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INTRODUCTION: Non-Hodgkin's B-cell lymphomas represent the vast majority of primary 

gastric lymphomas, whereas primary Hodgkin's lymphoma (HL) involving the stomach is 

exceedingly rare and only a few cases have been reported in the medical literature to date. A 

diagnosis of HL depends primarily on the detection of Reed-Sternberg cells using light microscopy 

technique. Hodgkin’s disease is typically characterized by non-tender lymphadenopathy (m/c 

cervical group). The set of B symptoms (fevers, night sweats, weight loss >10%) may also be 

present. However in few cases the disease may be localized to gastrointestinal tract and regional 

lymph nodes. In such cases it is called as primary gastrointestinal lymphoma. The stomach alone 

may be involved, and such cases of primary lymphoma of stomach have been reported. 

Lymphomas of stomach are generally non-Hodgkin’s type & represent 5% of primary gastric 

malignancies. Here we report a rare case of primary gastric Hodgkin’s lymphoma, the diagnosis of 

which was confirmed postoperatively. 

 

Case Report: 

• A 35 year male patient presented with complaints of pain abdomen for the last one 

month. Pain was localized to epigastric region and was radiating to back. It was 

associated with post-prandial fullness and occasional non-bilious vomiting. History of loss 

of appetite & loss of weight was present. Patient was chronic alcoholic for the past 8 

years. No history of chronic medication intake or any previous surgeries in the past. No 

significant family history. On examination vitals were stable, abdomen was soft, epigastric 

tenderness was present and bowel sounds were heard normally. Rest of the clinical 

examination was within normal limits. On Upper GI Endoscopy there was presence of 

gastric stasis with residual food material. Repeat UGI Endoscopy after stomach washouts 

revealed evidence of Circumferential Growth seen in stomach, 3 cms from oesophago 

gastric junction. Multiple Biopsies were taken and sent for HPE.HPE revealed features 

suggestive of chronic gastric ulcer. Ultrasound scan of abdomen showed presence of 

multiple enlarged peri-pancreatic groups of lymph nodes measuring 15-35mm, about 8 in 

number. CECT abdomen revealed thickening of the anterior gastric wall of about 6mm 

along with enlargement of peri-portal lymph nodes. Patient was prepared for surgery and 

surgery was planned in the form of laparotomy and proceeds. On laparotomy by upper 

midline incision a growth was noted in the lesser curvature of stomach, with Sub-pyloric, 

Supra-pyloric, Celiac and Peri-portal lymphadenopathy. There was no evidence of Hepatic 

metastasis. Sub-Total Gastrectomy with Billroth II Gastro-Jejunostomy done. Recovery 

from anaesthesia was satisfactory. Post-operative period was uneventful. On histo-
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pathology; Macroscopy had Gastrectomy specimen measuring 12X7X7 Cms revealed an 

Ulcerative growth of 6cms diameter along with six lymph nodes, largest measuring 3cms, 

grey-white surface. On microscopy polymorphous cell populations of lymphocytes, plasma 

cells, eosinophils with mononuclear giant cells were seen. Large binucleate cells with 

prominent eosinophilic nucleolus were seen with partial effacement of architecture. 

Surgical margins free were from tumor. Features were suggestive of Hodgkin’s lymphoma 

of stomach. On immunohistochemistry it revealed CD 15, 30, 20 positivity. 

Photomicrograph with immunohistochemistry staining showed CD 30 positive large cells in 

inflamed gastric mucosa. This confirmed the diagnosis of Hodgkin’s lymphoma of 

stomach. Patient is on regular chemotherapy and has been on regular follow up. 

 

DISCUSSION: Lymphoma of the gastrointestinal tract is seen more commonly in the context of 

disseminated disease. The presentation of HL with an extra nodal location is quite uncommon. 

Primary gastric Hodgkin's disease is extremely rare. With the uncertainty of histological diagnosis 

and hence the development of immunohistochemical techniques for gastrointestinal Hodgkin's 

disease, it has been reported that the frequency of primary Hodgkin's disease of the stomach is 

probably even less than 1% of all gastric lymphomas. In a review by Colluci et al. of 721 patients 

with primary gastric lymphoma between 1973 and 1990, only 17 were diagnosed as the 

Hodgkin's variety [3]. 

 In 1961, Dawson et al [8]. proposed a set of criteria for the diagnosis of primary 

gastrointestinal HL from secondary involvement because lymphoma of the gastrointestinal tract is 

seen more commonly in the context of disseminated disease. These criteria included 1) absence 

of peripheral lymphadenopathy at the time of presentation, 2) lack of enlarged mediastinal lymph 

nodes, 3) normal results for a complete blood count and differential, 4) predominance of the 

bowel lesion, despite the presence of disease in adjacent lymph nodes, and 5) absence of any 

lymphomatous involvement of the liver or spleen. Our case fulfilled all of the aforementioned 

criteria. 

 Difficulties in pre-operative diagnosis of Hodgkin's disease of the stomach have been cited 

before. This is clearly illustrated in our case. Diagnostic endoscopy usually reveals non-specific 

gastritis or peptic ulcers with mass lesions being unusual as was the case in our patient. Chances 

of misdiagnosis are very high, because of, low rate of Reed-Sternberg cells in biopsy specimens 

and the increasing prevalence of histologically similar diseases. It should be noted that un 

certainty may be encountered in immune histochemical investigation. Because, a single immune-

histochemical marker may be expressed in variety of cell lineages. Hence a full panel of immune-

histochemical markers is essential to make an accurate diagnosis of gastric Hodgkin's disease. 

Our patient showed co expression of both CD30 and CD15, CD20 which is commonly associated 

with Hodgkin's disease [7]. 

 The prognosis of gastric HL is poor with 45 to 60% of patients dying within the first year 

of diagnosis [6]. Therefore gastric HL has been treated surgically with postoperative chemo- or 

radiotherapy.[6] Postoperative therapy may be necessary because gastric HL may represent only 

one expression of systemic lymphoma, and another portion of the lymphatic system may develop 

malignancy postoperatively. 
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CONCLUSION: Primary gastric Hodgkin's disease is an extremely rare condition. In this pre-

operative diagnosis is difficult as diagnostic endoscopy usually reveals non-specific gastritis or 

peptic ulcers. Immunohistochemistry and histopathology confirm the diagnosis and prognosis of 

Hodgkin's disease of the stomach is poor. 
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UPPER GI ENDOSCOPY: 

Circumferential Growth seen 3 cms from OG Junction: 
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CECT ABDOMEN:  

Showing Thickening of the anterior Gastric wall – 6mm with enlarged peri-portal 

lymphnodes. 
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Microscopy: 

Showing REED STERNBERG CELLS 

 

 
 

 

Iummunohistochemistry Slide: 

Showing CD 15, 30, 20 positive cells 
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