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Laparoscopic lymph node biopsy in the diagnosis of lymphoma. Indications and results

BACKGROUND: Exclusive abdominal nodal involvement due to Hodgkin or non Hodgkin lymphoma (HL,NHL) is a rare
condition, but its occurrence requires a good enough specimen for diagnosis and therapy. Aim of this work is to evalu-
ate the results of laparoscopic lymph node biopsy (LLNB) in a series of patients where a primitive or relapsing lym-
phoma was suspected.
METHODS: This study has been carried on the patients submitted to LLNB from 2007 to 2011. Cases records were ret-
rospectively reviewed for age, sex, diagnostic work up, previous biopsy, conversion to laparotomy, pathologic diagnosis and
perioperative complications.
RESULTS: Eleven cases were evaluated including 4 males and 7 females; mean age was 56.5 years. All patients under-
went Ultrasound (US) and CT scan. A previous US or CT guided biopsy was performed in 5 cases, but in all of them
failed to obtain a diagnosis. LLNB was successfully performed in 8 cases and required a conversion in three. Causes of
conversion were obesity in one case and previous surgery in two. Results of pathology were NHL 5 cases, HL 2, follic-
ular hyperplasia 2, sarcoidosis and tuberculosis 1 case respectively. No mortality nor morbidity occurred. Mean hospital
stay was of 2.7 days.
CONCLUSION: LLNB proved to be a safe procedure with no perioperative complications. Laparoscopy however should not
be undertaken if superficial lymphadenopathy is present. A thorough CT evaluation of abdominal nodal involvement by
the surgical team is mandatory prior to laparoscopy in order to plan the surgical approach and the route to reach the
node. 
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Introduction

The great majority of lymphoma localizations occur in
superficial lymph node stations such as laterocervical,
supraclavicular, axillary and inguinal regions. Even when
abdominal involvement is present, most cases have con-

comitant superficial lymphoadenopathies. For this reason
surgeons asked to perform a lymph node biopsy (LNB),
usually face a relatively simple procedure, very frequent-
ly under local anesthesia 1,2. Exclusive abdominal local-
ization of lymphoma is therefore an uncommon condi-
tion, but also in this case surgery is mandatory to obtain
a positive histologic diagnosis 3.
Before the development of laparoscopy, abdominal lymph
node biopsy required a surgical approach that seemed
out of proportion with this type of intervention, whose
role was mainly diagnostic and not certainly therapeutic
4. Laparoscopy on the contrary shortly appeared the pro-
cedure of choice in such cases, thanks to a minimal inva-
sive trauma and a shorter time to recover if compared
with traditional surgery 5-10. Since initial experience many
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Authors have reported good results after laparoscopic
lymph node biopsy (LLNB), which is actually the gold
standard in the search and biopsy of abdominal node
enlargement 1,4, 11-15. Laparoscoy however may have a few
drawbacks such as conversion to laparotomy, missed
lymph node removal, or complications such as bleeding
or hollow viscus perforation.
Aim of this work is to evaluate the cases submitted to
explorative laparoscopy in the search of a lymphoma,
analysing the diagnostic work up and the results of the
procedure. In the same time attention has been given to
the conditions that may render laparoscopy more diffi-
cult and how such problems have been solved in the
personal experience.

Methods

From January 2007 to September 2011, 222 patients were
addressed to our Department for a node biopsy with the
suspicion of a lymphoma or for a suspected recurrence of
a previously treated lymphoma. Among them only 11
patients (4.9 %) had enlargement of abdominal nodes
without superficial stations’ involvement: only these cases
have been submitted to the present study.
All patients were addressed to our Institution from the
Departments of Hematology, Oncology or Internal
Medicine with a work up including routinely abdomi-
nal UltraSonography (US) and Computerized
Tomography (CT); while Positron Emission Tomography
(PET), Magnetic Risonance Imaging (MRI) and Bone
Marrow Biopsy (BMB) were performed in a few cases.
Five patients underwent to a imaging-guided biopsy of
a nodal mass prior to laparoscopy. LLNB was always
performed in General Anesthesia with the patient supine;
surgeon’s position changed according to the site of the
node involved. 
Whenever possible an entire node was removed, other-
wise the biopsy consisted in a wedge resection whose
size was at least 1 cm3. The specimens obtained from

LLNB were sent directly to pathologist for diagnosis; no
frozen sections were performed.
Data related to laparoscoy were examined according to site
and type of LLNB, causes of conversion and definitive
diagnosis. Mortality, morbility, postoperative stay and fol-
low up were also analysed.

Results

Among the eleven patients evaluated, 4 were males and
7 females with a F/M ratio of 1.7. Mean age was 56.5
years (range 32-81). Two cases had been treated for a
previous lymphoma and came to our observation with
the suspicion of a recurrence within a program of hema-
tologic follow up; in the other 9 cases abdominal node
enlargement was highly suggestive of a primitive lym-
phoma (Table I). Clinical presentation showed to be very
variable, with main symptoms represented by anemia and
weight loss; palpable abdominal mass was observed in
three cases.
Diagnostic work up consisted in US and CT scan in all
patients, while PET and MRI were performed less com-
monly. BMB performed in two patients failed to prove
a lymphoma localization.
In 4 cases a previous imaging guided core- needle biopsy
had been attempted in other departments: in three patients
it was a CT guided, in one a US guided biopsy. In a sin-
gle case a laparoscopic biopsy was performed in an other
Institution. Response of pathology was in all 5 cases non
diagnostic or showed normal histology. Only in one patient
(case 6) US biopsy was strongly suggestive of lymphoma
but such diagnosis was not enough to state completely the
subtype of disease. Case 7 in particular was submitted with-
in a few months time to a uterine US percutaneous biop-
sy, 2 CT guided biopsies on the nodal mass and to 2
paracentesis: in no biopsy a useful diagnostic specimen was
obtained and peritoneal effusion was negative for neoplas-
tic cells. A NHL was eventually diagnosed after laparo-
scopic biopsy on the uterine fundus (Fig. 1).
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TABLE I - Sex, Age, Clinical findings, Imaging and Previous biopsy in 11 patients submitted to LLNB

Case Sex Age Clinical findings US CT PET MRI BMB Previous biopsy

1 F 74 Pain,abdominal mass X X no
2 F 81 Anemia, fever, splenomegaly X X no
3 M 32 Previous HL X X X no
4 M 46 Pain, abdominal mass X X CT guided
5 M 44 fever X X no
6 F 37 Anemia, loss of weight, abdominal mass X X X X US guided
7 F 77 Ascites, uterine mass X X US guided (1)

CT guided (2)
8 M 65 Anemia, loss of weight, malaise X X X X Laparoscopic
9 F. 38 Previous NHL X X CT guided
10 F 63 Dispepsia X X no
11 F 65 Dispepsia, flatulence, loss of weigth X X no



Laparoscopy was successful in 8 cases and required con-
version to open surgery in 3 cases (27.2%) (Table II):
causes of conversion were obesity in a single patient and
extensive postoperative adhesions in two other cases:
results of pathology in these patients were follicular
hyperplasia in 2 cases and tubercular disease in the oth-
er. Considering the entire series whole nodes were
removed in 8 cases, while in 3 cases an incisional biop-
sy was performed. 
In the eight cases where laparoscopy was successful 5
patients had NHL, 2 HL and one had a granulomatous
lesion due to sarcoidosis. No case of inadequate biopsy
or insufficient tissue occurred. Mortality and morbidity
were nil.
Mean postoperative stay was 2.7 days (range 1-5); 4 days
in the converted cases.
One patient with NHL died before chemotherapy was
initiated; the other lymphoma patients were submitted
to chemotherapy and all of them are alive with a fol-
low up ranging from 3 months to 38 months.

The patient with sarcoidosis died for unrelated disease
9 months after laparoscopy.

Discussion

In the present series all specimens sent to pathologists
proved to be diagnostic. In spite of a strong suspicion
of lymphoproliferative disorder, LLNB was diagnostic of
lymphoma in 7 cases over 11; two patients with a pre-
vious lymphoma, suspected to harbour a recurrence, had
follicular hyperplasia and two cases had respectively sar-
coidosis and tubercular disease. 
Even if less traumatic than open surgery laparoscopy is
still a surgical act, through which possible complications
may ensue. For this reason when a surgeon is asked to
perform a LLNB he must be sure that no superficial
node involvement is present. Such association makes
mandatory the biopsy in a more accessible station usu-
ally through local anesthesia 2. In our experience in 222
patients suspected to harbour a lymphoproliferative dis-
order, only 11 had exclusive abdominal node involve-
ment (4.9% of the whole series). In a few other patients
where a LLNB was required a concomitant superficial
node was found and therefore LLNB was denied in
favour of an inguinal/axillary biopsy which was diag-
nostic of lymphoma. Personal experience recommends
that clinical evaluation of superficial node stations is to
be followed by US appraisal at the same sites: echogra-
phy may discover superficial node involvement in cases
where clinical appreciation is negative. In fact a node
suspected for lymphoma usually presents some sono-
graphic features that help towards a biopsy: Khanna et
al. described in lymphomatous nodes an homogeneous
pattern, rounded shape, without internal echoes 16. These
same findings are reported by Gupta et al. who observed
also an high mean arterial resistive index 17. Both Authors
however stress the importance of a combined US-guid-
ed and Fine Needle Aspiration Cytology (FNAC) to
obtain the best diagnostic results.
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Fig. 1: Case n. 7. Laparoscopic view of the biopsy performed on the
uterine fundus.

TABLE II - Site and Type of Node Biopsy, Conversions, Pathology, Hospital Stay and Follow up

Case Site of biopsy Conversion Type Pathology Postoperative Follow up
Stay (days)

1 Celiac trunk Incisional NHL 3 Dead at 3 months
2 Lesser curve Escissional Sarcoidosis 2 Dead at 9 months unrelated causes
3 Preaortic X Escissional Follic.hyperplasia 4 Alive at 38 months
4 Lesser curve Escissional NHL 2 Alive at 38 months
5 Left Iliac Escissional HL 1 Alive at 30 months
6 Right iliac Escissional HL 2 Alive at 29 months
7 Uterine fundus Incisional NHL 5 Alive at 28 months
8 Hepatic hylus X Escissional Tubercolosis 5 Alive at 28 months
9 Mesenteric X Escissional Follic.hyperplasia 3 Alive at 11 months
10 Preaortic Incisional NHL 2 Alive at 5 months
11 Lesser curve Incisional NHL 1 Alive at 3 months



With these premises surgical decision making in favour
of a node biopsy must be guided and by clinical exper-
tise and by relatively simple imaging tools. 
The surgeon moreover must be aware that node enlarge-
ment is not exclusive of lymphoma 13,18. Several benign
diseases can be responsible of node enlargement such as
Toxoplasmosis, EBV, CMV, HIV, Cat Scratch Disease,
Sarcoidosis, Tubercular and Venereal diseases 19. In the
majority of these conditions clinical history and immuno-
logical patterns can be helpful, but this is not always
the case. 
In the present series for instance sarcoidosis and tuber-
cular disease were encountered in two patients: both of
them (case 2 and case 8) deserved laparoscopy because
serology was negative and clinical conditions required a
clue to reach a diagnosis that could not be achieved in
other way.
The question how and when lymph nodes must be biop-
sied, put by Fior and Vons 19, should find an answer
thanks to the aide of those imaging guided techniques
which theoretically can obviate the need for a surgical
biopsy. In relation to this point, according to several
Authors the diagnosis of a lymphoproliferative disorder
could also be achieved through a FNAC or a Core
Needle Biopsy (CNB): these procedures are performed
under US or CT guidance and present the least possi-
ble trauma 2, 15-17,19. Positive results with percutaneous
needle biopsies in lymphoproliferative disorders have

been reported with a high diagnostic success rate by Ben-
Yheuda et al., Lioe et al., Balestreri et al. 20-22. Such
good results are taken in consideration by several sur-
geons, so that a radiographically guided biopsy, when
feasible should be the first step in trying to assess the
nature of an abdominal lymphadenopathy 2,15. We know
however that exact classification of lymphoma is crucial
because it will ultimately dictate the type of treatment
the patient will receive 1,3. For this purpose pathologists
require not only lymphatic tissue but mainly need the
architectural pattern of an involved lymph node to con-
firm diagnosis and establish the type of lymphoma 3,5,

6,15 .
In the present experience imaging guided biopsy was not
really effective: 5 cases were submitted, prior to
laparoscopy to a core-needle US or CT guided biopsy,
but in no instance a definitive pathology was obtained.
Even if in a single case there was a strong suspicion of
lymphoma (case 6), a further escissional biopsy was
required to confirm the diagnosis. In the experience of
Strickler et al. as well, cytologic or core-needle biopsy
obtained from 11 of 24 patients (46%) with laparo-
scopically diagnosed lymphoma failed to yield an
unequivocal diagnosis or subtype of lymphoma 8.
Silecchia and co-workers report that in 6 out of 28
patients (21%) a CT scan guided percutaneous FNAC
did not allow subgroup classification for primary diagno-
sis 10. Cowles and Yahanda as well report that among 18
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TABLE III - Results of LLNB in literature (modified from Cavaliere et al.2003)

First Author LLNB Conversions Causes of Non diagnostic Correct Diagnosis
N° N° (%) Conversions Specimen %

Rhodes, 1995 23 2 (8) 1 Pancreatic mass – 92
1 Failed identification

Gossot, 1998 15 1 (6) Technical problem 6 60
Inadequate biopsies

Strickler, 1998 51 0 – 11 79
Failed tissue samples

Silecchia,1999 56 2 (3)
10 splenectomies 2 splenectomies 1 Obesity – 97

1 Giant retroperitoneal
lymphadenopathy

Cowles, 2000 18 4 (22) 2 bleeding – 78
1 extensive adhesions
1 no sufficient tissue

Cavaliere, 2003 19 0 – 1 false negative 95

Asoglu, 2005 94 16 (17) Previous surgery, 6 false negative 93
obscure anatomy, 
inadequate exploration, 
bleeding, inadequate sampling

Diulus, 2009 30 4 (13) 2 Failed identification 4 false negative 84
1 inadequate sampling, 
1 bleeding



patients submitted to LLNB, 8 (44%) had an earlier nee-
dle biopsy from which tissue was either not sufficient or
non diagnostic for full pathologic classification 1.
In the present series, of particular interest in this sense
is case 7, a 77 years old lady who in a few months time
was submitted to a US guided uterine biopsy, and two
further CT guided abdominal biopsies that resulted diag-
nostically negative; negative as well was the research of
neoplastic cells on two consecutive paracentesis.
Definitive pathology came only after laparoscopy through
a biopsy on the uterine fundus that proved NHL involve-
ment (Fig. 1). This very case deserves some further con-
siderations because laparoscopy was performed when the
patient had a huge peritoneal effusion. The first step of
the intervention required an open approach through an
Hasson trocar so that abdominal insufflation was start-
ed only after preliminary removal of the large ascites (6
Liters). At the end of the procedure a pig tail catheter
was left at the Douglas pouch in case of need of a fur-
ther liquid evacuation (Fig. 2). It is honest to say that
until the pathology’s report, personal diagnostic orienta-
tion on this case was that of a uterine malignancy with
multiple peritoneal seedings. 
From this very case moves the consideration that LLNB
can become a challenging procedure in certain circum-
stances and surgeons should be prepared in advance to
face some predictable difficulties.
On this matter LLNB should always be preceded by
careful evaluation by the surgeon and his aide of the
CT scan in order to decide what node should be tak-
en away and what surgical approach is to be followed
1,2 This is important not only for patient’s and surgeons’
position, but also for the route to follow in the search
of the node 13 .
According with other Authors we believe it is important
to define lymph node position during CT evaluation in
order to program operative set up and surgical approach.

Not all the abdominal nodes present the same ease to
be removed 7,13. The surgeon must know what route to
follow and in this way an useful a classification is that
proposed in Fig. 3 where abdominal nodes are divided
according the two main abdominal compartments: supra
and inframesocolic. In the first space a further subdivi-
sion includes: 1. splenic hilum, 2.tail of pancreas, 3 less-
er/greater curve, 4 omental, 5 celiac trunk, 6 hepatic
hilum, while the sottomesocolic space comprise: 7.
preaortic/paracaval, 8 aortic bifurcation, 9 right iliac, 10
left iliac, 11 mesenteric nodes (Fig. 3). We believe such
classification is useful for the surgeon during preopera-
tive CT evaluation, because nodes’site dictates operative
set up. According with other Authors, for sovramesocol-
ic nodes the patient is in antiTrendelenburg position and
the surgeon stands between the abducted legs; in case
of sottomesocolic localization a Trendelenburg position
is adopted and surgeon and aide stand at the opposite
site of the intended biopsy 4.
Laparoscopy should start with a careful exploration of
the abdominal cavity so that in the majority of cases the
nodes are recognizeble in the sites of CT localization.
Sometimes however the node is not found where it was
supposed to be, and this may occur specially when it is
located within the mesenteric leaflets and in the obese
patient 13. If laparoscopic US probe is available such
problem may be easily overcome 10,11,13, otherwise the
surgeon must be prepared to a few manoeuvres in order
to reach the places where lymphatic tissue is usually
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Fig. 2: Case 7. The specimen from the uterus has been taken and a pig
tail catheter left in the pelvic pouch.

Fig. 3: Abdominal lymph nodes stations according the main peritoneal
compartments. 
Supramesocolic: 1 splenic hilum, 2 tail of the pancreas, 3 lesser/greater
curve, 4 omental, 5 coeliac trunk, 6 hepatic hilum.
Inframesocolic: 7 preaortic/paracaval, 8 aortic bifurcation, 9 right iliac,
10 left iliac, 11 mesenteric.



encountered. The first one is to open the lesser sac and
to reach the retroepiploic cavity at the celiac station and
the second to divide the gastrocolic ligament along the
greater curve which gives a wider exposure of the same
cavity along the body and tail of the pancreas. Both pro-
cedures are easily performed with ultrasonic device or
electrothermal bipolar vessel sealer. Neverthless in the
present experience we failed to find the node identified
at the preliminary CT, even after opening of the lesser
sac and further division the gastrocolic ligament (case
10, Fig. 4). Since the intended node could not be found,
decision was taken to open the preaortic space and an
incisional biopsy was performed on the lymphatic tissue
in the preaortic/paracaval space (Fig. 5): the relative spec-
imen proved to be diagnostic of NHL.
Some Authors describe their operative steps to reach deep
sited masses represented usually by mesenteric or
retroperitoneal lymphadenopathy: Cowles and Diulus in
particular adopt some useful surgical strategies when a
nodal biopsy is required in these more difficult localiza-
tions 1,2.
Even with these premises conversion is sometimes nec-
essary and nearly all the Authors report a more or less
important rate of conversion. Such rate is referred in lit-
erature in the range of 2 up to 22 % of the cases: these
data are presented in Table III (modified from Cavaliere
et al, 2003) where also diagnostic accuracy of LLNB is
reported. 
Main causes of conversions are due to obesity 10,11, bleed-
ing 1,2, postoperative adhesions 1,2,12, technical problems
7. It has to be said however that some Authors report
no conversion, but in the same time in their series there
were cases of failed nodes identification 8 or cases of
inadequate/false negative biopsy 7,8. Diulus et al. for
instance on a series of 30 patients had a conversion rate

of 13% (4 cases), but among the 26 successful laparo-
scopic cases, 4 patients required additional studies to
secure the diagnosis 2.
In the personal series conversion was necessary in three
cases (27.2%): in one case because of obesity and in two
cases because of postoperative adhesions. Previous surgery
consisted in one case in right hemicolectomy for ileal
localization of NHL (case 9). The second case under-
went an explorative laparoscopy in an other institution
with hepatic, peritoneal and lymph node biopsies which
turned out to be non diagnostic (case 8). The same
patient continued to suffer of anemia, weight loss and
malaise and at a distance of one month we were required
to perform a new LLNB: the procedure had to be con-
verted because of continuous bleeding by vascularized
adhesions at the hepatic hilus and retroepiploic space.
Removal of nodes with open surgery showed at last a
granulomatous lesions due to tuberculosis. The patient
started a first line antitubercular chemotherapy and is
actually doing well.
In effect to obviate the risk to remove an innocent node,
some Authors propose a frozen section to be performed
at the time of surgery, so that in case of doubtful or non
diagnostic specimen other lymphatic tissue can be removed
2,10,11. The procedure is certainly correct but it needs the
pathologist’s reports in a short time interval that in the
present experience was not available. Certainly a valuable
help in identifying the node can come from laparoscopic
ultrasonography 10, but not all the Institution are equipped
with laparoscopic ecographic probe. 
For this reason the surgeon should be sure that the node
removed corresponds to the one identified preoperative-
ly at the CT scan and the amount of tissue is of suffi-
cient size. In case the biopsy of a whole node (escis-
sional biopsy) should carry the risk of serious bleeding
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Fig. 4: Case 10. The white arrow points to the nodal mass inter-
preted as of mesenteric origin. Laparoscopic search failed to recog-
nise the node.

Fig. 5: Case 10. The white arrow shows the preaortic/paracaval nodal
mass where LLNB was successfully performed after failed identification
of the mesenteric node.



or hollow viscus perforation, a good compromise is to
perform multiple biopsy with biopsy forceps 12 or to
excise wedges of lymphatic tissue (incisional biopsy) in
order to obtain a specimen of at least 1 cubic centime-
tre 1,13.

Conclusions

Even if laparoscopy is a safe and effective procedure its
application in the diagnosis of lymphoma is mandatory
only in the cases where no superficial node involvement
is present. For this purpose clinical and US evaluation
of all the superficial station has to be accomplished.
Careful CT evaluation of the nodal masses should be
performed by the operator and his equipe in order to
prepare the surgical act and to modify it according to
circumstances. Not all the node are equally easy to be
removed, so that the surgeon should forecast the ones
more difficult and be ready to perform those manoeu-
vres useful to expose the lymphatic mass. A laparoscop-
ic US probe can be very useful to identify the intend-
ed nodes when they are not recognized at the abdomi-
nal exploration. When a whole node biopsy is not fea-
sible an incisional biopsy should be enough provided
that specimen has at least 1 cm3 size.

Riassunto

Una linfoadenopatia addominale sospetta per malattia
linfoproliferativa, in assenza di altre localizzazioni linfo-
nodali superficiali, richiede spesso un prelievo bioptico
per una diagnosi istologica e per la tipizzazione della
malattia in atto. La laparotomia tradizionale effettuata
fino a non molti anni fa è sempre sembrata spropor-
zionata al tipo di procedura il cui fine è essenzialmente
diagnostico. L’avvento della laparoscopia ha modificato
radicalmente questo approccio ai linfomi, consentendo
una sicurezza diagnostica con un trauma molto ridotto
e tempi più brevi per il recupero delle condizioni gene-
rali e per un più precoce inizio della chemioterapia. 
Con questa impostazione l’attuale ricerca ha preso in esa-
mi i casi sottoposti a biopsia linfonodale laparoscopica
(BLL) praticata nel nostro Dipartimento di Chirurgia.
Scopo del lavoro è quello di valutare le indicazioni alla
procedura, i risultati di essa ed il confronto con i dati
ottenuti attraverso biopsie per cutanee quando effettua-
te. Sono state inoltre analizzate le condizioni che posso-
no rendere più impegnativa la laparoscopia ovvero por-
tare ad una conversione in procedura tradizionale, valu-
tando ancora gli accorgimenti utili a rendere la metodi-
ca sempre più sicura ed efficace. Nel periodo gennaio
2007-settembre 2011, su un totale di 222 pazienti, sono
state effettuate 11 BLL (4.7%): si trattava di 4 maschi
e 7 femmine con età media di 56.5 anni. Tali pazienti
sono stati sottoposti di routine ad esame ecografico e

TC dell’addome, mentre RMN, PET, e Biopsia del
Midollo Osseo sono state impiegate raramente. In 5 casi
una biopsia per cutanea era stata effettuata prima della
BLL. L’indicazione alla BLL nasceva in 9 pazienti per il
sospetto diagnostico di un linfoma primitivo, in due per
un linfoma recidivo.
La BLL è stata portata a termine con successo in 8 casi,
mentre una conversione si è resa necessaria in 3; cause
di conversione sono state l’obesità in un caso e aderen-
ze postoperatorie negli altri due. L’esame istologico su
questi 3 pazienti ha portato al riconoscimento di due
iperplasie follicolari e di una linfadenite tubercolare.
Negli 8 casi portati a termine la diagnosi finale è stata
di linfoma non Hodgkin in 5 casi, Linfoma di Hodgkin
in 2, Sarcoidosi in uno. Non vi è stata mortalità né mor-
bilità; la dimissione è avvenuta in media a 2,7 giorni
(range 1-5 gg). Il controllo a distanza è stato effettuato
su tutti pazienti con un follow up medio di 23 mesi
(range 3 – 38 mesi). Una paziente con LNH è dece-
duta 3 mesi dopo la BLL, prima dell’inizio della che-
mioterapia; tutti gli altri casi affetti da linfoma sono sta-
ti sottoposti a chemioterapia e sono viventi al momen-
to della stesura del lavoro. La paziente affetta da sarcoi-
dosi è deceduta a 9 mesi per altra patologia.
I risultati della BLL nella presente casistica sono buoni
in merito all’efficacia della metodica e all’assenza di mor-
talità e morbilità. La percentuale di conversioni è più
elevata di quanto riportato in altre casistiche, ma rite-
niamo possa ridursi con l’aumento dei casi trattati. I
risultati di biopsie per cutanee praticate su guida eco-
grafica o TC prima della BLL non hanno portato ad
una diagnosi di certezza; come pure non risolutiva è sta-
ta una BLL praticata in altra sede, rivelatasi infine una
linfoadenopatia tubercolare. Una valutazione clinica ed
ecografia accurata è indispensabile prima di procedere ad
una BLL per poter escludere localizzazioni linfonodali
superficiali. La BLL inoltre va preceduta da un esame
preliminare della TC condotto dallo stesso operatore e
dalla sua equipe, individuando da un lato i linfonodi
sospetti e programmando la via d’accesso utile a rag-
giungerli. Non tutti i linfonodi sono altrettanto facili da
riconoscere e asportare: per questo motivo è necessario
essere preparati ad alcune manovre chirurgiche quali la
sezione del legamento gastrocolico e l’apertura del peri-
toneo posteriore davanti ai grossi vasi. La disponibilità
dell’ecografia laparoscopica può essere certamente d’aiuto
nelle situazioni più impegnative.
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