


Case report
Aggressive B-Cell Lymphoma Presenting as Ileocolic Intussusception in a Young Adult: A Case Report


[bookmark: _xonuhgpcghzt]Abstract
Aggressive b-cell lymphomas are rare in young adults and can present with unusual clinical manifestations, such as intussusception. we report a case of a 21-year-old male with acute ileocolic intussusception who was ultimately diagnosed with aggressive b-cell lymphoma. this case highlights the diagnostic and therapeutic challenges posed by intussusception secondary to lymphoma in adults, emphasizing the need for a multidisciplinary approach for optimal management.
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[bookmark: _z0opc1lqgeex]Introduction
Intussusception is described as invagination of the proximal intestinal segment within the lumen of the distal intestinal segment, First reported in 1674 by Barbette of Amsterdam and further presented in a detailed report in 1789 by John Hunter[1,2] 	Comment by Best: Better to omit 
Although intussusception is common in children, intussusception represents 1% to 5% of all intestinal obstruction in adults.[3].intussusception in adults are secondary to a pathologic condition that serves as a lead point, such as carcinomas, polyps, Meckel’s diverticulum, colonic diverticulum, strictures or benign neoplasms, which are usually discovered intraoperatively.[4,5]
Primary gastro-intestinal lymphoma accounts for 1%-4% of all gastrointestinal malignancies. Most frequent primary sites are the stomach followed by the small intestine.	Comment by Best: It is better to be first part of introduction 
Most common non-Hodgkin’s lymphoma is diffuse large B-cell lymphoma and The most common lymphoma causing intussusception.[6]
[bookmark: _ui5r36pqkk9]Case Presentation
A 21-year-old male from RABAT MOROCCO presented to the emergency department of Ibn Sina University Hospital with generalized abdominal pain and persistent vomiting over three days. He had no relevant medical history or underlying conditions, and his initial symptoms were nonspecific, with no obvious signs of infection or trauma.	Comment by Best: Give comment about PMH if he was  having non specific symptoms.. weight loss .. bowel motion ? vomiting 
On admission, the patient was stable in terms of hemodynamic and respiratory status, afebrile, and alert. Physical examination revealed tenderness in the abdomen, with a palpable mass in the right flank, suggestive of a possible obstructive or inflammatory process.	Comment by Best: Sign of obstruction ?any comment ? bowel sound ?	Comment by Best: Make sure flank is not medical anatomic site .. put it as right lower qudrant 
Laboratory tests demonstrated a leukocytosis of 11,800/mm³ and an elevated C-reactive protein (CRP) level of 50 mg/L, indicating an inflammatory response. Abdominal computed tomography (CT) scan revealed an ileocolic intussusception extending to the transverse colon, with notable thickening at the ileocecal junction. These findings raised suspicion for a pathological lead point, possibly a mass, at the intussusception site[Figure1].	Comment by Best: Give proper CBC detailes .. do no select your directed features .. make  areviwe for all pssibilites through revwing properly all invetsigation 	Comment by Best: Diiferntail count ?	Comment by Best: Was any plain X ray finiding ?
Given the urgency of the situation, the patient was taken to the operating room. Intraoperative findings confirmed the presence of ileocolic intussusception with an extensive segment of intestine involved and thickening at the ileocecal junction[Figure 2,3]. Additionally, a small amount of clear peritoneal effusion was noted. A right hemicolectomy was performed, with ileotransverse anastomosis using a mechanical stapler to re-establish bowel continuity. A Redon drain was placed at the anastomosis site for postoperative drainage.
Histopathological examination of the resected specimen confirmed the presence of aggressive B-cell lymphoma. 	Comment by Best: Give details  histopathilgical report  IHC ? grading ?   Burkitt  is possible also 
The patient’s postoperative recovery was uneventful, with gradual clinical and biological improvement. He was discharged on the sixth postoperative day with follow-up instructions.

Discussion
Intussusception occurs when a segment of bowel and its associated mesentery (the intussusceptum) invaginates into the lumen of an adjacent bowel segment (the intussuscipiens). While intussusception is a leading cause of intestinal obstruction in children, it adds only 1%-5% of all obstructions in adults.[7,8]

in adults is a rare condition, and its presence often signifies an underlying pathological cause.
 Lymphoma represents 15%-20% of all small intestine tumors and 20%-30% of all primary gastrointestinal lymphomas. Stomach is the most commonly involved site followed by small intestine and rectum.
Adult intussusceptions are classified into three major types according to their site in the alimentary tract: entero-enteric which is limited to the small bowel, ileo-colic or ileo-cecal in which ileum invaginated through the ileo-cecal valve and colon-colic which is confined to the colon[9].
The pre-operative diagnosis of adult intussusception is challenging because the clinical presentation is often vague and the condition is rare. The radiological finding play a key role in the diagnosis Computed tomography is currently considered as the gold standard tool in confirming intussusception, Computed tomography showing Bowel-within-bowel configuration suggested by mesenteric vessels and fat compressed between the walls of the small bowel is pathognomonic of intussusception.[10,11]
Treatment of choice in adults is surgical resection of the involved bowel segment, since the lead point could be malignancy, which could not only metastasize but also attenuates blood flow, leading to necrosis of the involved bowel.[12]
The use of chemotherapy for localized disease is unclear, but it is offered under the assumption that lymphoma is a systemic disease requiring systemic therapy. The current chemotherapeutic standard of care is cyclophosphamide, doxorubicin, vincristine, and prednisone, with or without rituximab. Surgical resection combined with this chemotherapy has been shown to independently improve overall survival for intestinal large B-cell lymphoma[13,14].	Comment by Best: Imprecise statemnet .. must be delet it 	Comment by Best: Delete .. imprcesie at all .. rituximab is standerd for any B cell 
Though rare as a cause of intussusception, it is well-documented in medical literature. Lymphomas can occasionally present as abdominal masses, particularly in the gastrointestinal tract, leading to obstruction or intussusception. The prognosis for aggressive lymphomas depends largely on the timeliness of the diagnosis and the effectiveness of subsequent treatment.
A multidisciplinary approach involving radiologists, surgeons, and pathologists is essential for timely diagnosis and effective management, particularly when presentation is atypical.  
[bookmark: _cxbeppt8zc49]Conclusion
This case of aggressive B-cell lymphoma presenting as intussusception in a young adult underscores the importance of considering lymphoma in the differential diagnosis of intussusception in adults. Early surgical intervention combined with histopathological analysis is crucial for proper diagnosis and appropriate therapeutic management. This report adds to the limited literature on young adult patients with lymphoma presenting as intussusception, illustrating the need for awareness of this rare but significant clinical entity.
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Figure 1 CT SCAN:  ileocolic intussusception extending to the transverse colon, with notable thickening at the ileocecal junction
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Figure 2 operative specimen of ileocolic intussusception from our patient 
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Figure 3 operative specimen of ileocolic intussusception from our patient 
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