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A case of Unusual Composite Lymphoma, composed of Diffuse large B cell lymphoma and Burkitt lymphoma
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Background: Composite lymphoma (CL) is a very rare disease, characterized by two or more distinct types of lymphoma cells in the same topographic 
site or tissue. To date, only few cases of CL presenting with two aggressive B cell non-Hodgkin lymphomas have been reported. We herein describe a pa-
tient diagnosed with CL composed of Diffuse large B cell lymphoma (DLBCL) and Burkitt lymphoma (BL). Case: A 62-year-old-man with underlying hy-
pertension, visited our hospital with a 1-month history of epigastric pain. No specific findings were observed on esophagogastroduodenoscopy, but abdomi-
nal and pelvic computed tomography (CT) revealed a 6cm-sized-mass involving the terminal ileum. Additionally, there were hypermetabolic lesions in the 
right clavicle, right ischium, and several lymph nodes around the right cardiophrenic area on positron emission tomography (PET)/CT. Right hemi-
colectomy was performed for the ileal mass. Histopathological examination of the surgical specimen demonstrated two morphologically distinguishing 
components. The submucosa was infiltrated with diffuse neoplastic large B lymphoid cells with abundant cytoplasm and large ovoid nuclei, representing 
the features of DLBCL (A). In contrast, the subserosa was infiltrated with monotonously uniform and medium-sized cells with round nuclei similar in size 
to the tingible body macrophage nuclei, so called “starry-sky pattern”, representing the features of BL (B). Immunohistochemistry (IHC) showed that both 
components were CD20-positive and BCL-2-negative. C-MYC and BCL-6 were positive in the BL component, while the DLBCL component was negative 
for C-MYC- and focally positive for BCL-6 (C). The patient was treated with dose-adjusted etoposide, prednisone, vincristine, cyclophosphamide, doxor-
ubicin, and rituximab (EPOCH-R). After two cycles of treatment, the patient achieved partial metabolic response. The treatment is still ongoing at the time 
of pulication of this abstract. Conclusion: Diagnosis of CL is challenging, particularly when two different high-grade components of the same lineage are 
present. Thorough evaluation of morphology, along with IHC, may help in making an accurate diagnosis.
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 Discordance of PD-L1 expression in a patient with recurrent bladder cancer.
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 Case report: A 67-year-old woman presented with lower abdominal pain for 4 days. She was diagnosed as bladder cancer and underwent radical cys-
tectomy in 1998. Histology was transitional cell carcinoma grade II by WHO. Computerized topography (CT) scan revealed bilateral hydroureteronephrosis 
and right pelvic mesenteric mass. Biopsy for the pelvic mass was done and invasive urothelial carcinoma without programmed death-ligand-1 (PD-L1, 
SP142) expression was identified. Six cycles of gemcitabine and cisplatin chemotherapy was administered and best response was stable disease. Five 
months later, she presented with dyspnea and new multiple lung nodules were found. Biopsy for the lung nodules was done and metastatic urothelial carci-
noma was revealed. Different from the previous biopsy for the pelvic mass, PD-L1 (SP142) was highly expressed (20% of immune cell and 90% of tumor 
cell) She began receiving Atezolizumab (Anti-PD-L1 antibody), and response evaluation after 3 cycles showed partial response with marked decrease of 
lung metastases. The pelvic mass was decreased as well. She was tolerable to the treatment and it is ongoing. Discussion: This case showed discordance of 
PD-L1 expression between pelvic and pulmonary metastases in a patient with recurrent bladder cancer. Surgery for the primary bladder cancer was done 20 
years ago, thus identification of PD-L1 expression for the primary tissue was unavailable. Tumor heterogeneity, change of tumor nature over time, or 
change of nature after chemotherapy might be the explanations for the discordance. Thus, in recurrent setting, we suggest to evaluate PD-L1 expression 
with fresh biopsies of metastatic sites.




