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Abstract
Lymphoepithelial-like carcinoma (LELC) of the colon and rectum is an exceedingly rare diagnosis.
We report a case of the disease in a 45-year-old female who first presented with rectal bleeding
and a submucosal, mobile rectal mass. After workup, she underwent transanal excision of the
mass. Pathology results confirmed LELC arising from a rectal tonsil. A rectal tonsil is defined as
a prominent localized area of lymphoid hyperplasia, itself a rare finding. The uniqueness of the
disease does not lend itself to standard treatment protocols. After multidisciplinary discussion, our
patient was treated with adjuvant chemoradiation similar to a squamous cell carcinoma of the anus.
She received treatment with 54Gy of radiation, 5-fluorouracil, and mitomycin C. She has recovered
well from surgery and chemoradiation therapy without any signs of recurrence at 6 months. She
continues to undergo surveillance with anorectal exams, endoscopic ultrasound, and CT scans.

Introduction
Lymphoepithelial-like carcinoma (LELC) is well described in the literature in certain locations
in the body such as the esophagus, stomach, salivary glands, lung, thymus, bile duct, skin, uterine
cervix, oral cavity, urinary bladder, mammary gland, vagina, trachea, and larynx [1]. However, it
is only described in the colon and rectum seven times [2]. We describe the eighth such case and
the first such case in a rectal tonsil. Several associations with LELC have been described including
Epstein-Barr virus, hereditary nonpolyposis colorectal cancer, and ulcerative colitis but none within
the rectal tonsil [1,3,4].
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Case Presentation
A 45-year-old Caucasian woman presented to surgery clinic complaining of rectal bleeding
and a rectal mass for two years that the patient presumed was hemorrhoidal disease. She was
referred by her gynecologist who felt the mass by digital rectal exam, which triggered a workup
by a local gastroenterologist who performed a colonoscopy and rectal endoscopic ultrasound. The
colonoscopy found a single tubular adenoma in the sigmoid colon and an approximately 2cm
submucosal nodule in the distal rectum without communication with anal structures (Figures 1 and
2). The EUS confirmed a 1.38cm submucosal mass without invasion of the muscular is in the rectum
with concern for rectal carcinoid tumor. The patient had a history of type II diabetes mellitus and
hypertension for which she was taking metformin and bisoprolol/HCTZ. Previous surgical history
included transabdominal hysterectomy with bilateral salpingo-oophorectomy, appendectomy, and
cholecystectomy. Family history was relevant for cardiovascular disease and absent of colorectal
disease or cancer. Review of systems was positive for fatigue, nose bleeds, rhinorrhea, abdominal
pain, hematuria, back pain, and headaches. She is married, works as a hair stylist, quit smoking one
year prior, and denies alcohol use. On exam, she had a BMI of 32.1. Digital rectal and anoscopic exam
revealed a palpable, smooth, firm but mobile 1-1.5cm mass in the posterior midline approximately 4
cm from the anal verge, just proximal to the dentate line. She was a suitable candidate for diagnostic
and possibly therapeutic transanal excision which she underwent successfully (Figure 3).
Histologic analysis of the specimen demonstrated aggregates of lymphoid tissue. Malignant cells
with pleomorphic nucleoli were interspersed in the lymphoid tissue confirming LELC (Figures 4-6).
Tissue margins were negative for neoplasia. Cell staining for p16 was greater than 95% suggesting a
human papillomavirus link. However, further testing for HPV types 6, 11, 16, and 18 were negative.
EBV testing was performed but also negative.
During her first postoperative clinic visit, she complained of swelling in her right submandibular
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Figure 4: Syncytial sheets of malignant cells with eosinophilic cytoplasm and
interspersed germinal centers.

Figure 1: Retroflexed view of submucosal mass.

Figure 2: Submucosal rectal mass.
Figure 5: Malignant cells infiltrated by lymphocytes.

Figure 6: Moderate pleomorphism and cytologicatsypia of malignant cells.

a nearly three week break in treatment. She recovered from this well
and completed therapy without further setbacks. She is now over
six months removed from surgery without any signs of recurrence.
For surveillance, she will undergo clinical anorectal exams every
3 months for 2 years, then every 6 months for 3 years; rectal EUS
every 6 months for two years, then annually for 3 years; and annual
computed tomography scan of the chest/abdomen/pelvis for 5 years.

Figure 3: Gross pathology of rectal lesion.

region. She was subsequently sent to a local otolaryngologist for exam
with biopsies of the nasopharynx and right submandibular gland.
Pathology proved benign. Pelvic exam by gynecologic oncology with
vaginal cuff biopsies was also negative for malignant or dysplastic
disease. Metastatic workup including PET-CT, CEA, and LFTs was
negative. CEA level was 1.2. After a multidisciplinary discussion,
she was referred to medical oncology for adjuvant chemoradiation.
Chemoradiation therapy consisted of 54 Gy of radiation,
5-fluorouracil, and mitomycin C over 61 days starting on postoperative day 70. During her fourth week of treatment, she developed
fatigue, nausea, and desquamation of her perianal region requiring
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Discussion
Lymphoepithelioma-like carcinoma of the colon and rectum is a
very rare disease. There have been previous case reports with LELC
of the colon and rectum associated with EBV, HNPCC, and UC.
However, none have ever been described in association with the rectal
tonsil. Previous case reports have described treatment modalities such
2
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as endoscopic resection and colectomy. No further recommendations
have been made for surveillance. In our case, the suspected diagnosis
at the time of operation was a neuroendocrine tumor. It was not until
final pathology resulted, that we discovered the LELC.
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Our patient had a unique rectal cancer. LELC of the colon and
rectum is such a rare disease that developing appropriate treatment
and surveillance protocols would be near impossible, but we feel that
our adjuvant therapy and surveillance decisions could serve as a guide
for future instances of this quite rare entity. We believe she received
proper surgical and medical treatment to cure her disease based on
guidelines for anal/rectal cancer and case series of LELC at other
locations.

Remedy Publications LLC., | http://clinicsinoncology.com/

15. NCCN guidelines for rectal cancer. National Comprehensive Cancer
Network Website.

3

2016 | Volume 1 | Article 1078

