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Abstract
The gastrointestinal tract is the most frequent site of non-Hodgkin’s lymphoma (NH) outside of the lymph 
nodes themselves. This tract is much more frequently compromised by tumors secondary to primary disease 
elsewhere in the body than by primary lymphomas of the gastrointestinal tract itself which are rare. They 
account for only one to four percent of malignant tumors of the gastrointestinal tract. Their development and 
prognoses are quite different from those of adenocarcinomas, hence their management must differ as well. It 
is important to understand them and keep them in mind in differential diagnosis in daily clinical practice. Young 
adults are most frequently affected, and men are more frequently affected than are women.  We review the 
literature and report the case of a 47 year old woman with primary small bowel lymphoma that was diagnosed 
after several consultations due to abdominal symptoms.
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INTRODUCTION

Primary gastrointestinal lymphomas, particularly those in 
the small bowel, primarily affect young adults. They have no 
typical pathognomonic pattern than can be easily identified 
through physical examination or imaging. They are difficult 
to diagnose, often require multiple studies, and are frequently 
done in the setting of an urgent surgical intervention.

We report the case of a young woman, who happened 
to be a medical professional, who had been variously diag-
nosed before a final diagnosis of primary small bowel lym-
phoma was reached. We also review the literature.

We consider that this case is illustrative and indicates 
why a high index of suspicion is needed to reach a diagnosis 
in this type of case in a timely and accurate manner.

CASE PRESENTATION

The patient was a 47-year-old woman physician who had a 
history of several years of episodes of abdominal pain asso-
ciated with vomiting, fever and, occasional diarrhea stools 
that resolved in 24 to 48 hours. She also suffered from 
asthenia, adynamia and drowsiness. She had had multiple 
outpatient appointments; been admitted to the emergency 
department; had CBC and tests for serum markers of 
inflammation markers; and undergone upper gastrointes-
tinal endoscopy, colonoscopy and conventional abdominal 
radiology but without establishing the cause. She had been 
treated for irritable bowel syndrome. The only relevant 
antecedent was a right nephrectomy to treat pyelonephri-
tis. There was no evidence of any risk factors for gastroin-
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testinal lymphoma including helicobacter pylori infection, 
a compromised immune system, celiac disease or inflam-
matory bowel disease.

The patient was again admitted to the Emergency 
Department with symptoms as described above. It was 
decided to use contrast-enhanced computed tomography 
(CT) of the abdomen which showed a thickening of the 
thin intestinal loops but no evidence of intra-abdominal or 
retroperitoneal adenomegaly (Figure 1).

The decision was made to perform an enteroscopy. 
At least two subepithelial nodular lesions were found in 
the jejunum, and biopsies were taken (Figure 2). During 
follow-up and prior to receiving the pathology report, 
the patient developed renewed abdominal pain and 
underwent urgent surgery. A jejunal segment compromi-
sed by a non-specific tumor and partial obstruction of the 
lumen were found. Resection with intestinal anastomosis 
are performed. Postoperative evolution was adequate, and 
the patient was discharged six days later. The pathology 
report confirmed the diagnosis of grade I follicular lym-
phoma in the intestinal segment and five lymph nodes of 
the mesentery without involvement of tumors. Classical 
hematoxylin and eosin staining was done (Figure 3), and 
tests for immunohistochemical markers were performed 
(Figure 4).

The study was completed with a CT scan of the neck and 
thorax. Nodal and bone marrow aspiration were ruled out 
because there was no evidence of lymphoma.

The patient was evaluated by the hematology service 
which decided to initiate chemotherapy with the R-CHOP 
scheme (R – rituximab, a biologic [Mabthera ®], C – cyclo-
phosphamide, H – doxorubicin [hydroxydaunomycin], O 
– vincristine [Oncovin ®], P – prednisolone (a steroid). 

DISCUSSION

Primary intestinal lymphoma principally affects the diges-
tive tract. In almost all cases, the intestinal lymphoma is a 
non-Hodgkin’s lymphoma (NHL). Hodgkin’s disease or 
Hodgkin’s lymphoma has its own characteristics which are 
independent of its location, but it is exceptionally rare in 
the digestive tract. The gastrointestinal tract may be secon-
darily affected by lymphoma from another source, which is 
a different case than the subject of this review. (2)

Risk factors for the development of primary intestinal 
lymphoma include H. pylori infections, celiac disease, 
inflammatory bowel disease, and immunosuppressive sta-
tes associated with human immunodeficiency virus (HIV) 
infections and solid organ transplantation. (3)

The Dawson criteria are the classic tests for diagnosis of 
gastrointestinal lymphoma. (4) They include:
•	 Absence of palpable adenopathy in clinical examination
•	 Absence of mediastinal lymphadenopathy in a chest x-ray
•	 Normal WBC differential count
•	 Disease confined to the intestine and adjacent nodes, 

without involvement of liver or spleen.

The gastrointestinal tract is the most frequent site of extra-
nodal lymphoma (affecting a site or sites other than the 
lymph nodes).  Gastrointestinal tract extranodal lymphoma 
accounts for 4% to 20% of all non-Hodgkin’s lymphomas, 
most of which are lineage B cell that develop in lymphoid 
tissue associated with mucous membranes (MALT ). (5) 
The involvement of T-cell lymphomas is less frequent and 
has a heterogeneous presentation. (6, 7)

Classically, it has been stated that the most frequent site 
of gastrointestinal lymphoma is the stomach, followed by 

Figure 1. CAT scan image showing wall thickening of thin loops.
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the small intestine, colon, cecum, esophagus and com-
promises of several parts of the GI tract. (8, 9) However, 
Ha’s review of 61 cases found that the small intestine was 
compromised in 20% to 54% of primary gastrointestinal 
lymphomas. (10) The least frequent site is the rectum. (11)

There have been a number of classification proposals throug-
hout history, (12, 13) but the World Health Organization 
(WHO) promotes the classification guided by the global con-
sensus of 2008. (14) The most frequent types are:
•	 MALT Lymphoma B in the extranodal marginal zone
•	 Intestinal T-lymphoma associated with enteropathy
•	 Immunoproliferative small intestinal disease (IPSID) 

which includes so-called alpha heavy chain disease and 
Mediterranean lymphoma

•	 Lymphomas associated with immunosuppression.

Some histological subtypes show a predilection for certain 
locations.
•	 MALT lymphoma for the stomach
•	 Mantle cell lymphoma for the terminal ileum, jejunum, 

and colon
•	 T-cell lymphoma is associated with enteropathy in the 

jejunum and follicular lymphoma in the duodenum. (15)

The distribution of gastrointestinal NHL varies in different 
populations. In North America, MALT lymphomas and 
diffuse large B-cell lymphoma predominate while in the 
Middle East and the Mediterranean basin IPSID predomi-
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Figure 2. Image of enteroscopy showing subepithelial nodules in jejunum.

Figure 3. A. 4x Normal mucosa on the left and lymphoma on the right. B. 4x Panoramic view of lymphoma. C. 3x Nested 
approach to tumor lymphocytes. D. 20x Nested approach to tumor lymphocytes.
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systemic pathology as in the case of Crohn’s disease. It has 
been shown to be slightly superior to enteroscopy fore 
detection of tumors, although with no statistically signifi-
cant difference. (17) In the case presented here, enteros-
copy was preferred because of its immediate availability.

In general, although this did not apply to the case presen-
ted here, when there is suspicion of intestinal lymphoma, 
capsule endoscopy has limitations because there are no 
pathognomonic images for diagnosis and because biop-
sies cannot be taken. (18) It is also important to consider 
the risk of intestinal obstruction due to capsule retention, 
which occurs in 0.75% of cases to 3.6% of cases. Risk fac-
tors include stenosis, swallowing disorders, fistulae, and 
previous clinic signs suggestive of obstruction. (19)

Computed tomography (CT) enterography is a first-line 
diagnostic method for suspicion of small bowel patholo-
gies. Advantages include availability, ease of use by techni-
cians at many institutions, and familiarity of images for cli-
nicians. (20) A high quality alternative that does not expose 

nates. In Africa, Burkitt lymphoma, and NHL, is fifty times 
more frequent than in the United States (2).

In the small intestine, B-cell NHL predominates in the 
ileum and T-cell NHL associated with celiac disease is 
more common in the jejunum. Different basic forms are 
seen in radiology studies: single or multiple mucous nodu-
les, focal or diffuse thickening of the intestinal wall or aneu-
rysmal dilatation of a segment, with or without mesenteric 
adenomegalies. Differential imaging diagnoses must decide 
primarily between adenocarcinoma and stromal tumors. A 
generalized multifocal appearance, absence of obstruction 
despite large tumor volume, and absence of hypervascula-
rization are signs that point towards a lymphoma. In the 
colon, particularly in the cecum and rectum, lesions may 
be polypoid masses, circumferential infiltrations, ulcera-
ted masses, thickened haustra or mucous nodules. (16) 
Capsule endoscopy is a useful tool when a primary patho-
logy of the small intestine is suspected and when there is 
suspicion that the small intestine has been affected by a 
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Figure 4. A. Presence of CD20, a marker of lineage B, positive for tumor lymphocytes. B. CD10, a marker of germinal centers 
of normal tissue lymphoid follicles, positive for tumor cells. The tumor cells are positive for which reason this is called follicular 
lymphoma. C. CD3, T lymphocyte marker, tumor lymphocytes in the center of the nodules are negative (blue). There are 
positive accompanying T lymphocytes in the periphery (brown). D. Ki67, a cell proliferation marker. In this case, 30%.
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tends to have an indolent course although it can become 
DLBC. For DLBC, chemotherapy is most frequently based 
on the CHOP scheme combination of cyclophosphamide, 
doxorubicin, vincristine and prednisone. When rituximab 
is added, this becomes the R-CHOP regimen. Rituximab 
is a genetically engineered chimeric monoclonal antibody 
that binds specifically to CD20 antigen, a phosphoprotein 
that is expressed in B lymphocytes. (28, 29)

Patient prognosis is related to factors that include age, 
histological subtype, stage at diagnosis and the presence 
or absence of systemic symptoms. Although the literature 
reports that the disease stage is the most important prog-
nostic factor for survival, it has been observed that perfora-
tion at the onset of the disease is a deleterious factor which 
is clearly associated with early mortality during the course 
of treatment. (30-32)

CONCLUSION

The gastrointestinal tract is the most frequent site of extra 
lymphatic non-Hodgkin’s lymphoma. The  stomach is most 
frequently affected, followed by the small intestine and 
colon. Although there is usually one primary site of involve-
ment, multi-segment involvement is common. Presentation 
is bizarre and depends on location but is most frequently 
associated with pain, obstruction, perforation and bleeding. 
This combination makes these lymphoma clinically indis-
tinguishable from other more frequent digestive tract neo-
plasias and even from subacute and chronic inflammatory 
pathologies. When associated with constitutional systemic 
symptoms, the diagnosis is more likely to target neoplastic 
pathology. It is necessary to maintain a high index of suspi-
cion to reach this diagnosis in a timely manner.
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