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CASE 1 

The 11th International Course 

on the Pathology of the 

Digestive System 



Clinical History 

 57-year-old male patient  

 Clinically: abdominal pain, nausea - worsening over 2 
mo period; no fever and night sweats  

 History 
 2004 - right kidney transplant for AD polycystic kidney disease 

 2009 - Transitional cell carcinoma in situ of the bladder 

- Squamous cell carcinoma skin  

 Immunosuppressive therapy – CyA, Mycophenolic acid         

 Laboratory test: Leukocytosis w neutrophilia (WBC 23.2× 

103/mm3), mild hypokalemia (K+ 3.2 mEq/L), normal LDH; 
EBV viral load – not detected 

 CT scan abdomen & pelvis - partial small bowel 
obstruction & contained perforation; PET scan no LADs, 
no other lesion 

 

 

 

 



Macroscopically 

 Small bowel (jejunum), segmental resection (45 

cm) was performed with enter-entero anastomosis  

 3 cm isolated thickening of the jejunum wall with 

ulceration and transmural perforation 

 Extensive fibrino-purulent exudate on serosal 

surface  

 No discrete lesions were observed in the omentum 

 LNs with reactive changes 
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Other IHC stains 

Atypical cells 

Positive: focal Bcl-6,  

Negative: CD45, CD10, 

CD138, CD56, CMV, 

EBNA2, BZLF1 

Ki67 – moderate 

proliferation 

Micro-

environment 

Frequent T-cells CD3+, 

mixture CD4, CD8 

Plasma cells CD138+ 

polytypic by 

Kappa/Lambda 

Frequent histiocytes 

CD68+, PD-L1+ 

IG PCR:   

Polyclonal rearrangement 

pattern 



What is your dg? 

1. EBV+ DLBCL, NOS 

2. CHL, MC 

3. EBV+MCU 

4. THRLBCL 

5. LYG 

 

EBV+ Mucocutaneous ulcer, 

post-transplant  

 



 F:M=1.6:1, median age 77 (range 42-101) 

 Settings: immunosenescence/age related (17); 
Iatrogenic immunosuppression (9) (MTX, 
Cyclosporine A, AZA) 

 Slowly developing, well-circumscribed, 
isolated ulcers: oropharyngeal mucosa (16), 
skin (6) and GI tract (4) 

 No patient with systemic disease 

 Clinical suspicion - non-hematological disease 

 No treatment (9), of immunosupression (6) 

 No disease-related deaths (median follow-up 
22 mo), w self-limited clinical course  

 Decrease local immune surveillance EBV 

 



 N=7 (10% of PTLDs) ; M:F=2.5:1; median age 61 (range 18-70)  

 Solid organ transplants (5 kidney, 1 hurt, 1 lung) 

 Time to lesion 0.6-13yrs (median 6.3yrs) 

 Isolated well circumscribed ulcers, 4 oral and 3 GI tract 

 No detectable lesions in other sites, BM- 

 Lack of quantifiable EBV viremia 

 Reduction of immunosupression + R (n=3)/CHT (n=1) 

 Time to resolutions 2-12 wks (median 4 wks) 

 Outcome: 5 pts no recurrence; 2 died (sepsis yrs after dx) 



 Shallow, sharply circumscribed ulcer  

 Polymorphic infiltrate 

 Atypical cells range in cell size, freq HRS-like cells  

 Rich lympho-histiocytic background, ≠ No. Eos 

 Prominent rim of reactive T Ly lies at the base 

 Necrosis common, unusual angioinvasion  

 Atypical cells, including HRS-like cells  

 B-cell phenotype, smt CD20 

 CD30+ all, CD15 (50%), MUM1+ 

 ~40% monoclonal IG 

 ~40% monoclonal TRG gene rearrangement 

EBV+ MCU Pathology 





Differential diagnosis 

Features EBV+ MCU cHL LyG 
Extranodal ✔, oropharyngeal 

mucosa, skin, GI 
✗ 
Extremely rare  

✓, Lung, skin, CNS 

Solitary lesion ✓ ✗ ✗ 

Nodal disease ✗ ✓ ✗ 

Mass lesion ✗ ✓ ✓ 

Circumscribed, rim T 
cells at the base  

✓ 
 

✗ 
 

✗ 
 

Angioinvasion rare ✗ ✓ 

Necrosis ✓ ✓ ✓ 

HRS cells ✓ ✓ ✓ 

Spectrum in cell size 
of tumor cells 

✓ 
 

✗ 
 

✓ 
 

Intact B-cell 
phenotype 

✓ 
 

✗ 
 

✓ 
 

CD30+ ✓ ✓ ✓ 

CD15+ ✓, 50% ✓ rare 



Follow-up 

 Treatment:  

 Reduction of Mycophenolic acid (720mg  360mg po 

bid) 

 4x Rituximab 

 No evidence of disease - 10 months follow-up 



 CHL in the GIT does not exist 

 In the GIT - HRS-like cells in a polymorphic infiltrate - 

test for the EBV  EBV+ MCU 

 EBV+ MCU is an indolent LPD which does not require 

aggressive treatment 

 

Take home message 


