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Abstract

Primary Gastrointestinal Lymphoma (PGIL) is the commonest Extranodal 
Lymphoma (ENL), which accounts for 30%-40%. It is important to understand 
them and keep them in mind in differential diagnosis in daily clinical practice. 
Men are more frequently affected than are women. The clinical presentation 
of gastrointestinal lymphoma is frequently associated with pain, masses, 
perforations and obstructions. We are reporting the case of a young woman with 
intestinal obstruction diagnosed as Diffuse Large B Cell Lymphoma (DLBCL).
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Introduction
Lymphoma is a heterogeneous malignancy, showing a highly 

variable outcome especially for the primary gastrointestinal 
lymphoma (PGIL) [1].

Primary intestinal lymphoma principally affects the digestive 
tract. In almost all cases, the intestinal lymphoma is a non-Hodgkin’s 
Lymphoma (NHL) [2]. Primary gastrointestinal NHL accounts for 
30-40% of all extranodal NH [3]. Primary Intestinal Lymphoma 
(PIL) is a male predominant disease, and male:female ratio was 
2.5:1 [4]. Stage and age were prognostic factors in many reports and 
the size of the mass were also mentioned [5]. The etiology of PGIL 
is still not clear, autoimmune diseases, some immunosuppressive 
agents, Helicobacter pylori infection, high protein and high fat diet, 
environmental pollution are associated with increased incidence [6]. 
Most common part of small intestine affected by lymphoma is ileum 
followed by jejunum and duodenum [7]. In most series of published 
literature, surgery was followed by adjuvant multiagent chemotherapy 
(CHOP) which has led to improved outcomes [8].

Case Presentation
A 20 years old woman presented with abdominal pain and 

discomfort for several months, she went to the several doctors without 
proper diagnosis. She was associated with fever and weight loss, no any 
peripheral lymph nodes are palpable, no hepatosplenomegaly. Her 
medical history was unremarkable. No history of H. pylori infection. 
Laboratory tests of blood were elevated the B2-microglobulin and 
LDH and the others blood tests were within the normal limits. 
Abdominal radiography was normal. On February 2014 patient 
underwent to laparotomy due to signs and symptoms of intestinal 
obstruction. The resected bowel on histopathological examination 
and Immunohistochemistry (IHC) was diagnosed as Diffuse Large 
B Cell Lymphoma (DLBCL). Post operation patient received six 
cycles of CHOP protocol with well tolerance and good response. 
She did evaluation by whole body Positron Emission Tomography-
Computed Tomography scan (PET-CT-scan), which appeared 
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multiple mesenteric, largest was 1.4cm. We recommended to add two 
cycles of CHOP then we evaluated her after the eighth cycle, whole 
body positron emission tomography-computed tomography verified 
complete resolution of the malignancy and the Para clinical where 
reduced to the normal range for LDH 158, B2- macroglobulin 1.2. 
The patient was evaluated in regular interval at first every 3 months 
for the first year then every 6 months after that annually. Follow- up 
evaluation consisted of interval history and physical examination. 
The CT scans and tumor marker including ESR, B2-microglobulin, 
LDH were used during the follow-up always staying in the normal 
range. Our patient is complete remission without any complain or 
any relapse and no distant metastasis according to the last evaluation 
on September 2021.

Discussion
Primary gastro-intestinal lymphoma accounts for 1%-4% of 

all gastrointestinal malignancies [9]. Gastrointestinal lymphoma 
accounts for 5-10% of all non-Hodgkin’s lymphoma with intestinal 
lymphoma contributing 15-20% of all gastrointestinal lymphoma 
[10]. The gastrointestinal tract is the most common site of extranodal 
involvement for diffuse large B-cell lymphoma (DLBCL) [11]. High-
grade B cell lymphoma was the most common subtype in all the 
patients. This was followed by T cell lymphoma, which is apparently 
more than in Europe [12]. Majority of these arise in the stomach 
(up to 65% of all GI lymphoma) followed by the small bowel (20-
30%) with rest arising in the colon and rectum [13]. Most common 
site involving in lymphoma of small intestine is ileum (60%-65%) 
followed by jejunum (20%-25%), duodenum (6%-8%) [14]. The 
ileocaecal region was the most common site, with a frequency of 
38.3% [15]. Computed tomography (CT) enterography is a first-line 
diagnostic method for suspicion of small bowel pathologies [16]. Most 
of the patients received combined treatment including surgery and 
chemotherapy with or without radiotherapy [17]. Urgency of surgical 
operation has also been reported as an important factor affecting 
survival along with histological subtype where in B cell lymphomas 
have better prognosis than T cell phenotype [18]. Patient prognosis 
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is related to factors that include age, histological subtype, stage at 
diagnosis and the presence or absence of systemic symptoms [19].

Conclusion
Lymphoma can be nodal and extranodal. The most typical 

site of extranodal lymphoma is GIT. Commonly affecting the 
stomach, Small Intestine (SI), and Large Intestine (LI). DLBCL is 
an aggressive (fast-growing) and it can develop in the lymph nodes 
or in “extranodal sites” (areas outside the lymph nodes) such as the 
gastrointestinal tract, testes, thyroid, skin, breast, bone, brain, or 
essentially any organ of the body. A diagnosis is often only made after 
surgical exploration. Surgical resection and chemotherapy have been 
and remain the mainstays of treatment. Prognosis is often mixed with 
median survival of above 5 years reported in various series. Our case 
is complete remission and still alive without any complain or relapses 
until published this article.
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