M ZL. Th e
immunophenotype wa s not indicativ e of CLL (CLL score 1/5) . MZL wa s
unlikely in view of the morphology and marked lymphocytosis.

Given the previous cytological, immunophenotyping- immunostaining 
and imaging results, the most likely diagnosis was MCL in its Blastoid

variant and this was conf irmed by the cyclinD1 positivity and the 
presence of  t(11;14)(q13;q32)  which translocates the CCND1 gene 

(11q13)  so that it is adjacent to the IGH gene (14q32).
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LABORATORY 
PARAMETERS

VALUE NORMAL RANGE

CBC RESULTS
Hb 121 13 –17 g/dL

WBC 245 4 – 10 G/L
Neutrophils 1.4 1.5 – 7 G/L

Platelets 54 150 –400 G/L 
BIOCHEMISTRY

Creatinine 246 60 –120 μmol/L
eGFR (CKD-EPI) 23 ≥ 90 mL/min/1.73m²

BRB 58 3 – 20 μmol/L
ALP 650 26 –88 IU/L

Serum LDH 718 90 –180 IU/L
Uric acid 2.5 0.24 –0.51 mmol/L

The di agnosis of MC L involv es a compreh ensiv e ev aluation
with laboratory tests , im a ging studi es, g enetic and mol ecul ar
markers, and tissue biopsies.

A complet e CBC showed pancytopeni a with
hyperleu kocytosis (Table1) mad e of abnorm al ly mphoid c ell
(Blasts f lags)

A PBS showed a m ark ed l ymphoc ytosis with m edium to
larg ec ells , m any with promin ent and multipl enucl eoli. Som e
nuclei had prominent cl efts. The chrom atin pattern was
quite delic ate (Fig .1) , leading to predi ct an acute leuk em ic
process. However, theBM aspirate was normal.

Biochemi stry r esults were consist ent with a kidn ey function
decline
Elev ated l ev els of LD H and uric a cid ar e com monly
associ ated with increas ed tumor burden and a poorer
prognosis.

Flow c ytometry analysi s in PB sp eci men : a m ature clon a l
(kappa bri ght restricted) CD5 + B-c ell l ymphoproliferativ e
disorder was identif i ed. Th e c ells co- express ed CD20bright ,
CD38, FMC7, C D79b and HLA-DR . CD34, CD117 and CD23
were n eg ativ e. An ab errant express ion of CD10 wa s also
detected.

Recta l exa mination r ev ealed m eleni c stools without other
specif ic abnormalities.

Imaging:
A CT sc an of the chest , abdomen and p elvi s showed
widespread sm all volum e ( <2 c m) ly mphadenop athy in
abdomen and pelvis. The spleen was also enlarged.

An upper endoscopy with ga stric biopsi es showed foc a l
atypic al l ymphoid a g greg ates, consist ent with minim a l
involvement of at ypica l lymphoid inf iltrates and chronic
gastritis.

Colonoscopy rev eal ed nodular mucos a im ag es in the
asc ending colon and the c ecu m with an ulc erat ed and
partially obstructing large mass in thececum (Fig.2) .

Histopathology of the cecal biops y and i mmunostaining :
rev eal ed MCL with a bl astoid morphology and a high
proliferation index of 64%, a Cy clin D1 ov erexpression ,
resulting from the t(11,14) which is a h allm ark conf irming
and distinguishing MCL from other lymphomas.

FIS H analys is: w as positi ve for CCND1/I GH [t(11;14)] gene
rearrangement, supporting the MCL diagnosis.
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