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ÖZET

Gastrointestinal sistem primer ekstranodal lenfomaların en sık görüldüğü 
yer olmasına rağmen primer intestinal lenfomalar nadir karşılaşılan 
klinik durumlardır. İntestinal lenfomalar genellikle non-spesifik ve kronik 
abdominal şikayetlerle ortaya çıkarlar. Bu yazıda acil servise ani başlayan 
şiddetli karın ağrısı şikâyeti ile başvuran perfore olmuş ince barsak 
lenfoma olgusunu sunmayı amaçladık.
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ABSTRACT

Primary intestinal lymphomas (IL) are rare clinical entities despite the 
gastrointestinal tract is the most common localization for primary extra 
nodal lymphomas. Generally IL presents with non-specific and chronic 
gastrointestinal symptoms. We aimed to present a perforated small 
intestinal lymphoma case who admitted emergency service with the 
complaint of sudden onset abdominal pain.
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 Introduction

 The gastrointestinal tract (GIT) is the most com-
mon localization of primary extranodal non-Hodgin’s 
lymphomas (NHL). Primary intestinal NHL is the third 
most common small intestinal neoplasm after adeno-
carcinoma and carcinoid tumors.1 The term of ‘primary 
intestinal lymphoma’ includes some particular subgro-
ups: immunoproliferative small intestinal disease (Medi-
terranean lymphoma), the western type lymphoma, the 
enteropathy-associated T-cell lymphoma and the childho-
od type lymphoma. 2 Due to the fact that clinical and ima-
ging findings are silent, the diagnosis of  intestinal lympho-
ma are difficult and generally detected via laparotomy. In 
this paper, present a perforated small intestine lymphoma 
case because of its rare incidence.

 Case Report

 A 65-year-old man attended to emergency service 
with the complaint of a sudden onset severe abdominal 
pain. In physical examination, revealed abdominal tender-
ness and diffuse muscular defense. Blood counts were 
normal. Free air imaging at below right diaphragmatic area 
was detected in conventional abdominal graphy (Figure 1). 
Initially, peptic ulcus perforation was suspected due to cli-
nical complaints started only 2 hours before and muscular 
defense accompany of intraabdominal free air was pre-
sent in physical and radiological examination. In the opera-
tion; exploration of the gastric antrum, 1st and 2nd part of 
the duodenum were normal. In the further examination, a 
mass that 5 cm in diameter, lobulated contour and perfo
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rated was determined in antimesenteric location in jejunal 
segment of 120 cm away from teritz ligament (Figure 2 
and 3). There weren’t detected lymphadenopathy in the 
mesenteric or paraaortic area, liver and spleen were nor-
mal as macroscopically.  Partial jejunal resection and end-
wise anastomosis were performed. The patient was disc-
harged as uneventful on postoperative fifth days.  In the 
pathologic examination, malignant cells that containing of 
hypercromatic nucleus, narrow cytoplasm, small nucleo-
lus and infiltrated to serosa were detected and malignant 
lymphoma or poorly differentiated carcinoma was tho-
ught. Immunohistochemical staining was diffuse positive 
for CD20 and negative for CD5, CD10 and Epstein-Barr 
virus. Thus, we made a diagnosis of malignant lymphoma 
(diffuse large B cell lymphoma). The patient who adjuvant 
chemotherapy planned died after 6 months on account of 
systemic complications.

 Dıscussıon
 The incidence and localization of primary gastro-
intestinal lymphomas vary in different geographical regi-
ons around the world. The stomach is the most common 
site of primary gastrointestinal lymphomas in western 
country, but the small intestine is the most common lo-
calization for intestinal lymphomas in the Middle East.  In 

addition, intestinal lymphomas may  arise in the colon and 
rectum.3 Moreover clinical features and prognosis are dif-
ferent from each other.

Intestinal lymphomas generally presents with non-spesific 
abdominal complaints such as abdominal pain, nause, vo-
miting, constipation or diarrhea.2 These complaints are 
the most often encountered abdominal complaints in the 
emergency services. Therefore, these complaints are not 
pathognomonic signs for any disease such as intestinal 
lymphomas and diagnosis of intestinal lymphoma is not 
a frequent diagnosis in emergency services. Whereas, 
peptic ulcer perforation is a more commonly encountered 
clinical entity in emergency services around the world. Ini-
tially, was thought of peptic ulcus perforation as first diag-
nosis because of patient’s history, physical examination 
findings and radiologic imaging of subdiaphragmatic free 

Figure 1: Convantional abdominal graphy; free air view at right 

subdiaphragmatic area 

Figure 2 and 3: Operation findings; a mass that 5 cm in diameter 

and perforated from antimesenteric part in the jejunum 
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air imaging at admission. Because combination of clinical 
and radiologic findings which sudden onset of severe ab-
dominal pain, diffuse abdominal tenderness and subdiaf-
ragmatic free air view in the abdominal graphy are gene-
rally suggest this disease.
 Different radiologic views can be detected in the 
barium studies because of varied macroscopic structures 
such as infiltrating, polypoid, nodular or ulcerative form.4 
Non-Hodgin’s lymphoma of the small bowel doesn’t cau-
se a desmoplastic reaction so that intestinal obstruction 
is rare, but the large and solitary polypoid mass may ca-
use an intussusception. On computed tomography (CT), 
typically presents as a homogenous density mass causing 
mural thickening and separation of adjacent small bowel 
loops.5 
The treatment protocols are unclear. Surgical resection 
should be applied for localized disease. Patients prognosis 
who has early stage disease and underwent surgical re-
section is better than others who has extensive disease.6 
The management of extensive disease remains controver-
sial. Conservative resection consists of limited resection 
of obstructed or perforated segments followed by abdo-
minal radiation. However, some authors argued for agg-
ressive surgical debulking of all intestinal lymphomas. In 
fact, aggressive surgery may be benefit, because this pro-
cedure may improve local control and eliminate early mor-
tality from visceral perforation or hemorrhage in advanced 
disease during adjuvant therapy.2 Adding chemotherapy 

to treatment protocol positively effects of survival.
 In conclusion, the gastrointestinal lymphomas are 
rare diseases and might be presented with unexpected 
clinical entities such as perforation.
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