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ABSTRACT
Peutz‑Jegher’s syndrome (PJS) is an autosomal dominant disorder characterized by numerous hamartomatous polyps in the
gastrointestinal tract (GIT) and pigmented muco‑cutaneous lesions. We present here a case of a maltoma associated with multiple
hamartomatous polyps detected in a post‑operative ileocolic specimen of a 28‑year‑old man. Prior to this, he had undergone surgery for
intussusception when similar polyps were noted in the small bowel. Upper GIT endoscopy also confirmed the diffuse presence of such
polyps. A clinico‑pathological diagnosis of PJS was made, which by itself is rarely encountered. Furthermore, the detection of mucosa
associated lymphoid tissue lymphoma/maltoma in a background of PJS is remarkably unique in this case, for which it has been reported.

Key words: Hamartomatous polyps, maltoma, Peutz‑Jegher’s syndrome

INTRODUCTION
The widest estimated population prevalence of Peutz‑Jegher’s
syndrome (PJS) varies from 1 in 8300 to 1 in 280,000
individuals.[1,2] Nearly half of the patients experience an
attack of intussusception in their lifetime, mostly due
to small bowel polyps.[3] Characteristic mucocutaneous
macules are observed in 95% of cases around mouth, nostrils,
distal extremities, etc., Although PJS is commonly associated
with many gastrointestinal and extra intestinal malignancies,
lymphoid degeneration on hamartomatous polyps
consistent with maltoma has not been reported previously,
to the best of our knowledge. Traditionally, resection of only
symptomatic polyps has been recommended as standard
therapy,[3] which was followed in our case.

CASE REPORT
A 28‑year‑old man presented to our out‑patient department
with the complaints of repeated episodes of pain abdomen,
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vomiting and constipation over the last 8 months. He
reported that his father suffered from similar symptoms
too. In March 2013, he presented at emergency with acute
abdominal pain and vomiting for which an exploratory
laparotomy was performed and numerous polyps giving rise
to intussusceptions were discovered in the small intestine.
The gangrenous gut was resected out and the polyps were
histopathologically found to be benign in nature, consistent
with hamartomas. Endoscopic biopsy of polyps detected in
D1 and D2 segments of duodenum showed similar polyps and
colonoscopy revealed a large polyp in upper ascending colon
obstructing the lumen significantly [Figure 1]. An elective right
hemicolectomy was done next month. The pathological report
described the polypoidal mass to be composed of hyperplastic
mucous glands of different size with no infiltration into
submucosa or beyond it. Furthermore destructive lymphoid
proliferation with characteristic polypoid cells on the surface
infiltrating to germinal center was noted [Figure 2]. The
histopathological report was suggestive of mucosa associated
lymphoid tissue lymphoma. On immunohistochemistry (IHC),
CD 20 was found to be diffuse and strongly positive while CD5,
CD 23, cyclin D1 and B‑cell lymphoma 2 were all negative. All
the surgical margins were reportedly negative for malignancy.

DISCUSSION
PJS belongs to a heterogeneous group of hamartomatous
polyposis syndromes which are inherited in an autosomal
dominant fashion.
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Figure 1: Polyp in upper ascending colon

Approximately 50% of patients experience symptoms
due to polyps by 20 years of age. Colicky abdominal pain,
rectal bleeding, obstruction/intussusceptions are common
presentations within first three decades.[1,3] Our case
corroborates with this typical history of PJS.
Diagnosis of PJS requires the presence of histopathologically
confirmed hamartomatous polyps and at least two of the
following clinical criteria: Family history, hyperpigmentation
and polyps in the small bowel.[1] PJS polyps are most
commonly observed in small intestine, especially jejunum
followed by colon (53%), stomach (49%) and rectum (32%).[1]
The pigmentations in PJS are typically brown or bluish‑gray
macules distributed in buccal mucosa, near lips, nostrils
and sparsely in palms, sole, intestinal mucosa. Our case
is distinguished by the absence of any such pigmentation.
Histologically hamartomatous polyps are characterized by
distorted architecture of normal intestinal cellular elements
with extensive smooth muscle proliferation and an arborized
pattern of polyp formation.[4] The presence of a smooth
muscle core uniformly arborizing throughout the polyp is
the uniquely distinguishing feature of PJS polyps. In our case,
destructive lymphoid proliferation was additionally detected
and confirmed to be maltoma by IHC, as described above.
Confirmations by molecular analysis/cytogenetics were not
possible due to lack of this facility in our center. Since it was
a stage I non‑gastric maltoma resected out with negative
surgical margins, follow‑up alone was recommended.
Although resection of only those polyps causing recurrent
obstruction/intussusceptions has been advocated (which
was done in this case), two new modalities in the
management of small bowel hamartomas have gained
wide acceptance, namely intra‑operative endoscopy[5] and
double‑balloon enteroscopy.[6] In both these procedures
entire small bowel/colon can be visualized and all polyps
are removed surgically or endoscopically.
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Figure 2: Microscopic picture of histopathology showing destructive lymphoid
proliferation with characteristic polypoid cells on the surface infiltrating to
germinal center

PJS is associated with the specific genetic alteration
STK11/LKB1 mutation and increased risk of developing
gastrointestinal and extra‑intestinal malignancies, [7]
especially gall bladder and colonic adenocarcinomas,
gynecological and breast malignancies. In a meta‑analysis
of Giardiello et al.,[8] the cumulative risk of developing any
cancer in PJS was 93%. For this reason, life‑long malignancy
screening during follow‑up has been advocated. Barium
enterography, wireless capsule endoscopy, computed
tomography (CT)/magnetic resonance imaging enteroclysis
with oral contrast, double contrast CT colonography are
useful tools to screen gastrointestinal polyps. Routine pelvic
examination, chest and abdominal imaging, mammography,
etc., can detect extra intestinal malignancies at the earliest.
Numerous case reports of PJS have been reported in the
recent past, viz., solitary PJS polyp in jejunum in a 19‑year‑old
male without any other features like multiple polyps
or mucocutaneous pigmentation,[9] PJS presenting with
intestinal obstruction due to jejunoileal intussusception in a
38‑year‑old male from India,[10] obstructing hamartomatous
polyps in duodenum and small bowel in a 53‑year‑old male
from US,[11] gastrointestinal cancers developing in first degree
relatives in a PJS family[12] and few others.[13,14] All these
reports bear consistency in presenting features of intestinal
obstruction followed by polypectomies/gut resections,
which revealed architectural distortions suggestive of PJS
on histopathological examination. Although positive family
history or mucocutaneous pigmentations are documented
criteria for a PJS diagnosis,[1] they are rather infrequently
observed in literature review.

CONCLUSION
The low incidence of this disorder should not be an
excuse for reluctance to perform screening in at risk
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individuals, especially first degree relatives of the patient.
Life‑long screening for malignancy can sufficiently reduce
morbidity and mortality in these patients. Finally, whether
the association of maltoma with PJS increases the risk
for malignancy needs to be documented and screening
procedures adapted accordingly.

ACKNOWLEDGMENTS

6.

7.

8.

9.

The authors would like to thank all faculty members and staff
of Department of Radiotherapy, Medical Collge and Hospitals,
Kolkata, West Bengal, India.

10.

REFERENCES

11.

1.

2.

3.

4.
5.

352

Gammon A, Jasperson K, Kohlmann W, Burt RW. Hamartomatous
polyposis syndromes. Best Pract Res Clin Gastroenterol
2009;23:219‑31.
Lynch HT, Lynch JF, Lynch PM, Attard T. Hereditary colorectal
cancer syndromes: Molecular genetics, genetic counseling,
diagnosis and management. Fam Cancer 2008;7:27‑39.
Utsunomiya J, Gocho H, Miyanaga T, Hamaguchi E, Kashimure A.
Peutz‑Jeghers syndrome: Its natural course and management.
Johns Hopkins Med J 1975;136:71‑82.
Zbuk KM, Eng C. Hamartomatous polyposis syndromes. Nat Clin
Pract Gastroenterol Hepatol 2007;4:492‑502.
Fraser JD, Briggs SE, St Peter SD, De Petris G, Heppell J.
Intussusception in the adult: An unsuspected case of
Peutz‑Jeghers syndrome with review of the literature. Fam
Cancer 2009;8:95‑101.

12.

13.

14.

Yano T, Yamamoto H. Current state of double balloon endoscopy:
The latest approach to small intestinal diseases. J Gastroenterol
Hepatol 2009;24:185‑92.
Hearle N, Schumacher V, Menko FH, Olschwang S, Boardman LA,
Gille JJ, et al. Frequency and spectrum of cancers in the
Peutz‑Jeghers syndrome. Clin Cancer Res 2006;12:3209‑15.
Giardiello FM, Brensinger JD, Tersmette AC, Goodman SN,
Petersen GM, Booker SV, et al. Very high risk of cancer in familial
Peutz‑Jeghers syndrome. Gastroenterology 2000;119:1447‑53.
Ter Borg PP, Westenend PP, Hesp FW, van der Straaten FF, van
de Vrie WW, Honkoop PP. A solitary Peutz‑Jeghers type polyp in
the jejunum of a 19 year‑old male. Cases J 2008;1:68.
Thakker HH, Joshi A, Deshpande A. Peutz‑Jegher’s syndrome
presenting as jejunoileal intussusception in an adult male: A case
report. Cases J 2009;2:8865.
Bentley BS, Hal HM. Obstructing hamartomatous polyp in
Peutz‑jeghers syndrome. Case Rep Radiol 2013;2013:595341.
Song SH, Kim KW, Kim WH, Kwon CI, Ko KH, Hahm KB, et al.
Gastrointestinal cancers in a Peutz‑jeghers syndrome family:
A case report. Clin Endosc 2013;46:572‑5.
Li Y, Zeng Q, Liao Z, Zhang G, Xiao R, Wen H. Peutz‑Jeghers
syndrome and family survey: A case report. Int J Clin Exp Pathol
2013;6:982‑4.
Ozer A, Sarkut P, Ozturk E, Yilmazlar T. Jejunoduodenal
intussusception caused by a solitary polyp in a woman with
Peutz‑Jeghers syndrome: A case report. J Med Case Rep 2014;8:13.

Cite this article as: Mukherjee A, Chattopadhyay S, Azam M, Saha A.
Peutz-Jegher's syndrome with gut maltoma: A rare presentation. Clin
Cancer Investig J 2014;3:350-2.
Source of Support: Nil, Conflict of Interest: None declared.

Clinical Cancer Investigation Journal | July-August-2014 | Vol 3 | Issue 4

