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Fig. 1. Esophagogastroduodenoscopy showing diffuse mucosal
nodularity with background atrophy on the antrum.

Fig. 2. Abdominal CT scan showed splenomegaly with innumerable
low attenuated lesions and extensive lymphadenopathy suggesting
metastasis in left gastric area porta hepatis, mesentery and
retroperitoneum.
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Fig. 3. Microscopic finding of lymph node showing monocytoid
B-cell (H&E, x400).

Fig. 4. Perigastric lymph nodes staining positive for CD20 (Immu-
nohistochemical stain, *x400).
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Fig. 5. Bone marrow chromosome analysis showing 46,XY,del(5)
(ql3q22).
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= Abstract =

The Synchronous Occurrence of Splenic Marginal Zone Lymphoma in a Patient with Early
Gastric Cancer: A Case Report

Hyo Jun Park, M.D., Keung Mi Kim, M.D.!, Min Gew Choi, M.D., Jae Hyung Noh, M.D., Tae Sung Sohn, M.D.,
Jae Moon Bae, M.D. and Sung Kim, M.D.

Departments of Surgery and 'Pathology, Samsung Medical Center, Sungkyunkwan University School of Medicine, Seoul,
Korea

Splenic marginal zone lymphoma (SMZL) is a rare type of non-Hodgkin's lymphoma (NHL). We report here on a patient
who displayed the synchronous occurrence of SMZL and early gastric cancer (EGC). The patient was a 74 year-old
male with liver cirrhosis. An EGC in the gastric antrum was diagnosed and the preoperative abdomen computed
tomography scan revealed splenomegaly and intra-abdominal lymphadenopathy. We performed subtotal gastrectomy and
the postoperative pathologic examination revealed adenocarcinoma limited to the gastric mucosa and SMZL in the lymph
nodes. The patient recovered from the surgery without complications and is now awaiting chemotherapy. SMZL has
an indolent clinical course with good long-term survival and so there is the possibility of the occurrence of a second
primary malignancy. Rare cases of a second primary malignancy being diagnosed along with SMZL have been described
in the literature. Patients with SMZL should be carefully followed after treatment to detect the possible occurance of
a second primary malignancy. (J Korean Gastric Cancer Assoc 2009;9:63-67)
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