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Introduction
The involvement of bile duct in lymphoma is considered
to be very rare and is usually a sequela of a disseminated
disease [1]. In contrast to secondary involvement, primary
non-Hodgkin’s lymphoma arising from the bile duct is
extremely rare and presents with obstructive jaundice [2,3].
Non-Hodgkin’s lymphoma (NHL) accounts for 1% - 2% of
all cases of malignant biliary obstruction [4]. Hepatobiliary
involvement by malignant lymphoma is usually a secondary
manifestation of systemic lymphoma. The irst case of NonHodgkin lymphoma arising from bile duct was described by
Nguyen in 1982 [5]. Most common extra nodal involvement
of NHL is abdomen. Although, involvement of the stomach,
pancreas or common bile duct is not common [6]. We present
to you a case of 31year old male who presented to us with
obstructive jaundice and was later diagnosed as Diffuse
Large B-Cell lymphoma.

Case report
31 year old male, farmer, presented to us with 2 months’
history of epigastric pain which was localized, no radiating
and not associated with postural change and meal intake.
He does complain of jaundice which was gradual in onset
and associated with itching, darkening of urine and clay
colored stool. On examination, he had BMI of 16 and was
icteric while rest of the general physical examination and
systemic examination was unremarkable. His laboratory
investigations revealed Hb of 13.2, TLC of 6.4, Platelets of
427, Total Bilirubin of 24.7 with direct bilirubin of 12.7,
Alkaline phosphatase of 333, ALT of 98 and AST of 163.
ESR was 78. His CT scan showed irregular solid hypo dense
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lesion with exophytic component in segment III and IV b
of liver showing delayed enhancement measuring 6.9 x
5.4 cm and was indenting left branch of portal vein and
in iltrating hepatic capsule and the suspicion was likely of
cholangiocarcinoma with loco regional lymphadenopathy
with intrahepatic ductal dilatation. So in order to decompress
the biliary system, he irst underwent ERCP which revealed
tight stricture at mid CBD level with proximal intrahepatic
ductal dilatation and stenting was done. Then he underwent
Endoscopic Ultrasound guided left lobe of liver Nodal mass
biopsy which revealed lymphoproliferative disorder on the
basis of morphological features and IHC pro ile. To further
con irm it, he underwent liver lesion core needle biopsy
which showed Diffuse Large B cell lymphoma. On PET scan it
was further staged as Ann Arbor Stage I. He received 4 cycles
of R-CHOP chemotherapy and currently LFTs are normal and
Repeat CT scan post treatment con irmed no evidence of any
residual disease and he was made stent free (Images 1,2).

Image 1: Shows liver tissue which is diﬀusely positivity for CD 20 and CD 79a
(IHC marker).
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patient with obstructive jaundice presents with discrepant
imaging indings on CT or MRI and ERCP. Multiple, deep
biopsies from the biliary segment of the suspected lesion are
mandatory in order to establish a de initive diagnosis before
further treatment.

References
Image 2: Shows the liver tissue on which hematoxylin and eosin stain (H&E) is
applied.

Discussion
Non-Hodgkin lymphoma (NHL) accounts for 1% - 2% of all
cases of malignant biliary obstruction [7]. Diffuse large B cell
lymphoma (DLBCL) is the most common lymphoid neoplasm
and the most common histologic subtype of NHL, accounting
for approximately 25% of all cases [7,8]. In DLBCL, most of
patients are diagnosed in the seventh or eighth decade of
life with male: female ratio of 2:1 [8,9]. How ever in our case
the DLBCL appears in young age which is unique in terms of
age presentation. The DLBCL typically presents with rapid
nodal enlargement in the neck or abdomen, and systemic”
symptoms are observed in 30% of patients [10]. There have
been many recent reports of success with EUS-FNB for a
de initive tissue diagnosis [11]. In our case, the EUS-FNB was
tried, but tumor could not be pointed out clearly. There are
a number of reasons for Jaundice in lymphoma patients. It
can either be secondary due to direct hepatic involvement
[12], or can occur as a consequence of extrahepatic bile duct
obstruction due to enlarged lymph nodes [13]. Lastly can be
due to intrahepatic cholestasis, toxic hepatitis due to drug
treatment, or tumor related hemolysis [14]. It is dif icult to
diagnose primary lymphoma of the CBD on the basis of CT
scan, MRI, and cholangiography results, because in most cases,
these clinical and radiological indings resemble those of bile
duct carcinoma. Yoon, et al. reported that radiologists should
raise the contingency of primary biliary tree lymphoma when
cholangiography shows smooth, mild luminal narrowing
of the extrahepatic biliary channels without mucosal
irregularities, in spite of the diffuse thickening of the ductal
wall on CT/MRI [15].
The treatment management of resectable hilar
cholangiocarcinoma and lymphomas could differ greatly
and that radical resection of bile duct malignancy includes
the possibility of high morbidity, it is very important for
radiologists to suggest the possibility of primary biliary
lymphoma when cholangiography shows smooth, mild,
luminal narrowing of the extrahepatic bile duct without
mucosal irregularity, despite diffuse thickening of the ductal
wall on CT/MR images.
In conclusion, despite the sparsity of published medical
reports, primary lymphoma of the extrahepatic bile duct
should be considered in the differential diagnosis when a
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