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Fig. 1 Endoscopic ultrasonography shows a 3X3
cm low echoic mass with well-defined contours in

the head of the pancreas. (arrow)
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Fig. 2 Dynamic CT scan shows a enlargement of
the pancreatic head with slightly enhancement
(arrow). Common bile duct and main pancreatic
duct are dilated.

Fig. 3 MR-cholangiography shows a dilatation of
the common hepatic duct and intrahepatic bile
duct, and the obstraction of common bile duct
(arrow).
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Fig. 4 Abdominal angiography, superior
mesenteric arteriography shows a displacement
of replaced hepatic artery by a hypervascular

mass (arrow).
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Fig. 5
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Fig. 6 Low-power view field of the intrapan-
creatic bile duct (hematoxylin eosin, X40). It
shows lymphoma cell on the fibromuscular layer
of the bile duct.
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Fig. 7 High-power view field of the tumor
(rematoxylin eosin, x400). It shows malignant
lymphoma, mixed cell type.
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Table 1 Reported cases of malignant lymphoma of the common bile duct

Auther Age | Sex e orggl’ae{nts Location | Therapy | Pz&gglloogsléa] Prognosis
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Kosuge . 68 f | abdomimal CBD subtotal resection of diffuse, small ly, 4m,
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transitory Chemotherapy |

jaundice
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1996 | symptom CBD | cell type, B cell
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Malignant Lymphoma of the Common Bile Duct
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A 70-year-old man was admitted to our hospital because his serum ALP, LDH and y-GTP levels were
elevated. Ultrasonography and computed tomography showed a 3 X 3 cm mass in the head of the
pancreas. A pancreatic malignancy was strongly suspected from other extensive investigations with MRI,
ERP, MR-cholangiography, and abdominal angiography. At laparotomy, a firm mass was found around
the intrapancreatic bile duct, and it had invaded to the replaced right hepatic artery, therefore pan-
creaticoduodenectomy was performed. The final histological diagnosis was malignant lymphoma of the
common bile duct, follicular, mixed cell type with B-cell nature. The patient was healthy with no evidence
of recurrence for 3 years. Primary lymphoma of the common bile duct is extremely rate, and there have
been only four detailed reports in the literature previously.
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