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Amiloidosis de colon y clinica de oclusion intestinal

Amyloidosis located in the gastrointestinal tract is an
uncommon entity.»? Immunoglobulin light chain deposits
in the thickness of the intestinal wall cause structural and
functional alterations that lead to a great variety of digestive
symptoms”** similar to those of other digestive diseases,
such as inflammatory bowel disease, ischemic colitis, colla-
genous colitis and neoplasms. The subclinical nature of its
presentation and nonspecific symptoms make it difficult to
correctly diagnose.'>* We present an unusual case of a large
solitary amyloid tumor of the descending colon located in the
submucosa, with extraluminal extension and associated with
changes of lymphoplasmacytic lymphoma involving occlu-
sion at that level. The patient is an 84-year-old man with
hypertension and diabetes who came to the Emergency Room
for abdominal pain during the previous three days, located in
the left iliac fossa, with abdominal distension. In the ER, the
patient was stable, with no fever, but had pain, abdominal
guarding and palpation of an inflammatory mass in the left
iliac fossa. The blood work-up was normal. An abdominal
radiograph showed distension of the colon with an abrupt
change in size in the left iliac fossa, with absence of gas in the
distal sigmoid colon. With a differential diagnosis of acute
diverticulitis versus a neoplasm, an abdominal CT scan was
ordered (Fig. 1), which showed a 96.6 mm tumor located in the
descending colon with a filiform contrast path through the
lesion.

With the suspicion of an obstructive cancer, a colonoscopy
was performed, which revealed an ulcerated and infiltrating
mass 45 cm from the anal margin invading a large part of the
intestinal lumen. Biopsies were performed. As there was no
clinical improvement, we decided to carry out deferred
emergency surgery, still pending the result of the biopsy
performed during the colonoscopy. A left oncological hemi-
colectomy was conducted, with manual end-to-end anasto-
mosis. In the postoperative period, the patient presented a
low-output subclinical intestinal fistula that responded to

medical treatment, and the patient was discharged on the
tenth postoperative day. The result of the biopsy performed by
endoscopy was: “massive deposit of amyloid substance of the
AL type in the submucosa”.

The pathology study of the surgical piece reported a large
mass that was hard in consistency, measuring 9.5 cmx6 cm,
which showed a yellowish brown tissue when sliced.
Microscopically, in the muscular layer of the colon wall there
was an abundant deposit of eosinophilic fibrillar material that
was amyloid in appearance, with plasma cells positive for
CD138, MUM-1, IgG, CD20 and lambda light chain restriction.
The final diagnosis was AL-type primary amyloidosis, pre-
sented in the form of masses of amyloid deposits measuring
9.5 and 1.5 cm in the intestinal serosa, the largest of which
ulcerating the intestinal mucosa, with no evidence of malignant
epithelial neoplasm. Lymphoplasmacytic lymphoma (Fig. 2).

Amyloidosis is a group of diseases that are characterized by
the extracellular deposition of different unbranched protein
fibrils that are biochemically heterogeneous and resistant to
degradation. These proteins share morphological, staining
(Congo red) and similar ultrastructural characteristics, but
their chemical structure is different.

The main biochemical types are:

- Primary amyloidosis (AL): comprised of lambda or kappa
immunoglobulin light chains in the context of hematologic
pathologies. This is the most common type and is associated
with monoclonal proliferation of B-cells or plasma cells.

- Secondary amyloidosis (AA): associated with very long-term
chronic inflammatory diseases, such as Crohn’s, anchylos-
ing spondylitis, Reiter syndrome, rheumatoid arthritis and
systemic erythematous lupus. It is also found in infectious
processes like tuberculosis, osteomyelitis and leprosy, as
well as in neoplastic processes like renal carcinoma and
gastrointestinal stromal tumors.>?
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Fig. 1 - Abdominal CT scans of an AL amyloidosis mass in
the sigmoid colon. The asterisks indicate a mass with soft
tissue density that has a diameter of 96 mmx55 mm.

The average age at presentation of AL amyloidosis is 65,
and two-thirds of patients are males. Asthenia and weight loss
are the most frequent symptoms. The most affected organs
are the kidneys (70%-80%) and heart (50%-60%)."> Amyloid-
osis located in the gastrointestinal tractis a rare entity, and the

most common form is AL. The clinical manifestations are
variable, non-specific and may depend on the type of
amyloidosis: AL usually presents as an obstructive condition,
and AA presents with symptoms of malabsorption, diarrhea
and bleeding.”® The endoscopic and radiological findings are
not specific.® The diagnosis and type of amyloid are obtained
with the histological result of the biopsy, and Congo red
staining is the most specific.>™ In cases like this, in which the
diagnosis of amyloidosis is postoperative, it is important to
determine whether the involvement is local or systemic
because the management and prognoses are different. Plasma
and urine electrophoresis studies, autoimmune markers,
electrocardiogram and echocardiogram were performed to
check the most frequently affected organs.”®

The treatment of amyloidosis depends on the type of
amyloid. In the AL type, the aim of the treatment is to suppress
the synthesis of immunoglobulin light chains with chemot-
herapy control of the underlying hematological disease.
Treatment studies with high doses of chemotherapy and
stem cell transplantation have provided encouraging results,
but the mortality rate remains high.? In patients with localized
disease with no specific systemic treatment, as in the case
described, follow-up is recommended, although progression
from localized to systemic disease is rare (2%).> In type AA,
treatment involves control of the primary disease, with
remission of amyloid deposits and a decrease in the mortality
rate.® Surgical treatment is only indicated, as in this case, for
the control of symptoms (abdominal pain not controlled by
medical treatment) and complications (bowel obstruction).

Fig. 2 - Images from the pathology study of a piece of the colon amyloidosis: (A and B) Macro images; (C) Congo red stain
seen with the microscope under polarized light, showing apple-green birefringence (20x); (D) micro image of plasmacytoid

lymphoma with hematoxylin-eosin stain (40x).
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Acute Appendicitis Due to Parasitosis™

Apendicitis aguda por parasitosis

Ghack for
updates

Acute appendicitis is one of the most common causes of acute
abdomen and one of the most frequent indications of urgent
abdominal surgery. Obstruction of the ileocecal appendix has
been proposed as the main etiology of this disease, although it
is not always identified, which is why some authors consider
that obstruction is the result and not the cause of inflamma-
tion. There is no single theory that explains all cases of
acute appendicitis, and the etiology of inflammation varies
depending on patient age. Infections and follicular lymphoid
hyperplasia are more frequent in young people, while in adults
we can find fibrosis, fecaliths or neoplasms.”* Parasite
infection is a rare cause of acute appendicitis." These
parasitoses include Enterobius, Ascaris, Giardia and Entamoeba
histolytica.”> We present a clinical case demonstrating the
presence of Enterobius vermicularis (E. vermicularis) during an
appendectomy.

We present the case of a 20-year-old male who came to the
Emergency Room 3 times due to abdominal pain thathad been
progressing over the course of 10 day located in the right iliac
fossa (RIF) accompanied by nausea, with no other notable
symptoms. On his first visit to the emergency room,
systematic testing showed mild hematuria and mild leukocy-
tosis. An abdominal ultrasound was performed, although the
ileocecal appendix could not be identified, so the patient was
discharged with suspected urinary infection and treated with
broad-spectrum antibiotic therapy. Due to the persistence of
the symptoms, the patient returned to the emergency

department again, where there was notable abdominal pain
in the RIF and a positive Blumberg sign. At this time, blood
work showed no evidence of leukocytosis and eosinophilia of
9.7%. Due to the persisting symptoms and the non-visualiza-
tion of the appendix on ultrasound, an abdominal CT scan was
ordered, which identified a retrocecal appendix whose
diameter was at the upper limit of normal.

Given these findings, the patient was operated on using
laparoscopic appendectomy. When the base of the appendix
was cut, 2 millimetric parasites were seen entering the
abdominal cavity (Fig. 1A). After the intervention, the patient’s
symptoms improved and then disappeared. The surgical piece
was sent for pathology study, and the infestation was treated
with oral albendazole while a stool sample was studied for
parasites. The fecal study was positive for E. vermicularis. The
pathology study of the surgical piece reported the presence of
parasites (E. vermicularis) and vascular congestion of the
appendiceal mucosa (Figs. 1B and 2), with no other findings
of interest.

E. vermicularis is a species of parasite of the phylum
nematodes that affects humans and is commonly known as
pinworms. It is the most frequent nematode infection
worldwide; however, there are considerable geographical
variations.>® The greater prevalence of infection occurs in
children and adolescents, especially when hospitalized.” The
main host is the human being, and transmission is fecal-oral.®
After the ingestion of the eggs, these later hatch in the
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