
Journal of Clinical and Diagnostic Research. 2019 Apr, Vol-13(4): OD04-OD0644

DOI: 10.7860/JCDR/2019/40513.12761

Internal M
ed

icine 
S

ectio
n

Rare Presentation of Primary GI 
Lymphoma with Synchronous 
Lesions in a Retropositive Patient

Case Report

CASE REPORT
A 48-year-old gentleman, smoker and tobacco chewer presented 
with one month history of dark yellow coloured urine and yellowish 
discolouration of eyes. He also had watery diarrhoea not mixed 
with blood and mucous but associated with abdominal pain, 
localised to right iliac region. He had a significant weight loss of 
approximately 4 kg within that month. He did not have fever, bone 
pain or night sweats.

At the time of presentation, he was found to have pale skin with 
yellow eyes presenting as anaemia and jaundice. Blood pressure 
in right arm was 128/80 mmHg, Heart Rate was 80/minute and 
regular, Respiratory Rate 16/minute, Temperature was afebrile. 
Examination of abdomen revealed no organomegaly or palpable 
mass. No relevant family and social history was present.

Blood investigations revealed Hb- of 10 g/dL and raised ESR. 
He had a Total bilirubin of 2.91 mg/dL with Indirect bilirubin- 
1.27 mg/dL. Liver function test revealed raised transaminases 
with SGOT- 115 U/L, SGPT- 98 U/L, Total protein- 8.2 g/dL, 
Albumin- 1.6 g/dL, Globulin- 6.6 g/dL and Alkaline phosphatase- 
476 U/mL. He was tested positive for retrovirus with CD4 count of 
287. He was also tested positive for Hepatitis B surface antigen. 
Stool examination was not contributory with no inflammatory 
cells. These findings were suggestive of retropositivity with acute 
hepatitis B.

Initial evaluation with USG Abdomen showed multiple enlarged 
nodes at portahepatis. Hence we went ahead with CT Abdomen 
which showed few enlarged lymph nodes in portahepatis, largest 
measuring 1.3x0.9 cm. Rest of the organs were reported as 
normal including the liver and spleen [Table/Fig-1]. We proceeded 
with a gastroscopy which showed multiple nodules with central 
umblications in body and antrum of stomach [Table/Fig-2]. 
Colonoscopy was also done which showed nodular lesions of 
size 6cm in transverse colon and another lesion at the caecal pole 
[Table/Fig-3].

Histopathological examination revealed fragments of gastric 
mucosa with infiltration of lamina propria by sheets neoplastic 

cells having round to oval nuclei with condensed chromatin 
and scanty cytoplasm. Atypical mitosis and apoptotic cells are 
noted [Table/Fig-4]. Immunohistochemiostry showed positivity 
for CD- 20 confirming it to be B-Cell Lymphoma. IHC was also 

GurSIMran SInGh1, P GaneSh2, S ShanMuGanathan3

 

Keywords: Chemotherapy, Extranodal, Human immunodeficiency virus, Immunosuppression

ABSTRACT
Non Hodgkin’s Lymphoma (NHL) with primary Gastrointestinal (GI) involvement occurs in 27-74% of all HIV infected persons. Most 
common site of involvement is stomach, small intestine and ileocaecal region. Synchronous GI lesions are quite rare presentations 
in lymphoma. There are very few case reports of synchronous lesions in lymphoma, but no reports of the same in primary GI 
lymphoma. These tumours behave aggressively and need early diagnosis and treatment.

Here, we present the case of a 48-year-old retropositive male patient, presenting with jaundice and significant weight loss. 
On CT whole abdomen, he was found to have gastric and colonic lesions with perigastric nodes and nodes at porta hepatis. 
Presence of B-cell type of lymphoma was diagnosed by histopathological examination and confirmed with immunohistochemistry. 
Chemotherapy was initiated and he responded to the same. This case is presented for its rarity, whereby synchronous gastric and 
colonic lymphomas are seen in retropositive patient.

[Table/Fig-1]: CT Abdomen showing multiple enlarged para aortic lymph, porto 
hepatic, mesentric nodes and gastric nodules.

[Table/Fig-2]: Gastroscopy showing multiple nodules with central umblication of 
varying size ranging 5 mm to 2.0 cm.
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[Table/Fig-4]: HPE 400X showed gastric mucosa with infiltration of lamina propria 
by sheets of neoplastic cells having round to oval nuclei with condensed chromatin 
and scanty cytoplasm. Atypical mitosis and apoptotic cells are noted.

[Table/Fig-5]: IHC showing strong membrane positivity for CD-20 confirming it 
to be B-Cell lymphoma. Lesional cells are also showing strong diffuse cytoplasmic 
positivity for Vimentin (Vimentin is cytoplasmic and CD 20 is nuclear).

positive for Vimentin [Table/Fig-5] and CD-45 [Table/Fig-6]. 
Immunohistochemistry showed diffuse and strong staining for 
CD20+ and BCl-6 and negative staining for CD30 and 
MUM-1. Proliferation index was 80-90% as accessed by Ki67. 
Immunostainings for keratins (AE1-AE3), Epstein-Barr Virus (EBV), 
BCl-2 and cyclin-D1 were negative. In situ hybridization for EBV 
was negative. Similar findings were seen in colonic mucosa with 
infiltration of lamina propria by sheets of monomorphous population 
of cells with occasional mitosis and apoptotic bodies noted. 
Bone marrow biopsy was normal as was CT Thorax. All these 
investigations confirmed the presence of Primary GI Lymphoma 
(B-Cell type). Patient was started on chemotherapy comprising 
R-CHOP regimen. He was also started on HAART treatment. After 
nine months, patient had no complains of diarrhoea and abdominal 
pain. Colour of skin had changed from pale to his actual skin tone 
and dark yellow coloured urine had turned light yellow. A relook 
colonoscopy after one year showed resolution of the nodule. A 
repeat scan after one year showed persistence of few para aortic 
and peri gastric lymph with reduced size. Patient was continued 
on chemotherapy. He was also given antivirals, Tab.Entecavir 
0.5 mg OD for hepatitis B infection. He remains on follow-up and 
has shown weight gain from 55 kg at time of presentation to 64 kg 
after one year. [Table/Fig-6]: IHC showing positivity for CD-45.

DISCUSSION
HIV infected patients are at increased risk of developing malignancies 
including lymphoma but more commonly Kaposi sarcoma. Up to 
80% of the HIV-associated NHL arise systemically with primary 
GI lymphoma being rare. The definition of a primary GI lymphoma 
was given by Dawson et al., the five components include [1]: a) 
absence of peripheral lymphadenopathy at the time of presentation; 
b) lack of enlarged mediastinal lymph nodes; c) normal total and 

[Table/Fig-3]: Colonoscopy showing nodular lesions in transverse colon and caecum.

differential white blood cell count; d) predominance of bowel lesion 
at the time of laparotomy with only lymph nodes obviously affected 
in the immediate vicinity; and e) no lymphomatous involvement of 
liver and spleen. All these criteria were fulfilled in our case justifying 
the diagnosis of primary GI lymphoma. The most frequent site 
of involvement is the stomach (60%-70%) followed by the small 
intestine (20-30%) as reported in a number of studies [2-5].

Among the histological types of primary GI lymphoma, B-cell 
lymphoma is far more frequent (85.5%) than T-cell lymphoma. 
Diffuse Large B-cell Lymphoma (DLBCL) is the the most frequent 
immunophenotype of primary GI lymphoma [5,6]. Gastric 
lymphomas can be MALT lymphoma or DLBCL and present as 
ulcers, polypoidal mass, thickened fold, mucosal nodularity or 
linitis plastica. Colonic lymphomas are predominantly of T-cell 
lymphoma type with rare occurrence of DLBCL and present as 
polypoidal mass, ulcer, mucosal nodularity cavitary mass, mucosal 
thickening and strictures the sub mucosal location and innocuous 
appearance of the lesion in endoscopy makes the diagnosis more 
difficult and diagnosis by endoscopic biopsy has been reported in 
51-55% of cases the rest requiring surgical confirmation [7]. In our 
case diagnosis was done by endoscopic biopsy, histopathological 
examination and immunohistochemistry of the same.

Staging of the primary GI-DLBCL is performed by consideration 
of the imaging studies, as well as bone marrow aspiration and 
biopsy. According to the Lugano staging, DLBCL stage I is limited 
to the GI tract, stage II is extended to the abdomen, stage IIE is 
defined as adjacent tissue involvement by serosa penetration, and 
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stage IV disseminates to extra-nodal regions or is concomitant 
supradiaphragmatic nodal involvement [8].

The choice of treatment for DLBCL is chemotherapy which is further 
adjusted as per age and international prognostic index regimen of 
choice is CHOP with rituximab being added for CD 20 positive cases 
[9]. The International Prognostic Index (IPI) is calculated using the 
following factors: age >60 years, increased serum LDH, performance 
status ≥2, more than one extra-nodal involvement excluding the 
stomach (as in this case), and stage III–IV of the disease [10]. Li X 
et al., demonstrated treatment response, and elevated serum LDH 
level as independent prognostic factors of survival for DLBCL [11]. 
Nakamura S et al., identified that an earlier stage, younger age, 
gastric localization, B-cell phenotype, and absence of B symptoms 
were independent prognostic factors for better optimum survival for 
primary GI lymphoma [2]. Dual modality of treatment with surgery 
and chemotherapy offers the best survival opportunity for patients in 
early stage [2,12]. There are many studies of primary GI lymphoma 
which report a male predominance and frequent occurrence in 6th 
decade [3-5,13]. But there are very few case reports of synchronous 
primary GI lymphoma in literature. Corti M et al., reported a case of 
Burkitts lymphoma of the duodenum who presented with abdominal 
pain and "B" symptoms but did not respond to treatment [14]. Sujata 
SG et al., has reported primary colonic lymphoma that responded 
to surgery and chemotherapy [15]. This is the first case report of 
synchronous primary GI lymphoma with multiple lesions involving 
both stomach and colon.

CONCLUSION
Primary GI lymphoma with synchronous lesions in stomach and 
colon is an extremely rare presentation but diagnosis can be made 
by endoscopic biopsy requiring a high index of suspicion. The 
most common site of primary GI lymphoma is the stomach even 
in immunocompromised patients. Although dual therapy gives best 
outcomes in primary GI lymphoma, this case demonstrates that 
chemotherapy is equally effective when synchronous lesions occur.
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