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CONFERENTCE REPORT

Acute onset of non-Hodgkin's lymphoma with serious
gastrointestinal haemorrhage: diagnosis and surgical
treatment (case report)
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Unita Operativa Chirurgia Generale 3¢, D.A.C.T.1., Sezione di Chirurgia Generale e Chirurgia Toracica, Universita degli Stu-
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Abstract. The authors report a rare case of acute onset of gastrointestinal non-Hodgkin's lymphoma with
acute gastrointestinal haemorrhage. The patient, a man aged 49 years, was admitted to the surgical depart-
ment for the evaluation of an increased anemia and weakness. Physical examination disclosed mild epigastric
tenderness in response to palpation but no palpable mass. Few hours after hospital admission, he underwent
a serious gastrointestinal haemorrhage with shock. Laparotomy revealed that the malignant lesions were in
the upper and in the middle of the stomach and multiple white lesions were found in the small bowel. A
standard radical gastrectomy with D2 lymphadenectomy and bowel resection (about 120 cm) was performed;
bowel canalization was restored by esophago-jejunal end-to-side anastomosis Roux-en-Y. The main pro-

blems of surgical treatment are discussed.
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Introduction

A high percentage of non-Hodgkin's lymphomas
grows out of the primary lymphoid system: at least
one-fourth arises from sites which normally contain
no lymphoid tissue and they are usually defined as “ex-
tranodal primary lymphomas”.

Gastrointestinal tract non-Hodgkin's lymphomas
arise from Mucosa Associated Lymphoid Tissue
(MALT), which probably develop within inflamma-
tory process in response either to prolonged or abnor-
mal antigenic stimulation, with appearance of patho-
logical lymphoid cellular clone that gradually replaces
the normal lymphoid population.

Mucosa Associated Lymphoid Tissue (MALT)
lymphomas of the stomach, account for 4-8% of all
gastric malignances.

Clinical presentation and endoscopic findings in

gastrointestinal lymphoma may mimic benign and
other malignant gastric disorders.

The median interval between the first symptom
and diagnosis is 4-6 months but at least in 40-50% of
cases, diagnosis is made at laparotomy for abdominal
mass or for complications (haemorrhage, perforation,
bowel obstruction).

The authors report a rare case of a patient who
underwent emergency laparotomy.

Case Report

A 49-years old male complained of three weeks
of epigastric pain, malaise, fatigue and anemia.

Physical examination disclosed mild epigastric
tenderness in response to palpation but no palpable
mass.
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Laboratory tests revealed the following patholo-
gical signs:

RBC 2,910,000 (rate 4,000,000-5,500,000)

Hgb 7.8 g/dl (12-16)

Hct 26.9% (38-48)

MCH 26.8 pg (27-32)

MCHC 29.0 g/dI (32-38)

>alfa-1 globuline 3.4% (1.4-3.0%)

<gamma-globuline 8.6% (9.0-20.0%)

<total prot. 6,1 g/dl (6.4-8.2)

>fibrinogen 520 mg/dl (170-410)

At once he underwent endoscopic examination of
the upper gastrointestinal tract which showed a single
ulcerative lesion on the greater curve of the stomach
on the body zone.

Few hours after hospital admission, he underwent
a serious gastrointestinal haemorrhage with shock.

Emergency surgery was immediately performed
with the suspect of gastric ulcer bleeding.

After a middline incision a standard radical ga-
strectomy was performed; a standard radical gastrec-
tomy consists of a gastrectomy with D2 lymphadenec-
tomy (resection of N1 and N2 nodes) and omentec-
tomy; small bowel resection of about 120 cm beyond
Treitz was performed.

Esophago-jejunal anastomosis end-to-side with
EEA-28 stapler and entero-enteric end-to-side,
hand-sutured anastomosis were made at last.

Laparotomy revealed many white and soft lesions
of the small bowel while the stomach showed increa-
sed thickness with soft aspect.

After gastrotomy we revealed the presence of
multiple gastric ulcerative lesions expecially on the
proximal and middle third, and the cavity appeared
full of red blood.

There were also some increased lymph-nodes
along the left gastric artery and celiac artery.

Intraoperative histopathological examination of a
lymph-node and of an ulcerative lesion, showed the
presence of primary gastrointestinal lymphoma; besi-
des histopathological examination of small bowel
stump of anastomosis, revealed only a flogistic infil-
tration by lymphocytes and plasmacells.

The postoperative course was uneventful and the
patient was discharged on postoperative day 12.

The definitive histological examination indicated

a “pure high-grade B-cell non-Hodgkin’s lymphoma
(Ann Arbor stage mod. Musshoff 1V E).
Polychemotherapy was administered in adjuvant
setting 4 weeks after operation (CHOP= cyclopho-
sphamide, doxorubicina, vincristina and prednisone).

Discussion

Primitive gastrointestinal lymphoma is a rare tu-
mor and although its incidence is rising (1-3) for the
increasing of immunodepressed condition such as in
AIDS patients (4) or after transplatation, it is difficult
to state the role of the various therapeutic methods in
treating this disease. The occurrence of a malignant
tumor is a frequent complication in HIV-positive pa-
tients and is often the cause of death: non-Hodgkin's
lymphoma is one of the most common neoplastic
forms in AIDS patients.

Primary gastrointestinal non-Hodgkin's lympho-
ma is a rare tumor, representing <5% to 8% of ga-
strointestinal malignances.

As reported in literature, the stomach is the mo-
st commonly involved site (60%), versus 25-30% and
10-15% of the small bowel and colon, respectively;
however this underlines the need for exhaustive endo-
scopic and radiological staging of the entire gastroin-
testinal tract.

Primitive gastrointestinal involvement is not
common; its onset may take the form of aspecific ab-
dominal pain, nausea and vomiting, diarrhea, blee-
ding, constipation, malaise and fatigue, weight loss.
Today, the need for surgery for pathological diagnosis
is lower and restricted to lymphomas not accessible by
endoscopic or needle procedures. However in other
patients (10-20%) diagnosis is made at emergency la-
parotomy for arising complications such as bowel ob-
struction (7), perforation, particulary in T-cell non-
Hodgkin's lymphoma (8) and patients underwent ste-
roid or chemotherapy, gastrointestinal haemorrhage
and obstructive jaundice in duodenal lymphoma (9).

There is no current agreement on the best thera-
peutic approach to primary digestive tract lymphoma,
because prospective studies with accurate histological
typing are scarce and adequate clinical staging is even
rarer. Most reports concern retrospective studies of
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poorly characterized patients submitted to various
treatments. Little is therefore known about the re-
spective efficacy of the three main therapeutic ap-
proaches, surgery, chemotherapy and radiotherapy,
used either alone or in combination although new
therapeutic guide lines included initial surgical tumo-
ral reduction.

The positive role of surgical debulking of the
lymphoma has frequently been stressed in the literatu-
re: although most of the studies are retrospective,
complete or incomplete surgical resection in associa-
tion with chemotherapy has been shown to improve
the 5-year survival rate significantly more than che-
motherapy alone.

Surgical resection at any side can also usually pre-
vent fatal complications, including the risk of bleeding
or perforation caused by chemotherapy or radiothe-
rapy. The incidence of such complications varies
markedly between series of studies and they are cau-
sed by tumor necrosis.

During emergency surgery, as in this report, we
must perform the intraoperative diagnosis and a real
stage of the malignance (histologycal examination du-
ring surgery).

A standard radical gastrectomy with D2 lympha-
denectomy (resection of N1 and N2 nodes) with
bowel resection and histological examination of
bowel stump before esophago-jejunal anastomosis is
the treatment of choice because it seems possible that
radical excision of the tumor, whenever possible, may
have remarkably improved the course of the disease.

This is clearly only a hypothesis but it may pave
the way for more extensive use of elective surgery in
gastrointestinal non-Hodgkin's lymphoma, in view of
the steadily decreasing operative risk.

The case report suggests some reflections:

— the diagnosis of lymphoma can be established

on endoscopy examination with biopsies (using
a large calibre biopsy forceps) in more than
90% of patients: instead in this case endoscopic
examination has misestimated the current
pathology

— endoscopic ultrasound has been shown to be an

accurate procedure for primary staging in ga-
stric lymphoma: extension of the disease is de-
fined according to the Ann Arbor staging sy-

stem, as modified by Musshoff; in addition to
the classic Ann Arbor classification, this modi-
fication accounts for depth of infiltration in sta-
ge I (confined versus beyond submucosa) and
extension of lymph-node involvement in stage
11 (regional versus beyond regional)

radical gastrectomy is usually considered an es-
sential component of multimodal treatment
and the meticulous lymphadenectomy is
performed as en excellent staging tool, provi-
ding ample histopathologic data on perigastric
nodal involvement and enabling discrimination
between Ann Arbor mod. Musshof stages IE,
IIE1 and I1E2 with absolute accuracy

the incidence of nodal metastasis is high, even
for “early gastric lymphoma” not infiltrating
beyond the submucosa (T1)

Musshoff suggests that stage IIE1 with only
paratumoral lymph-node involvement has a
prognosis similar to that of stage IE lympho-
mas, whereas stage 11E2 with more distant sub-
diaphragmatic lymph-node involvement has
the same poor prognosis as stage IIE and 1V
tumors.

multiple localizations belong to stage IV

the Ann Arbor staging does not take into ac-
count either tumor size or serosal invasion; lar-
ge primary tumors have a poorer prognosis su-
ch as serosal involvement is mainly associated
with high stage

no currently available methodology can exclude
residual disease beyond the surgical lymphade-
nectomy margin once nodal involvement is
confirmed. This fact, together with the excel-
lent results reported from several institutions,
convinced us to administer adjuvant chemothe-
rapy for a stage I1E patient, even after a poten-
tially curative resection (10, 11)

surgical resection can also usually prevent com-
plications (bleeding, perforation) caused by
chemotherapy or radiotherapy due to tumor
necrosis (lymphoma grow not induces fibro-
sclerosis tissue grow like in adenocarcinoma )
with a variability rate (1-10%)

— importance of intraoperative histopathological

examination.



58

C. Lorusso, D. Merlicco, M. Nacchiero

References

. Hayes J, Dunn E. Has the incidence of primary gastric
lymphoma increased? Cancer 1989; 63: 2073-6.

. Doglioni C, Wotherspoon AC, Moschini A. High incidence
of primary gastric lymphoma in north eastern Italy. Lancet
1992; 339:8 34-5.

. Andreoni B, Lambertenghi G, Daliliers A, Cristallo M, Ug-
geri F, Bossi E. Tumori gastrici non epiteliali: i linfomi ga-
strici primitivi. Arch At Soc It Chir, Roma 27-30 Ottobre
1980.

. Rodriguez-Sanjuan JC, Ecevarria S, Alvarez Canas C. Pri-
mary gastric lymphoma in an HIV-infected patient. J AIDS
Hum Retrovirol 1996; 13: 467-8.

. Filippini A, Romani AM, Raschella G, Grilli P, Palazzini G,
Catania A. Stadiazione e terapia dei linfomi primitivi ga-
strointestinali. Minerva Chir 1992; 47: 289-94.

. Lewin KJ, Ranchod M, Dorfman RF. Lymphomas of the ga-
strointestinal tract: a study of 117 cases presenting with ga-
strointestinal disease. Cancer 1978; 42: 693-707.

. Mentzer ST, Osteen RT, Pappas TN, Rosenthal DS, Canel-
los GP, Wilson RE. Surgical therapy of localized abdominal
non-Hodgkin's lymphomas. Surgery 1988; 103: 609-14.

8. Alfsen GC, Beiske K, Bell H, Marton PF. Low-grade inte-

10.

11.

stinal lymphoma of intraepithelial T lymphocytes with
concomitant enteropathy-associated T cell lymphoma: case
report suggesting a possible histogenetic relationship. Hum
Pathol 1989; 20: 909-13.

. Shoeppner HL, Wong DK, Bresalier RS. Primary small

bowel lymphoma manifested as obstructive jaundice in a
patient with AIDS. South Med J 1995; 88: 583-5

Brucher BL, Roder JD, Fink U, Stein HJ, Bush R, Siewert
JR. Prognostic factors in resected primary small bowel tu-
mors. Dig Surg 1998; 15: 42-51.

Nakamura S, Matsumoto T, Tekeshita M. A Clinicopatho-
logic study of primary small intestine lymphoma. Progno-
stic significance of mucosa-associated lymphoma tissue-de-
rived lymphoma. Cancer 2000; 88: 286-94.

Correspondence: Dr. Curzio Lorusso

Unita Operativa Chirurgia Generale 111, DACTI
Sezione di Chirurgia Generale e Chirurgia Toracica
Universita degli Studi di Bari

Tel/Fax: 080-5478625



