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Abstract

Background: Diffuse large B-cell lymphoma, a common type of non-Hodgkin’s lymphoma, constitutes
30%-58% of lymphoma series. Lymphoma involved with pancreas is rare.
Case report: A 58 y old woman was with diffuse large B-cell lymphoma presenting as acute pancreatitis.
The patient was with no history of gallbladder stone or common bile conduct obstruction. After ruled
out common causes of pancreatitis, such as bile stones, alcohol consumption and hypertriglyceridemia,
she was highly suspect of secondary pancreatitis. Further test, imaging and pathology and
immunohistochemistry confirmed diffuse large B cell lymphoma was a rate presentation of acute
pancreatitis. Within a week after treatment, the patient’s abdominal pain has been resolved. After 1 w
after treatment, the serum amylase level and serum lipase were decreased to 47 μ/l and 96 μ/l,
respectively. Moreover, the C reaction protein and low density lipoprotein-cholesterol were regulated to
normal level. A follow-up CT scan revealed a significant decrease in the size of retroperitoneal lymph
and pancreas nodes. On the last follow up at 10 month, her abdominal pain was relieved completely.
Conclusion: Diffuse large B cell lymphoma can be a rate presentation of acute pancreatitis and timely
evaluation can be effective in early diagnosis and successful treatment as in our case.
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Introduction
Diffuse Large B Cell Lymphoma (DLBCL) is the largest kind
of lymphoid malignancy, accounting for 31% of all Non-
Hodgkin’s Lymphoma (NHL) in Western countries [1].
However, pancreatitis lymphoma is uncommon and the rate
was no more than 0.5% in all pancreatic tumors [2]. In
addition, diffuse large B cell lymphoma presenting as acute
pancreatitis was rarely [3]. The present case report describes a
case of diffuse large B cell lymphoma presenting as acute
pancreatitis. The case may provide a underlying reason for
unexplained cases of acute pancreatitis.

Case Report
A 58 y old female was admitted to our hospital due to
abdominal pain for half a month. The epigastric pain was
continuous and companied with melena and reduction of bowl
movement. The patient was mentally tired and pale.
Abdominal examination shows epigastric region tenderness of
rebound tenderness, and combined with Murphy’s sign. Bowl
tone reduced to 1-2 times per minute. There was no history of
gallbladder stone or common bile conduct obstruction. Patient
denied any recent abusing of alcohol. She had two hospitalized
days of regular pancreatitis treatment in local hospital but
without improving, and transferred to our hospital. The local

hospital chemical analysis showed that serum amylase, urinary
amylase, white cell count and hemoglobin was 1256 U/L, 7784
U/L, 7.5 × 109/L and 76 g/L, respectively. Moreover,
neutrophils account for 80.2% of all leukocytes.
Ultrasonography result of abdominal showed swelling of the
pancreas and low echo-level mass in the pancreas.

She was re-examined in first day after transferred to our
hospital. Chemical analysis was showed as follows: serum
amylase, 371 U/L; serum lipase 5515 U/L; C reaction protein,
23.44 mg/L; total cholesterol, 2.8 mmol/L; triglyceride, 0.42
mmol/L; high density lipoprotein-cholesterol, 0.69 mmol/L;
low density lipoprotein-cholesterol, 1.92 mmol/L. In addition,
computed tomography and nuclear magnetic imaging of
epigastric zone showed that there were multiple space occupy
lesions in liver, pancreas and both kidneys. The main causes of
acute pancreatitis including bile stones, alcohol consumption
and hypertriglyceridemia were ruled out. Therefore, secondary
pancreatitis is highly suspected. A 1.5 cm × 2.5 cm flat
protrusion lesion in descending duodenum, which was soft and
with anabrosis on surface, was observed and detected by
further gastroscopy (Figure 1).
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Figure 1. Gastroscopy revealed a mass in descending
duodenum, an about 1.5 cm × 2.5 cm flat protrusion lesion.

Figure 2. Pathology revealed tumor original from lymphatic
hematopoietic system.

Figure 3. Immunohistochemistry confirmed CD20 (+++), CD79α (+
++), vimentin (++), CD45RO (+), diagnosis of diffused large B cell
lymphoma was confirmed.

Biopsy was taken from descending duodenum mucosa. Light
microscope image was applied for malignant tumor, and tumor
original from lymphatic hematopoietic system is un-excluded

(Figure 2). Immunohistochemistry experiments confirmed that
the tissue was diffused large B cell lymphoma with CD20 (++
+), CD79α (+++), Vimentin (++), CD45RO (+) (Figure 3).
Bone marrow cytological examination showed no sign of bone
marrow invasion by tumor cells. The patient was transferred to
department of hematology for chemotherapy. A therapeutic
regimen of cyclophosphamide+dobixine+vincristine
+prednisone (CHOP) was developed for her. Within a week
after treatment, the patient’s abdominal pain has been resolved.
After 1 week after treatment, the serum amylase level and
serum lipase were decreased to 47 μ/l and 96 μ/l, respectively.
Moreover, the C reaction protein and low density lipoprotein-
cholesterol were regulated to normal level. A follow-up CT
scan revealed a significant decrease in the size of
retroperitoneal lymph and pancreas nodes. On the last follow
up at 10 month, her abdominal pain was relieved completely.

Discussion
DLBCL is a type of white blood cell responsible for producing
antibodies [4]. More than 50% DLBCL patients have some
extranodal involvement at diagnosis [5]. The cause of diffuse
large B-cell lymphoma is not well understood. In prevent
study, immunodeficiency and Epstein-Barr virus were found to
be risk factors of DLBCL [6]. In addition, DLBCL was onset
primarily in lymph node or extranodal and more than 50%
patients were with extranodal invasion related to any organs
[7]. About 15%-20% patients were with extranodal invasion
organs of gastrointestinal track and bone marrow [8]. Core
biopsies may be appropriate as the only diagnostic test in
emergency treatment [9]. Moreover, minimal
immunohistochemistry (CD45, CD20, and CD3) is mandatory
[10]. Acute pancreatitis associated with pancreatic lymphoma
is rare [4]. Only a few cases had been reported pancreatitis
associated with B-cell lymphoma [11]. Acute pancreatitis is
often described as a complication of adenocarcinoma which
was the secondary to obstruction [12]. In addition, it was also
presentation of gastric lymphoma, but not of DLBCL.
Common chemical analysis in pancreatitis is limited to
diagnosis the complications and look for uncommon etiologies.

DLBCL was without a specific presentation, thereby, the
diagnosis is often delayed [13]. In previous studies, the
incidence of DLBCL was high among male and elderly people
aged over 60 years [14-16]. So far, the diagnostic criteria of
pancreatic primary lymphoma included: (1) The lesion is
confined to the pancreas, and no lesion was found in liver and
spleen; (2) There was no imaging performance for swelling of
lymph node; (3) The count of white blood cell was normal. The
clinical feature of pancreas non-hodgkin’s lymphoma mainly
involved abdominal pain and pancreatic mass, thereby the
disease easy to be misdiagnosed pancreatic cancer. Pathologic
diagnosis was key for distinguishing pancreatic carcinoma and
lymphoma [17]. In this case, the patient is presenting typical
pancreatitis symptoms such as abdominal pain, elevation of
blood amylase, urine amylase. Ultrasound in local hospital
showed swollen of pancreas, treat as usual pancreatitis is
inefficacy. A computed tomography and nuclear magnetic

Huang/Wu/Cen/Wen/Lin/Li/Zhang/Yu

Biomed Res 2017 Volume 28 Issue 229846



imaging of epigastric zone was processed in our hospital and
showed that multiple space occupy lesions in liver, pancreas,
both kidneys, secondary pancreatitis is highly suspected. To
screen the primary tumor, gastroscopy revealed a mass in
descending duodenum, biopsy was taken from the mass.
Diagnosis been confirmed after pathology and
immunohistochemistry.

CHOP was a standard treatment for non-Hodgkin’s lymphoma
patients. For this standard chemotherapy, pancreatic lymphoma
always responded well [18]. Our patient showed acute
abdominal pain with higher risk, and treated with high-dose
inductive chemotherapy. The follow-up results showed that the
size of pancreas, peripancreatic and retroperitoneal lymph
nodes were all decreased after first cycle chemotherapy. In
addition, the abdominal pain was resolved, the lipase and
serum amylase level was decreased to normal level. Thereby,
it’s important to include the DLBCL in the different diagnosis
of acute pancreatitis patients, and also give the timely and
proper treatment.

Most studies researched serum amylase and serum lipase level
[2]. The patient in this study was tested several indexes,
including serum amylase, urinary amylase, white cell count
and hemoglobin before transferred to our hospital. It might be
one reason of misdiagnose. In this study, serum amylase, serum
lipase, C reaction protein, total cholesterol, triglyceride, high
density lipoprotein-cholesterol and low density lipoprotein-
cholesterol were all checked. It might provide more clinical
data for diagnose and treatment. Combined with biopsy,
gastroscopy and above indexes, the patient get better diagnose
and treatment.

Diffuse large B cell lymphoma can be a rate presentation of
acute pancreatitis and timely evaluation can be effective in
early diagnosis and successful treatment as in our case. In
addition, related indexes. Including serum amylase level,
serum lipase, C reaction protein and low density lipoprotein-
cholesterol should be closely monitored. However, there are
some limitations in this study. Diffuse large B cell lymphoma
presenting as acute pancreatitis was fewer, more information
for accurate diagnosis and treatment will be collected for this
area in the future.

Acknowledgements
None

References
1. Ferreri AJM, Agostinelli C, Pileri SA. Diffuse large B-cell

lymphoma. Clin Adv Hematol Oncol 2005; 3: 4.
2. Hwang JE, Park CH, Cho YC. A case of primary pancreatic

lymphoma that manifested with acute pancreatitis and
obstructive jaundice. Gastroenterol Hepatol 2009; 12.

3. Saif MW, Khubchandani S, Walczak M. Secondary
pancreatic involvement by a diffuse large B-cell lymphoma
presenting as acute pancreatitis. World J Gastroenterol
2007; 13: 4909-4911.

4. Kim JK, Chung JS, Shin HJ. Influence of NK cell count on
the survival of patients with diffuse large B-cell lymphoma
treated with R-CHOP. Blood Res 2014; 49: 162.

5. Kiresi DA, Kivrak AS, Ecirli S. Secondary breast,
pancreatic, and renal involvement with non-Hodgkins
lymphoma: Imaging findings. Breast 2006; 15: 106-110.

6. Ya-Ping Y, Wang LP, Ping S. Clinicopathologic study of
Epstein-Barr virus-positive diffuse large B-cell lymphoma
of the elderly. Chinese J Cancer Prev Treat 2016; 23:
748-754.

7. Min-Young O, Sang-Bo O, Hyeog-Gyu S. Clinical
significance of standardized uptake value and maximum
tumor diameter in patients with primary extranodal diffuse
large B cell lymphoma. Korean J Hematol 2012; 47:
207-212.

8. Soeth E, Vogel I, Roder C. Comparative analysis of bone
marrow and venous blood isolates from gastrointestinal
cancer patients for the detection of disseminated tumor
cells using reverse transcription PCR. Cancer Res 1997; 57:
3106-3110.

9. Niu XK, Bhetuwal A, Yang HF. CT-guided core needle
biopsy of pleural lesions: evaluating diagnostic yield and
associated complications. Korean J Radiol Off J Korean
Radiol Soc 2015; 16: 206.

10. Lo ML, Santoro A, Pieramici T. Immunohistochemical
expression of CD3, CD20, CD45, CD68 and bcl-2 in oral
squamous cell carcinoma. Analytical and quantitative
cytology and histology. Int Acad Cytol Am Soc Cytol
2010; 32: 70-77.

11. Federico E, Falconi M, Zuodar G. B-cell lymphoma
presenting as acute pancreatitis. Pancreatology 2011; 11:
553-556.

12. Hasibeder WR, Torgersen C, Rieger M. Critical care of the
patient with acute pancreatitis. Anaesth Intens Care 2009;
37: 190.

13. Zhu Z, Wei L, Mamlouk O. Primary pulmonary diffuse
large B cell non-Hodgkins lymphoma: a case report and
literature review. Am J Case Rep 2017; 18: 286-290.

14. Zucca E, Roggero E, Bertoni F. Primary extranodal non-
Hodgkins lymphomas. Part 1: Gastrointestinal, cutaneous
and genitourinary lymphomas. Ann Oncol 1997; 8: 727.

15. Basu A, Patil N, Mohindra P. Isolated non-Hodgkins
lymphoma of the pancreas: case report and review of
literature. J Cancer Res Ther 2007; 3: 236.

16. Dote H, Ohta K, Nishimura R. Primary extranodal non-
Hodgkins lymphoma of the common bile duct manifesting
as obstructive jaundice: report of a case. Surg Today 2009;
39: 448-451.

17. Saif MW, Khubchandani S, Walczak M. Secondary
pancreatic involvement by a diffuse large B-cell lymphoma
presenting as acute pancreatitis. World J Gastroenterol
2007; 13: 4909-4911.

18. Tomita N, Yokoyama M, Yamamoto W. Central nervous
system event in patients with diffuse large B-cell
lymphoma in the rituximab era. Cancer Sci 2012; 103:
245-251.

A case report of diffuse large B cell lymphoma presenting as acute pancreatitis

9847Biomed Res 2017 Volume 28 Issue 22



*Correspondence to
Shaoping Yu

Department of Gastroenterology

Dongguan Kanghua Hospital

PR China

 

Huang/Wu/Cen/Wen/Lin/Li/Zhang/Yu

9848 Biomed Res 2017 Volume 28 Issue 22


	Contents
	A case report of diffuse large B cell lymphoma presenting as acute pancreatitis.
	Abstract
	Keywords:
	Accepted on October 14, 2017
	Introduction
	Case Report
	Discussion
	Acknowledgements
	References
	*Correspondence to


