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Primary pancreatic lymphoma: a rare tumour
that mimics pancreatic carcinoma. Clinical case
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Primary pancreatic lymphomas are extremely rare. Clinically, primary pancreatic lymphomas usually present
with symptoms of pancreatic carcinoma. A localized and well-circumscribed tumour that replaces most of the
pancreatic gland and compression of the blood vessels are radiological features of lymphoma, which are similar
to pancreatic adenocarcinoma. Many patients are diagnosed with lymphoma after radical resection. It’s a chal-
lenging clinical task for physicians, radiologists, and pathologists.

We report a case of primary pancreatic lymphoma that was confirmed by surgical resection. A 60-year-old
woman came to the clinic with non-specific upper abdominal pain that lasted 8 weeks. Computed tomography
(CT) scan showed a mass in the body of the pancreas, involving the superior mesenteric artery and the celiac
trunk, and regional lymphadenopathy. Endoscopic ultrasound-guided fine needle aspiration of the pancreatic
mass was performed. A morphological pattern indicated ductal carcinoma. The tumour board determined the
treatment plan (chemotherapy) for the patient. The patient underwent 3 courses of GEMCAP chemotherapy in
our hospital. A follow-up radiological exam showed no improvement. The chemotherapy regimen was changed
to FOLFIRINOX. The patient underwent 6 courses of the FOLFIRINOX regimen.

A follow-up magnetic resonance imaging of the pancreas showed tumour regression by more than 90 % in com-
parison with the previous study. The patient underwent distal pancreatosplenectomy with standard lymph node
dissection. Postoperative period was uncomplicated. These pathological results confirm the diagnosis of diffuse
B-cell lymphoma.

Concrusions. This case shows that lack of tissue can make histological examination of FNA specimens challeng-
ing and mistakes can happen due to rare occurrence of primary pancreatic lymphomas.
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Primary pancreatic lymphoma is a rare tumour that
accounts for less than 0.5 % of pancreatic tumours
[1], and is frequently clinically misdiagnosed as
pancreatic cancer. Overwhelming majority of pa-
tients are diagnosed with lymphoma only after in-
vasive radical resection.

Out of the two main types of lymphoma (Hodg-
kin's and non-Hodgkin's lymphomas), non-Hodgkin's
lymphomas more often invade extra lymphatic organs.
Therefore, the most common histological type of pan-
creatic lymphoma is non-Hodgkin's lymphoma [7].
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A localized and well-circumscribed tumour that re-
places most of the pancreatic gland and compression of
the blood vessels are radiological features of lymphoma,
which are similar to pancreatic adenocarcinoma [3].

The prognosis of lymphoma is more favour-
able compared to adenocarcinoma (median over-
all survival: 53 months compared with less than
18 months) [2, 5].

EUS-FNA (Endoscopic  Ultrasound-Guided
Fine-Needle Aspiration) of the pancreatic lesion ac-
companied with advanced immunohistochemistry
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are always perfect diagnostic tools that allow mak-
ing a final diagnosis and avoiding unnecessary sur-
gical intervention in the treatment of extranodal
lymphomas. But in some cases, histological exami-
nation can be quite challenging [4, 6].

Case Presentation

A 60-year-old woman without any significant med-
ical history presented with non-specific upper ab-
dominal pain that lasted 8 weeks. She was examined
in the local clinic and underwent abdominal com-
puted tomography (CT). A mass in the body of the
pancreas, 45 mm in a greater dimension, completely
involving SMA (the superior mesenteric artery)
and the celiac trunk, regional lymphadenopathy and
small liver cysts were found on contrast-enhanced
abdominal CT. No signs of dilation of the pancreatic
duct were found (Fig.1). Endoscopic ultrasound-
guided fine needle aspiration of the pancreatic mass
was performed. Cytological report showed signs of
connective tissue with the presence of several epi-
thelioid cells with signs of cytologicalatypia. Immu-
nohistochemical report showed negative reaction
for total cytokeratin, positive reaction for IMP3,
and negative reaction for CD56. A morphological
pattern and the results of immunohistochemistry
indicated ductal carcinoma (Fig.2).
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There were no pathological findings on EGDS
(esophagogastroduodenoscopy). The patient was
referred to our hospital with the diagnosis of pancre-
atic adenocarcinoma ¢T,N,M,. The carbohydrate
antigen 19—9 and CEA levels were not elevated.
Magnetic resonance imaging (MRI) confirmed non-
metastatic origin of liver lesions and the presence of
the mass in the body of the pancreas (Fig. 3).

Figure 1. CT (26/12/17). Abdominal CT findings:
a4.5-cm hypervascular mass with a rough border
can be observed in the body of the pancreas. The
mass semicirculary covers the celiac trunk, the
superior mesenteric artery, common hepatic artery
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Figure 2. Preoperative histology and immunohistochemistry: A — FNA biopsy specimen. Some cells show

a variable degree of cytological atypia. H&E (original magnification, x 70); B — pankeratin (clone CKAE1-AE3) highlights
epithelial cells typical for ductal carcinoma. Differential with chronic pancreatitis is necessary (original magnification,

x 150); C — IMP3 (which is positive in many malignancies) is positive in cells surrounding epithelial cells (original
magnification, x 175); D — loss of expression of the CD56 which is normally positive in non-neoplastic ductal

epithelium (original magnification, x 135)
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Figure 3. MRI (20/01/18). MRI findings: The mass in
the body of the pancreas that covers the celiac
trunk and the common hepatic artery, liver cysts.
After administration of a contrast, an increase of
the MR signal in the arterial, portal, and venous
phases was not visualized

The patient underwent 3 courses of GEMCAP
chemotherapy in our hospital. A follow-up radiolog-
ical exam showed no improvement. The chemother-
apy regimen was changed to FOLFIRINOX. The
patient underwent 6 courses of the FOLFIRINOX
regimen.

Control

Magnetic resonance imaging of the pancreas deter-
mined tumour regression by more than 90 % in com-
parison with the previous study with a single lymph
node of 12 groups (Fig. 4). The MRI diagnosis was
adenocarcinoma of the pancreatic body c¢T N, M,
According to the decision of the tumour board,
the patient was offered an operative treatment.
Physical examination revealed good nutritional
status (BMI (Body mass index) — 22.67 kg/m?).
Laboratory tests at admission demonstrated nor-
mal serum amylase 38 U /L, bilirubin 0.1471mg/dL,
albumin 38 g/L. The carbohydrate antigen 19—9
level was 9.41U/mL, CEA levelwas 5.71 ng/mL.
The patient underwent distal pancreatosplenec-
tomy with standard lymph node dissection. Postop-
erative period was uncomplicated. The patient was
discharged home on the 9th postoperative day.
Pathological findings: a tumour tissue consists of
solid layers of atypical lymphoid cells with a mod-
erate amount of eosinophilic cytoplasm and atypi-
cal nuclei containing granular chromatin. There
is a large number of tumour cells mitosis figures.
Such tumour structure most closely corresponds to
a large cell lymphoma (Fig. 5). Tumour cells are pos-
itive for CD20 and bcl-2, negative for CD3, CD35,
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Figure 4. MRI (31/08/18). MRI findings: In the
isthmus of the pancreas, an area up to 2 mm
enveloping the superior mesenteric artery (1) with
a single lymph node of 12 groups (2) was
determined

SOX-11, tdt, CD30, c-myc. Approximately 80 % of
tumour cells were positive for the Ki-67 prolifera-
tion marker. These results confirm the diagnosis of
diffuse B-cell lymphoma. Moreover, tumour cells
were positive for FoxP1 and bcl-6, and negative for
CD10. According to the Visco-Young algorithm,
this phenotype is common for a lymphoma origi-
nating from activated lymphocytes (ABC subtype)
(Fig. 6). The diagnosis of diffuse large B-cell non-
Hodgkin's lymphoma (ABC subtype), stage IIEA,
was made.

Multidisciplinary tumour board recommended
a dynamic observation.

4 months after the operation, the patient under-
went PET-CT (22/01,/2019). There were no signs
of disease recurrence.

Primary pancreatic lymphoma is quite challeng-
ing for diagnostics. There are no specific clinical
features of primary pancreatic lymphoma. They are
similar to those that appear in pancreatic carcinoma.

Similar radiological findings do not facilitate the
diagnostic process. In this clinical case, there was
more radiological data for pancreatic carcinoma
such as invasive growth of the tumour, involving
surrounding blood vessels.

Ca19—9 is the most useful tumour marker in
pancreatic carcinoma [8], but can be misleading as
it may also be elevated in other malignancies, par-
ticularly of the upper gastrointestinal tract, includ-
ing primary pancreatic lymphomas, especially when
biliary obstruction is present [4], and decreased in
pancreatic adenocarcinoma. Without definitive pa-
thology diagnosis, potentially curable conditions
such as primary pancreatic lymphoma as well as
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Figure 5. Postoperative histology: A — postoperative specimen shows no ductal adenocarcinoma H&E (original
magnification, x 30); B — regional lymph nodes with lymphoma features H&E (original magnification, x 10)

Figure 6. Postoperative immunohistochemistry: A — Ki-67 in lymphoma (original magnification, x 55);
B — CD20 immunostain highlights B-cell lymphoma (original magnification, x 80)

other malignancies with more favourable prognosis
may be misdiagnosed.

EUS-FNA of the pancreatic lesion with immu-
nohistochemistry are great diagnostic tools when
there is enough material for an advanced immuno-
histochemical panel [9]. This case shows that lack
of tissue can lead to misinterpretation of the results
as all necessary investigations can’t be performed.
The combination of factors — loss of expression of
CD56 and strong expression of IPM3 — manifested
ductal adenocarcinoma. Re-examination of the pre-
operative material after receiving the postoperative
pathological report made it possible to suspect the
presence of signs of lymphoma.

This case shows that histological examination of
FNA specimens is challenging in case of lack of tis-
sue and mistakes can happen.
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IlepBrHHA J1iM(pOoMa HiAUUTYHKOBOI 32/103U:
PiAKiCHA ITyXJIMHA, AKA IMITy€ KAPLIIUHOMY
HiANUTYHKOBOI 3a/7103U. KIiHIYHUY BUTIAJIOK

K. Komuak!, £I. [TomOposcbkmii?, O. Ksaciska', B. Koneupkuii!, B. Cymapokosa-Tumonienko !

! Hanjonanpuuii iHctutyT paky, Kuis
2CSD Health Care, Kuis

ITepBUHHI IIM(MOMU HIJIUTYHKOBOI 31031 3yCTPiYaIOTLCA BKPAK PifiKO. KIIiHIYHO ITepBUHHI JIiIM(MOMU i IITyH-
KOBOI 34/I031 3a3BUYAl PENIPE3EHTYIOTHCA CUMITTOMAMU PAKY ITILIYHKOBOI 347I03U. PEHTreHO o 4Hi 0O3HaKU
JIiM(pOMHU, TAKi K JIOKAIi30BAH4, 3 YiTKMMHU KPAsIMU ITyXJIMHA, KA 3aMilllye OiIbITy YaCTUHY IiIIUTYHKOBOI 3aJI0-
34, KOMIIPECiA CYANH, ITOAIOHI A0 aICHOKAPLIMHOMU IIiNUIYHKOBOI 3a/I03U. Y 6araTbOX ITAL[I€HTIB 3 IEPBUHHU-
MU ITAHKPEATUYHHUMH JIIM(POMAMU BCTAHOBJIIOIOTDH JidIHO3 IC/IA PAAUKAIBHOI pe3ekil. Lle cxiane KiiHiuHe
3aBAAHHA AK JJIA JIIKAPiB i pEHTIE€HOJIONB, TAK i JyI ITaTOriCTOJIOTB.

Mu Npe3eHTYEMO BUITA/IOK IEPBUHHOL JIIM(DPOMU HiJIUTYHKOBOI 3471034, IO BUHUK/IA B TiTi HiJIUTYHKOBOI 3a710-
3i, IO GY/IO0 MITBEPPKCHO MIC/IsT XipyprivHoi pesekiiii. JKinka 60 pOKiB 3BepHY/IACS B KIHIKY 3 S-TH)KHCBUM
HecneupiuHUM 60JIEM Y BEPXHII 4aCTUHI XKUBOTA. KOMITI0OTEpHA TOMOrpadisl NifTBEPANIA HASIBHICT YTBO-
PEHHA B Tl MiANUTYHKOBOI 3471031, IO 3a7Iy44€ BEPXHIO OPHKOBY APTEPIIO T4 YEPEBHUI CTOBOYP 3 PErioHaAp-
HOIO JTiM(DaIEHONATICI0. BUKOHAHO €HAOCKOIMIUHY ACHipaniiHy 6i0ICiio MyXJIMHU TUIa MiAIUTYHKOBOI 3AJ103U
iJ] yJIBTPAa3ByKOBHUM KOHTPOJIEM. MOP(O/IOriuHa KApTUHA Oy/1a HA KOPHUCTh IIPOTOKOBOI KAPLIMHOMH. MyJIBTU-
JUCIHUAIUTIHAPHA KOMICisl pEKOMEH/IYBAJIA XBOPIl IPOUTH XiMioTepamnito. Y Halil JikapHi namieHTni 6ys1o npo-
BeJICHO 3 Kypcu XiMiotepanii GEMCAP 3 HEraTUBHOIO PEHTTEHOJIOTYHOIO IMHAMIKOIO. CxeMa XimioTeparii Oymna
aminena Ha FOLFIRINOX. TTartienTka rportinuia 6 KypciB ximiorepartii 32 cxemoro FOLFIRINOX.

KOHTpO/IbHA MATHITHO-PE30OHAHCHA TOMOTPadis HiIUTYHKOBOI 3AJI03U TTOKA34JIa PETPEC MYyXJIMHU OUIBbIT HiK
Ha 90 % NOPiBHAHO 3 NONEPEIHIM AOCTKEHHIM. [Ta1tieHTIi 6yJI0 BUKOHAHO JUCTAIBbHY HAHKPEATOCIIEHEKTO-
MIiIO 3i CTAaHAAPTHOIO JiMpoaucekiieto. [TicmronepaniiHuii nepiof] NPOTiKaB HEYCKIAAHEHO. [Ticagonepartifiai
MATOTiCTOJIOTiUHI PE3YNBTATH MiITBEPIWIN AiarHO3 JU(Py3HOI B-KIiTHHHOL miMpoMn.

BucHOBKH. 1]€11 BUITA/IOK ITOKA3YE, 110 IiCTONOrYHE JOCTDKEHHA 3PA3Ka, OJEPKAHOTO 34 JOTIOMOI'OIO TOHKO-
TOIBHOI ACHIPALIFHOI 6i0IICHT, € CKIAHUM Y Pa3i HECTA4i MATEPIiATy i MOXKYTh CTATHCS IIOMWIKU Y JialrHOCTHLL
TA JIIKYBAHHI YEPE3 PiAKICTh IIEPBUHHUX JIIM(POM IiJIIUIYHKOBOI 34103

Ki1ro4uoBi cixoBa: niMm¢omMa MiAIIIYHKOBOI 3103H, MiAIIIIYHKOBA 3371033, HEXO/DKKIHCHKA JIiM¢oMa.
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