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Primary Lymphoma of Pancreatic Mucosa-Associated Lymphoid Tissue (MALT)

Jiwoo Lee', So Hye Nam', Jang Ho Lee', Dong Ryeol Yoo', Jin Hee Kim®, Mee Jeong Kim’, and Myung-Hwan Kim'

Departments of 'Internal Medicine, ZRadiology, and 3Patholog/, Asan Medical Center,
University of Ulsan College of Medicine, Seoul, Korea

Primary lymphoma of pancreatic mucosa-associated lymphoid tissue (MALT) is extremely rare. Initial suspicion of primary pan-

creatic lymphoma is hampered by its low incidence. However, it should always be included in a differential diagnosis of pancreatic

mass with unusual features, because an accurate diagnosis can avoid unnecessary surgical intervention. A 70-year-old woman pre-

sented with melena associated with a mass on the pancreatic head. Endoscopic ultrasonography-guided core-needle biopsy of the

pancreatic mass revealed MALT lymphoma. The patient is currently undergoing radiation therapy. We present a case of primary
lymphoma of the pancreatic MALT with a review of the literature. (Korean J Med 2019;94:443-448)
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Figure 1. Duodenoscopic findings. A mass with a smooth margin
and a normal-looking overlying mucosa that was bulging into the
lumen was noted in the duodenal bulb. Blood oozing was noted
from a small dimple on the surface of the mass.
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Figure 2. Abdominal computed tomography (CT) findings. (A) Arterial-phase CT image showing a 6 cm, ill-defined, heterogenous,
low-attenuation mass (arrow) and a unilocular cystic lesion (arrowhead) on the pancreatic head. (B) Portal venous-phase CT image show-
ing an iso-attenuating mass (arrow) on the pancreatic head, indicating delayed enhancement. (C) Coronal CT image showing a smoothly
stenotic common bile duct (arrowhead), not associated with dilatation of the intrahepatic duct.
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Figure 3. Magnetic resonance cholangiopancreatography (MRCP) and F-18 fludeoxyglucose positron emission tomography findings.
(A) Main pancreatic duct clearly visible on MRCP (arrows) without irregular narrowing. Pancreatic duct penetrates through the pancre-
atic mass. A unilocular pancreatic cyst (arrowhead) detected by computed tomography. (B) Positron emission tomography showing
hypermetabolism (SUVmax, 6.3) of the mass (arrow) on the pancreatic head.

Figure 4. Endoscopic ultrasonographic findings. (A) A relatively well-defined hypoechoic mass (arrow) at the pancreatic head. (B)
Endoscopic ultrasonography-guided core needle biopsy using a 22 G core-biopsy needle (AcquireTM, Boston Scientific Korea, Seoul,
Korea).
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Figure 5. Histopathology and immunohistochemistry findings of the pancreas. (A) A dense and monotonous population of cen-
trocyte-like cells with residual germinal centers (HE, x200). (B) The neoplastic cells show diffuse positivity for CD20, suggesting
B-cell-lineage lymphoma. (C) Diffuse positivity for BCL2 (x400), indicating B-cell-lineage lymphoma. (D) The neoplastic cells are neg-
ative for the germinal-center marker CD10 (%400), indicating a marginal-zone pattern surrounding reactive follicles. (E) Reactive T cells
are positive for CD3 (x400). (F) Ki-67 labeling index is ~ 10%, as determined manually.
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Table 1. Diagnosis, clinical presentation, and treatment of patients with primary lymphoma of pancreatic MALT in South Korea

Study Sex  Age Diagnosis Presenting symptoms and signs Treatment
Lee et al. [5] F 61 DLBCL Abdominal pain CHOP
(clinical acute pancreatitis)
Lee et al. [6] F 37 T-cell lymphoma Jaundice CHOP
Hwang et al. [7] M 28 DLBCL Abdominal pain, jaundice R-CHOP
M 30 DLBCL Abdominal pain CHOP+RT
(clinical acute pancreatitis)
Yoon et al. [8] F 80 DLBCL Abdominal pain, palpable mass Refused to be treated
M 63 ALCL Abdominal pain Refused to be treated
M 11 Burkitt lymphoma Abdominal pain (clinical acute pancreatitis), COPADM
weight loss
Park et al. [9] M 61 Peripheral T-cell Abdominal pain CHOP
lymphoma

PPL, primary pancreatic lymphoma; M, male; F, female; DLBCL, diffuse large B cell lymphoma; CHOP, cyclophosphamide, doxor-
ubicin, vincristine, and prednisone; R-CHOP, rituximab, cyclophosphamide, doxorubicin, vincristine, and prednisolone; RT, radiation
therapy; ALCL, Ki-1 (+) anaplastic large cell lymphoma: COPADM, cyclophosphamide, vincristine, prednisone, adriamycin, high-dose
methotrexate.
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