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Abstract

Most human lymphomas were consistent. Only few patients suffered two or more different types of
lymphomas. We presented a case of discordant lymphomas composing simultaneous gastric diffuse large
B-cell lymphoma and mixed cellularity Hodgkin lymphoma in stomach in a 50 y old male patient. The
two lymphomas were clone-related lesions and with the same precursor cell, but they had their own

typical gene mutations.
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Case Presentation

A 50 y old male patient consulted our hospital for intermittent
satiety for more than 6 months, who had no symptoms such
like acid regurgitation, anepithymia, epigastralgia, nausea,
vomiting, fever or melena, however, it could be relieved by
domperidone or rabeprazole. There was no significant weight
loss during the last 6 months. The patient has experienced
appendectomy 10 y ago and not addicted to alcohol or tobacco.
One month ago, the patient got worse symptoms of epigastric
satiety with eructation, which could not be remitted by
symptomatic treatment. Result of gastroscope inspection in
local hospital showed an ulcer in antral wall, malignant change
cannot be excluded. After the patient was admitted in our
hospital, the CT scan of abdomen was performed, which
revealed that irregular thickening of the antrum wall and
multiple enlarged lymph nodes, tending to a malignant ulcer.
The first gastric biopsy showed that numerous
lymphoproliferation and a few atypical cells in lamina propria
of gastric mucosa. To make a clear diagnosis, second gastric
biopsy was performed and the results revealed that atypical
cells infiltrating in antral mucosa. Considering the both results
of imaging test and pathological tentative diagnosis, the patient
was diagnosed with advanced gastric carcinoma and received
gastrectomy of stomach neoplasms (distal gastrectomy/D2/
Billroth's I).

One pyloric lymph node of 1.2 cm diameter was examined by
rapid pathological examination during the operation, which
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was highly suspected to be Hodgkin lymphoma. After
operation, the lymph node was processed with conventional
pathological examination. The lymph node destruction and
focal interstitial fibrosis could be found under microscope, but
there was no fiber strips around nodules. There were
neutrophils, plasmocyte and -ehistiocyte-like-cells in the
background under the microscope. Large cells with distinct
nucleolus were dispersedly distributed. Typical RS cells could
be found (Figure 1). Immunohisto-chemical examination
showed CD15 (+), CD20 (-), CD3 (-), CD30 (Ki-1) (+),
CD79a (-), EMA (-), PAX-5 (partial large cell +).

The pathological examination of gastrectomy specimen
showed that there was an area of thick gastric duplicature about
6 X 7 cm in gastric antrum, resembles gyrus shape and the
thickness of gastric wall was about 0.9 cm. Twenty-two and 12
lymph nodes were detected in lesser curvature and greater
curvature respectively. Microscopically, medium to large
lymphoid cells infiltrated diffusely in mucous layer and
submucosa of lesser curvature and the background was
composed of small lymphocytes and large cells with distinct
nucleolus. Multinucleated cells could be found occasionally
(Figure 2A). Lympho epithelial lesions could be found in
mucosal surfaces. One of these 34 lymph nodes was involved.
Immunohistochemical examination showed CD20 (++), CD15
(-), CD30 (++), CD3 (-), Mum-1 (scattered+), CD79a (++),
BCL-6 (-), BCL-2 (-), CD10 (-), Ki-67 index (90%) (Figures
2B-2F). The final pathological examination showed that in
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gastric antrum, there was Diffuse Large B-Cell Lymphoma
(DLBCL), non-germinal center B-cell like subtype, poorly
differentiated. However, in gastric pylorus it was mixed with
cellularity Hodgkin Lymphoma (MCHL).
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Figure 1. RS cells in pyloric lymph node. A. RS cells in pyloric lymph
node, HE, X400; B. pyloric lymph node, RS cells CD15 (+), IHC,
X200; C. pyloric lymph node, RS cells CD30 (+), IHC, X400; D.
pyloric lymph node, RS cells CD20 (-), IHC, X400.

Figure 2. Gastrectomy specimens. A. Gastrectomy specimens gross
appearance; B. Gastrectomy specimens HE, X40; C. Gastrectomy
specimens HE, X400; D. Gastrectomy specimens CDI15 (-) IHC,
X400; E. Gastrectomy specimens CD20 (+) IHC, X200, F.
Gastrectomy specimens CD30 (+) IHC, X200.

The patient recovered well after the operation and was
discharged in 7 d. The bone marrow biopsy and bone marrow
smear were performed 1 month later. No enlarged superficial
or deep lymph node was found by physical examination,
ultrasonography or CT scan. No tumor cells were found in
cerebrospinal fluid. These results indicated that the tumor was
primary. The patient received R-CHOP therapy in our
hematology department for 8 courses and was in stable
condition by 1 y following up.

Discussion

Most human lymphomas were consistency. They could occur
in different sites simultaneously. Non-Hodgkin’s Lymphomas
(NHL) are a heterogeneous group of lymphoproliferative
malignancies that are much less predictable than Hodgkin’s
and have a far greater predilection to disseminate to extranodal
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tissues [1]. In the head and neck region, NHL has been
observed in the Waldeyer’s ring, oral mucosa, salivary glands,
paranasal sinuses, laryngeal tissue, and osseous structures [2].
The pathological type is generally identical and will not change
during the development and progression of disease. However,
few patients suffered two or more different types of
lymphomas, simultaneously or successively, even in the same
lymph node. Composite Lymphoma (CL) was defined as those
two different types of lymphoma occurred in the same
anatomic site or tumor. And discordant lymphoma (DL)
occurred with different types in different sites [3]. Both CL and
DL were rare. According to the above classification, the patient
in our case report, who was DLBCL of stomach combined with
MCHL of pyloric lymph node, supposed to be DL.

DLBCL is a kind of tumor composed of large B-lymphoid
cells. 25-30% adult non-Hodgkin lymphomas in Western
countries are DLBCL, morbidity in some developing countries
is even higher. The median patient age of DLBCL is 70 y old,
meaning that mainly occurs in elderly patients. The morbidity
is slightly higher in males. The etiology of DLBCL is not clear
so far, and underlying immunodeficiency is one of the
important risk factors. Generally, DLBCL is primary, but also
could be secondary sometimes as the progression and
transformation of indolent lymphoma, such as follicular
lymphoma, marginal zone lymphoma and nodular lymphocyte-
predominant Hodgkin lymphoma [4]. Gastrointestinal tract is
the most common location of extranodal lymphoma. There are
plenty of morphological changes and more than 10 histologic
subtypes of DLBCL, characterized by medium to large cells
and diffusely infiltrating. DLBCL has 2 cell origins, germinal
center and activated B lymphocyte, according to gene
modification, IHC characteristics and prognosis of patients.
The former has better prognosis. The case in our report was
primary DLBCL of stomach originating from activated B
lymphocyte with anaplasia, and partial cells express CD30 but
CD15.

MCHL is a subtype of CHL, characterized by typical RS cells
with the background of granulomas composed of diffused or
clustered small lymphocytes, plasmocytes, eosinophilic
granulocytes and histocytes, no incrassation of lymph node
capsule, fibers encircled nodular or wide fibroplasia [5].
Typical diagnostic RS cells are common. MCHL accounts for
approximately 20~25% of classical Hodgkin lymphoma.
Median age of the patients is 37 y old and 70% patients are
male. B symptom is the most common clinical manifestation of
MCHL. Lymph nodes involved is common, 30% patients are
associated with spleen involvement [6]. Mediastinum and other
parts of the body are rarely affected. Consequently it is more
rarely that only pyloric lymph nodes were involved signally in
this case.

In this case, the middle-aged male patient got initial symptoms
of satiety. Gastric antrum resembles hypertrophic gastropathy,
large B-cells infiltrated diffusely with poorly-differentiated
area microscopically. IHC results indicated B-cells source,
which supported the diagnosis of stomach Diffuse Large B-
Cell Lymphoma (DLBCL). It was completely different with
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gastric lesions that pyloric lymph node was found with large
cells dispersedly distributed in complex background cells
partially in accord with typical RS cells of Hodgkin lymphoma.
Immunohistochemical examination showed that pyloric lymph
node lesion was different from gastric lesion with CD15 (+),
CD30 (Ki-1) (+), CD20 (-), which supported the diagnosis of
Hodgkin lymphoma. The examination one month after
operation excluded the possibility that lesions of stomach and
pyloric lymph node were secondary tumors, meaning that they
were both primary.

Beside the classic DLBCL morphology, there is less
differentiated area in this stomach lymphoma case. In addition,
several exceptional multinuclear cells arouse our attention.
They were similar to popcorn cells of MCHL, CD15 (-), which
were considered possibly as transformational large lymphoid
cells but not HRS cells. Hence, whether there might be a link
between MCHL and DLBCL still remain to be confirmed.

It is reported that the relationship of two types of lymphoma in
composite or discordant Hodgkin lymphoma and non-Hodgkin
lymphoma was complicated. The two lymphomas were
independent lesions. The posterior lymphoma was supposed to
be the transformation of anterior one, which meant that they
were clone-related lesions [7]. The two lymphomas were
clone-related lesions and with the same precursor cell, but they
had their own typical gene mutations [8]. Greiner et al. [9]
demonstrated that most of composite HL and B cell lymphoma
were clone-related using microdissection and PCR detecting of
Immune globulin (Ig) or T-cell receptors gene V region.
Typical gene mutations were detected in the Immune globulin
(Ig) gene V region of both composite HL and B cell
lymphoma, which suggested that Hodgkin lymphoma and B
cell lymphoma might be originated from the same precursor
cell that highly possible is follicular germinal center B cell and
progress to two different lymphomas individually. Briiuninger
et al. [10] has reported 6 composite Hodgkin lymphomas and
T-cell lymphomas, of which 2 cases were cloned origin, while
the other 4 cases were not.

In this case, morphologies and immunophenotypes of the two
lymphomas were inconsistent, and no more molecular
detections were performed. Considering all above, clone-
related lesions cannot be excluded in this case. It has been
reported that marginal zone B-cell lymphoma of the Mucosa-
Associated Lymphoid Tissue (MALT) turns into DLBCL,;
Hodgkin lymphoma turns into DLBCL after therapy [I1].
Therefore, the patient received R-CHOP (Cyclophosphamide
+Adriamycin+Vincristine+Prednisone+Rituximab) therapy for
3 courses instead of ABVD therapy, and is still in stable
condition so far by following up for 1 y.

Conclusions

In conclusion, we report a case of discordant lymphomas
composing simultaneous gastric diffuse large B-cell lymphoma
and mixed cellularity Hodgkin Lymphoma in stomach. It
reminds us to focus on the different lesions which involved
lymph nodes in gastrointestinal lymphomas.

Biomed Res- India 2017 Volume 28 Issue 14

Immunohistochemistry is contributed to the diagnosis.
Moreover, whether the appendectomy patient received 10 y
ago was related to multiple different lymphomas is not clear
and need to research further more.
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