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Primary Intestinal Lymphoma

Eui Sup Shin, M.D., Chang Sik Yu, M.D., Joo Ryung Huh,
M.D.", Dae Woon Eom, M.D.", Cheol Won Suh, M.D.% Je
Hwan Lee, M.D.Z, Yoon Koo Kang, M.D.z, Hwan
Namgung, M.D., Hee Cheol Kim, M.D. and Jin Cheon
Kim, M.D.

Purpose: Primary gastrointestinal lymphoma is the most
common form of extranodal lymphoma. The clinical features,
histological distributions, treatment results and prognosis of
the primary intestinal lymphoma were evaluated.

Methods: A retrospective study was performed on 62
patients with primary intestinal lymphoma, as defined by
Lewin's criteria, from May 1990 to February 2002. The WHO
classification and Ann Arbor staging system were used for
histological classification and staging, respectively.
Results: The sex ratio of the patients was 43 : 19 (male :
female), and the median age was 54 years. Abdominal pain,
a palpable mass, and bleeding were the most frequent
symptoms on presentation. The ileocecal area was the most
frequent pathological site. Fifty-three cases were non-
Hodgkin's lymphoma of B-cell origination; all of the remaining
were T-cell originated. The mean survival period of B-cell
and T-cell originated were 59.3 and 14.3 months, re-
spectively (P<0.05). The 5 year survival rates of the pa-
tients in stage IE and IIE, and stage IlIE and IVE, were
52.4 and 32.6%, respectively (P=0.03). Six patients received
surgery, 17 chemotherapy, and 39 surgery with adjuvant
chemotherapy. Among the patients confined to stage IE and
IIE, the 3 year survival rates of the surgery and surgery with
adjuvant chemotherapy groups were 34 and 84%, re-
spectively (P=0.0049).

Conclusion: Primary gastrointestinal lymphoma of B-cell
origination was predominant in relation to the WHO clas-
sification and revealed a better prognosis when compared
to the T-cell originated lymphoma. For the patients with
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localized intestinal lymphoma, multimodality treatment (sur-
gery with adjuvant chemotherapy) is preferred to the sole
administration of chemotherapy. (J Korean Surg Soc 2003;
65:113-118)

Key Words: Primary intestinal lymphoma, Non-Hodgkin's
lymphoma, WHO classification, Prognosis
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AA A FZF0 Ak Lewin(5)9] 7150l whe} 2+
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Weleh o F 7155 EYE 4 5% 'JJ' ‘ﬁ"/] ZZ| 3]
i, W7 A E U T IR 2ARI A, o]d
sk AEES vlasle] dlete] IAE A ¥
g zA 84 BiE 2000400 AlAE WHO 2742 43_
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ZA4 FAE T AZ 719 Y ZZel= DAKOAH(Glostrup,
Denmark)®] CD3 & CD45ROel| thst A&, B AlE 7]
FZZollE= 9A] DAKOAHGlostrup, Denmark)®] CD203}
CD79a0l| tgt eHl& AH-8-3}3)th Mantle cell lymphomaol|
3] NovocastraA}(Newcastle, United Kingdom)-"% CD5 ¥
cyclin Dol gt ¢HAlE, Follicular lymphomaol] o3l DAKO
AH(Glostrup, Denmark)2] BCL2el] th3t -2} NovocastraAt
(Newcastle, UK)9] CD10el] w3t A& Agslion,
NK/T cell lymphoma 3! Enteropathy associated lymphomaoi]
3] Novocastrai}(Newcastle, UK)2] CD560l] tdt stA| =
A9l
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%x} 4304], o%x} 19@]& »‘M Hl% 2312 g7} 3kz9
H| o] wkokt} 7k AH LS 54 (8~80)A = 507 AA| 62
o 5 1791Q274%)Z 744 & w55 AA sk AlE 719
of Wzt Wl B AIE 7] HEZF9 3t 5o 534, T
AIZ 719 JlZFo] 942 F 7 7] o3t Aol glgith

&o] 4790(75.8%) = 71 =3k S0]9d
onm I 2 %—‘% 3] 214(33.9%), AFHA 104
(16.1%), 9 841](12.9%), M 1] 611(9.7), T 541(8.1%), A
AL 5901(8.1%), a3k 4901(6.5%), S 241(3.2%), T
gl FE 2d|(32%), T3 19](1.6%), G5 14(1.6%)T2
2 Uelydtt o] F 1 g8l SAuo] T AlE 7|19 Jl=F
o A FoetA = HIEE EchP<0.01).

T A DA% AT o2 AFHT 941(145%), AA
& 31(4.8%), A 24132%), AR A T FEREA
16(1.6%)7} #2 = G = Aol AR 2
T AE 719 I ZF 02 B AIZ 7| ZF3 |23 o]
7} 919 TH(P <0.01)(Table 1).

Pz o] At 9= 3wt 32682 7 Woka, &
7 1200], 93 A 9dll, A 3¢, 2 A 1|5 Ko
o chbd WS 2BQl A97) 5eflollA] Qlick(Table 2).
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s F ME I ME YES

Frofl wheh EFatis wl 626l B w3 =7 ¢

o] & B AIE 7| "FZFo] 53¢(85.5%) %
t}. Diffuse large B cell typee] 47¢l|Z B A|E 7] FZF9]
NEES XA319 2™ Follicular lymphoma 29|, Burkitt
lymphoma 2¢]], Extranodal marginal zone B-cell of MALT type
1], Mantle cell lymphoma 14]2] HIEE HSit}

*Z°1 e

Table 1. Clinical features of primary intestinal lymphoma accord-
ing to the cell type

B cell origi- T cell origi-
nated (n=53) nated (n=9) © VAU

Symptoms and signs

Abdominal pain 41 (71.3) 6 (66.7) NS*
Abdominal mass 20 (37.7) 1 (11.1) NS
Weight loss 8 (15.1) 2 (22.2) NS
Hematochezia 7 (13.2) 1 (11.1) NS
Constipation 6 (11.3) 0 (0) NS
Fever 1 (0.01) 4 (44.4) <0.01
Diarrhea 4 (0.1) 1 (11.1) NS
Dyspepsia 4 (0.1) 0 (0) NS
Melena 0 (0) 2 (22.2) <0.01
Nausea, Vomiting 2 (0.03) 0 (0) NS
Tenesmus 1 (0.01) 0 (0) NS
Anal pain 1 (0.01) 0 (0) NS
Preoperative complications
Intussusception 8 (15.1) 1 (11.1) NS
Bowel perforation 0 (0) 3 (33.3) <0.01
Obstruction 2 (0.03) 0 (0) NS
Fistula 1 (0.01) 0 (0) NS

* NS = not significant.
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T AE 71 FZEL £ 0d](14.5%)F ©] 5 NK/T cell
type 4|, Enteropathy associated T cell lymphoma 2¢]|, Peri-
pheral T cell lymphoma 3¢l th(Table 3).

Al 7] el ubE BEE vl A BAIXE 719 =%
H AE 7|7ko] SATNEE T AIE 719 JlZFo] 6570
el vl folshAl =2 AE 717 BACHP <0.01)(Fg. 1).
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Table 2. Location of primary intestinal lymphoma

Primary site n %
Small bowel 12 194
Ileocecal area 32 51.6
Right colon 9 14.5
Left colon 1 1.6
Rectum 3 4.8
Multiple lesion 5 8.1
Total 62 100

Table 3. Histological distribution according to WHO classification

n (%)
B cell originated 53 (85.5)
Diffuse large B cell 47 (75.8)
Follicular 2 (3.2)
Burkitt 2 (3.2)
MALToma 1 (1.6)
Mantle cell 1 (1.6)
T cell originated 9 (14.5)
NK/T cell 4 (6.5)
Enteropathy associated 2 (3.2
Peripheral T cell 3 (4.8)

Table 4. Clinical stage according to Ann Arbor staging system

Stage n (%) Mean survival (mo)
Ie 9 (14.7) 62

1 37 (60.7) 46.1

Ilg 5 @82 16.8

IVg 10 (16.4) 37.2

Total 61 P<0.05

61750l 4] AJ3YE| 9l o Wiwo] $Atel I3kH 1g7] Ak
9o|(14.7%), W HZA XJ_OI% Fhkstgl oy 57 el
T3E AW 1e7] b= 376(60.7%)% o &Rt A
HEZA7A] Aol & FHksE 7] 3kA}F 590(8.2%), ZF, HlA,
=5 Y A7 o] 9] o] Ao Aol & FHkgt IVe7] At
= 109](16.4%) %3 t}(Table 4).

A 5 AEEL 489%9 0 TXH FEo] 7T
Ig, 7] 3HAF9F 28 A 33k I, IVe7] $HAHES AEES
B 23190 uf 7+ 51 AEE0| 524%, 32.6%E EAR L
2 9% Ho] & HATh(P=0.03)(Fig. 2).
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Fig. 1. Cumulative survival according to cell origin in the patients
with primary intestinal lymphoma.
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Fig. 2. Cumulative survival according to stage in the patients with

primary intestinal lymphoma.
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Surgery with adjuvant
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Fig. 3. Cumulative survival according to treatment modalities in
the patients with stage I and II primary intestinal lym-
phoma.

A AAE 20, AW AAE 167F A= et
A7) XA & el whE Al 7 ZH2he] AE 717k Fok
2 14, 18709, 7T1Eelg o] FAF o E {23t 2}
ol& sldlth Y I, M7l 9] T4 o A3 ghAol
golAl et g yut *lﬁ“ﬂ 7359 ¢ 9 Bz gdelslet
He AldYet 7 7he] AEE vl Al Zbzkel 3\ AEE
o] 39%, 84%E <]t x}o]—g HAHP<0.01)(Fig. 3).
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Fig. 4. Diffuse large B cell lymphoma. (A) The tumor is composed of large sized atypical lymphoid cells (%400, H&E). (B) The tumor
cells show surface B cell antigen in immunohistochemical staining with monoclonal antibody of CD79a (%400, ABC).

Fig. 5. Peripheral T cell lymphoma. (A) The Tumor is composed of small to medium sized atypical lymphoid cells (X400, H&E). (B)
The tumor cells show the surface T cell antigen in immunohistochemical staining with monoclonal antibody of CD45RO (%400,

ABC).
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