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CT Appearance of Primary Pancreatic Lymphoma 
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Abstract. Pr imary  l y m p h o m a  o f  the pancreas  is a 
rare  neop l a sm tha t  m a y  resemble  pancrea t ic  carci- 
n o m a  on  CT scans. T w o  cases with C T  findings 
are presented.  
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P r i m a r y  pancrea t ic  l y m p h o m a  is rare. In  a recent  
review o f  207 cases o f  pancrea t ic  cancer,  only 3 
pat ients  (1 .5%) had  l y m p h o m a ,  each o f  a non-  
H o d g k i n ' s  type [1]. C o m p u t e d  t o m o g r a p h y  (CT) 
m a y  show pancrea t ic  l y m p h o m a  as a mass  tha t  
mimics  ca r c inoma  o f  the pancreas  [2-4]. Because 
l y m p h o m a ,  unlike pancrea t ic  ca rc inoma,  m a y  re- 
spond  f avorab ly  to i r rad ia t ion  or chemothe rapy ,  
it is very i m p o r t a n t  to different iate  these 2 neo- 
p lasms  [2, 5]. We  repor t  2 cases o f  p r i m a r y  pancre-  
atic l y m p h o m a  with c o m p u t e d  t o m o g r a p h i c  find- 
ings. 

Case Reports 

Case  1 

A 68-year-old woman presented with a 4-week history of jaun- 
dice. Her total bilirubin level was 6.9 mg/100 ml; serum alkaline 
phosphatase level was 688 U/l; and serum aspartate amino- 
transferase (AST), 54 U/l. CT showed a homogeneous mass, 
5 cm in diameter, in the head of the pancreas (Fig. 1 A). The 
pancreatic body and tail were normal in size and appearance. 
The intrahepatic and extrahepatic bile ducts, however, were 
dilated (Fig. 1 B). There was no encasement of the superior rues- 
enteric artery and no evidence of lymphoma elsewhere. At sur- 
gery the tumor was found to be unresectable due to its fixation. 
A biopsy specimen revealed a mixed type of non-Hodgkin's 
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lymphoma. The patient underwent a palliative choledochoduo- 
denostomy and gastrojejunostomy. She refused postoperative 
radiation and chemotherapy and died 6 months later. 

Case  2 

A 78-year-old man presented with a 4-week history of severe, 
generalized abdominal pain and weight loss. Results of his liver 
function tests were normal. At CT, an 8 • 14 cm lobulated mass 
with a central low-density region of necrosis was seen in the 
head and body of the pancreas (Fig. 2). The proximal pancreat- 
ic duct was dilated and the tail was atrophic. There was no 
dilatation of the bile ducts, encasement of the superior mesen- 
teric artery, or intraabdominal lymphadenopathy. The outside 
operative report confirmed the CT findings. A biopsy specimen 
showed a poorly differentiated lymphocytic lymphoma. Be- 
cause the mass was believed to extend beyond the limits of 
resectability, the patient was treated with radiation and chemo- 
therapy in his hometown, where he died about 1 year later. 

Discussion 

Invo lvemen t  of  the pancreas  with l y m p h o m a  is un- 
c o m m o n .  I t  is found  in less than  1% of  pat ients  
at s taging l a p a r o t o m y  [6, 7]. In  con t ras t  to H o d g -  
kin 's  disease, in which invo lvement  outside the 
lympha t ic  sys tem is unusual ,  n o n - H o d g k i n ' s  lym-  
p h o m a s  are f requent ly  character ized by  ex t ranoda l  
disease. This is t hough t  to be due to the h a p h a z a r d  
spread o f  n o n - H o d g k i n ' s  l y m p h o m a  th rough  di- 
rect extension, a long lympha t ic  pa thways ,  and  by 
h e m a t o g e n o u s  disseminat ion [6, 7]. In  1 series, 
2,194 of  8,767 (24%) n o n - H o d g k i n ' s  l y m p h o m a s  
were ex t ranoda l  in origin [6]. The  gast rointes t inal  
tract,  skin, and  c a r d i o p u l m o n a r y  tissues are m o s t  
f requent ly  affected [7]. Pancrea t ic  invo lvement  is 
se ldom an isolated f inding;  usual ly it is associa ted 
with l y m p h o m a  in o ther  locations.  

There  are few publ ished descr ipt ions o f  the C T  
features o f  pancrea t ic  l y m p h o m a .  Glaze r  et al. re- 
po r t ed  2 cases in which C T  showed a large, soft-  
tissue mass  in the head  o f  the pancreas  with asso- 
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Fig. 1. Case 1. A 5-cm mass in the head of the pancreas, which 
is homogeneous except for dilated common bile duct (ob- 
structed just below the level of this scan) and dilated branch 
of pancreatic duct to uncinate process. B Scan at higher level 
shows normal-appearing body and tail of pancreas. The com- 
mon hepatic duct (arrow) and intrahepatic ducts are dilated 

Fig. 2. Case 2. 8 x 14 cm lobulated mass in head of the pancreas 
with a central region of low density, presumably due to necrosis. 
The main pancreatic duct is dilated within the atrophic tail 
of pancreas (arrow) 

ciated biliary obstruction [3]. These findings are 
similar to those of our 2 patients. 

If patients with pancreatic lymphoma are to 
be offered the appropriate therapy, it is essential 
that this disease not be mistaken for pancreatic 
adenocarcinoma. On CT scan, the size of the mass 
may provide a clue that one is not dealing with 
the common type of pancreatic cancer. In a recent 
review of the CT findings in 100 cases of ordinary 
(ductal) adenocarcinoma of the pancreas, Ward 
et al. found no tumor that exceeded 10 cm in maxi- 
mum diameter; 60% were between 4 and 6 cm [8]. 
Thus, by virtue of its size alone, the mass in our 
second patient was considered unlikely to be an 
adenocarcinoma. On the other hand, as was true 
in our first patient, there may be nothing about 
the CT features of pancreatic lymphoma to differ- 
entiate it from carcinoma. 

Occasional diagnostic difficulties can be caused 
by peripancreatic lymphoma or by pancreatic in- 
volvement in generalized lymphoma [2, 3]. These 
conditions can usually be differentiated from pan- 

creatic carcinoma on the basis of  CT findings and 
clinical correlation. A mass of lymphomatous 
nodes lying adjacent to the pancreas can sometimes 
blend imperceptibly with the pancreas on CT im- 
ages, but most such lesions can usually be recog- 
nized by their appearance as being of nodal rather 
than pancreatic origin. Often there will be addi- 
tional lymphadenopathy beyond the vicinity of the 
pancreas. Likewise, when pancreatic involvement 
is only 1 component of widespread lymphoma, 
there will commonly be evidence of the disease else- 
where in the abdomen. Moreover, it is likely that 
the diagnosis of  lymphoma in such a case will have 
been established before the pancreatic mass is dis- 
covered. 

In this report we call attention to lymphoma 
as a possible cause of a pancreatic mass revealed 
by CT. Pancreatic lymphoma may or may not have 
CT features to differentiate it from carcinoma of 
the pancreas. Biopsy of the lesion is necessary to 
establish the precise diagnosis and thereby allow 
proper management. 
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