
ABSTRACT

Acase with a rare coexistence of adenocarcinoma of the stomach and T-cell lymphoma of the stomach and jejunum,
diagnosed postoperatively, was reported. The patient underwent surgical intervention for passage problems and a
distal subtotal gastrectomy and Roux-En-Y gastrojejunostomy were performed and the approach for the intestinal
lymphoma was discussed. 
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INTRODUCTION

Although primary gastric malignant lymphoma, first descri-
bed by Theodor Billroth in 1871, accounts for slightly more
than 10% of all lymphomas at extranodular sites, it is a relati-
vely rare clinical event, representing only 1% of all malignant
diseases of the stomach. In addition, such diseases mostly tend
to be B-cell lymphoma, while T-cell lymphoma is extremely
rare (9). This case of coexistent malignant lymphoma of the
stomach, jejunum and carcinoma of the stomach reported he-
re is unusual and worthy of discussion.

CASE 

A57-year-old man was brought to our institution with a recent
history of abdominal pain, anorexia, nausea, and vomiting
over a 2-month period. His recent medical history was signi-
ficant due to his 20 kg weight loss in six months. He had no
diarrhea. He used drugs irregularly for schizophrenia. A diag-
nostic upper gastrointestinal system endoscopy was perfor-
med and a vegetative mass on the antrum of the stomach, al-
so an ulcerative lesion on the corpus were found. The pylorus
was decentralized and deformed. A biopsy was carried out
which revealed adenocarcinoma with signet ring cells. The
patient’s blood count, biochemical profile and tumor markers
(AFP, CEA; CA19-9) were in normal ranges, except for hypo-
albuminemia (serum albumin level: 1.9 g/dl). The serologic
tests for hepatitis A, B, C and HIV were performed and the
results were negative. Subsequent abdominal CT revealed
diffuse thickening of the gastric wall located at the antrum.
There were no significant lymph nodes at any area including

the paraaortic area and distant metastases. Total parenteral
nutrition and human albumin solution (20% 100 ml 2 x 1 IV)
were given for 10 days preoperatively, because of  hypoalbu-
minemia and his nutritional status. Deep venous thrombosis
prophylaxis was administered (enoxaparin sodium 0,4 ml 1 x
1 SC). Afterwards, laparotomy was performed. During the
exploration, a 6 x 5 cm tumor on the antrum of the stomach
was observed, which did not invade serosal surface. There
were three obstructing masses in the first 50 cm of the jeju-
num from the Treitz ligament with invasion of the serosal sur-
face and there were conglomerated lymph nodes on the meso-
intestinum and paraaortic area. A sampling of these lymph
nodes was made intraoperatively and there were no signs of
adenocarcinoma metastasis or lymphoma during the frozen
section examination. Due to the obstruction of the small intes-
tine, distal subtotal gastrectomy and Roux-En-Y gastrojeju-
nostomy with 55 cm resection of the jejunum with duodeno-
jejunostomy were performed. An antibiotic with broad-spect-
rum coverage was initiated (ampicillin/sulbactam 4 x 1
g/day). The patient was extubated and taken out of the ope-
rating room. The day after, his general physical status  had
worsened; he became dyspneic, tachypneic, and hypoxemic
(pH: 7.25, pCO2: 55 mmHg, pO2: 61mmHg, HCO3

-: 29
mmol/l).The patient was re-entubated and relocated in the
reanimation ward. The day after, his body temperature was
38.4 0C and  leukocyte and platelet counts were 4200 /mm3

and 35 000 /mm3, respectively. His trachea, urine and blood
cultures were taken and were found sterile. The blood count
revealed pancytopenia with  Hb of 7.3 g/dl, Hct of 22%,
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leukocyte count of 2700 /mm3 and platelet count of
27 000/mm3. A blood smear confirmed the pancytopenia. The
biochemical profile of the blood was normal except for the ob-
servation of hypoalbuminemia (2.4 g/dl) and the coagulation
tests (prothrombin time: 21.5 seconds, partial thromboplastin
time: 73.1seconds and INR: 1.97). Fresh frozen plasma solu-
tions were administered. An abdominal CT was performed to

look for a possible intraabdominal sepsis. No anastomotic
leakage or intraabdominal fluid collection were found. A dis-
seminated bronchopneumonia was diagnosed from his chest
X-ray. On  the 5th postoperative day, the patient died of the
bronchopnuemonic sepsis (Figure 1). 
On the pathological examination of the specimen, one polypo-
id tumoral mass having the measures of 5 x 4 x 3 cm was
found on the antrum and an additional ulcerous lesion -2 cm
in diameter- was apparent in the corpus of the stomach. On the
resected specimen of the intestine, there were three multifocal
tumoral lesions of 3 cm in  diameter,  the greatest tumor, lo-
cated  at 22 cm and 15 cm distance from each other and were
separated with normal, intact mucosa, which obstructed the
intestinal lumen and infiltrated the intestinal wall. 
Histological examination of the gastric ulcerous lesion re-
vealed signet cell carcinoma limited to the mucosal layer, but
with metastasis at two of the peri-gastric lymph nodes (Figure
2). The tumors of the intestine had invaded the serosa and me-
tastasized two of the lymph nodes. The surface epithelium of
both the polipoid lesion of the stomach and the tumors of the
intestine were ulcerated. Beneath the ulcerous area, an infilt-
ration of evident pleomorphic lymphoid cells with large nuc-
lei and prominent nucleoli was observed. In the stroma, there
was dense eosinophilia (Figures 3A, 3B, 4A, 4B). There were
no morphologic or histopathologic findings related to entero-
pathy on the intestinal mucosa other than the tumor.
The immunphenotype of the tumoral cells revealed that the
neoplastic cells were positive for CD30, LCA, CD43 and per-
forin and negative for CD20, granzyme B, CD2, CD3, CD5,
ALK1, fascin, CD15 and EBV (Figure 4A, 4B). With these

Figure 1. Patient’s chest X-ray with disseminated bronc-

hopneumonia 

Figure 2. Metastasis of signet cell carcinoma in the lymph node with cytokeratin dye (x500).

Mide adenokarsinomu ve mide jejunumda T-hücreli lenfoman›n birlikte görüldü¤ü bir olgu
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Figure 3A. Pleomorphic tumoral lymphoid cells

in the mucosa (HEx500).

Figure 3B. Cells resembling Reed-Sternberg cells

(HEx500).

Figure 4A. CD30 (+) tumoral lymphoid cells on

gastric specimen. 

Figure 4B. The tumoral cells are seen (-) and the

epithel cells of the mucosa are seen (+) at the sa-

me specimen with the cytokeratin dye.

A case coexistent adenocarcinoma of the stomach and T-cell lymphoma of the stomach and  jejunum
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immunphenotypic and histopathologic findings, this patient
was diagnosed as CD30 (+) anaplastic large cell lymphoma.

DISCUSSION

Malign lymphoma of the stomach has rarely been reported in
association with gastric cancer. In addition, primary T-cell
lymphoma of the stomach is a rare disease, most gastric
lymphomas being of B-cell type (9). According to our litera-
ture review, only 3 cases of primary T-cell lymphoma associ-
ated with gastric cancer have previously been reported (2, 6,
7).
Although, the majority of the T-cell lymphomas within the
gastrointestinal tract are associated with enteropathy (1, 5, 8),
the case presented here had no diarrhea; in addition no enthe-
ropathy proved by pathological examination was found. 
The tumor cells of the presented case showed  CD30 (+),
CD43 (+), LCA (+) and perforin (+) immunophenotype.
These findings are in concordance with CD30 (+) T-cell
lymphoma. Enteropathy-associated T-cell lymphomas can
show a CD30 (+) phenotype, however our case had no ente-
ropathy proved by microscopic examination. Infiltration of
eosinophilic cells were determined by microscopy and con-
firmed the diagnosis of the T-cell lymphoma (4).
According to the Ann Arbor classification, our patient had sta-
ge II2EA T-cell lymphoma. Due to the possibility of perfora-
tion or hemorrhage of the tumor after radiotherapy or chemo-
therapy, en bloc resection of the tumor and regional lymph
nodes including a margin of normal tissue in the specimen is
the treatment of choice according to most publications for this
stage of the lymphoma (3, 5). 
Our patient was admitted to the clinic with acute abdominal
pain accompanied by abdominal distension and bilious vomi-
ting. The CT scan and endoscopic examination revealed that
there is no pathology which could explain the obstruction. On
the laparotomy, mass lesions in the first 50 cm of the proximal
jejunum were seen. Because of the antrum filling gastric tu-
mor and the jejunum obstructing lesions, a distal subtotal gast-
rectomy and Roux-En-Y gastrojejunostomy were performed.
During the postoperative course, after the worsening of the
physical status of the patient, a CT was taken to investigate the
possible existence of an anastomotic leakage. There was no
intraabdominal pathology. The patient’s white blood cell
and thrombocyte count  decreased. Bronchopneumonia was
observed in his chest X ray. Although the cultures taken from
the trachea and the blood were found sterile, the patient was
thought to have died of a disseminated infection caused a vi-
ral or mycotic agent, which could not be cultured, accelerated
by the immunodefiency due to his malignant immune system

disease and by his surgical stress condition.
In conclusion, the most important point that should be grasped
from the presentation of this unusual case is that it is impor-
tant to keep in mind the possibility of a second or an unexpec-
ted tumor even there is a pathologically proven diagnosis and
to recall the probability of immunosuppression in a case of T-
cell lymphoma. If a lesion is found on the jejunum resembling
a bunch of grapes, the intestinal lymphoma should be consi-
dered and if there is no obstruction, aggressive surgery should
not be attempted. Otherwise, a by-pass procedure or a limited
resection should be considered. Although most of the gastro-
intestinal lymphomas are associated with enteropathy, it is im-
portant to note  before the treatment decisions for the patient
that it is not a definite rule. The possibility of a gastrointesti-
nal lymphoma should be kept in mind even for an emergent
surgical intervention  for gastrointestinal obstruction.
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