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first hour, haemoglobin 13 1 g dl, and white cell count 11 5 109'1. Anti-
nuclear and anti-heart-muscle antibodics were absent and complement
concentration normal. Chest x-ray films showed slight cardiac enlargement,
and on echocardiography a small amount of pericardial effusion was de-
tected. Treatment with aspirin 2 g daily was started with rapid clinical
improvement. Two wecks latcr the echocardiogram was normal.
He had first suffered from fever and chest pain two years previously; the

symptoms had begun 10 days after an influenza vaccination with A/Texas/l/
77/(H.N.)4 A/USSR,'9,77,(H,N,), and B,Hong Kong 5 72 (Vaccigrip-
Institut Marieux). A clinical diagnosis of acute benign pcricarditis had been
confirmed by echocardiography, and the symptoms had complctely resolved
after a month of stcroid trcatment.

Comment

The distinct time interval between the appearance of pericarditis
and administration of the vaccinc on two consecutive occasions
suggests that the recurrcnt pericarditis was a direct consequence of the
vaccinations. As the two vaccincs were of diffcrent antigenic com-
position and no signs of autoimmune discase could be detected the
exact mechanism of the pericarditis remains obscure. To the best of
our knowledge pericarditis has not previously becn rcportcd as a
complication of influenza vaccinc.
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Periampullary adenoma causing
pancreatitis

Benign duodenal tumours are rarely of clinical importance, but those
in the region of the ampulla may present with obstructive jaundice,'
the preoperative diagnosis usually being pancreatic carcinoma. We
report a case of an adenoma of the duodenal papilla which presented
with acute pancreatitis.

Case report

A 68-ycar-old widow was admitted as an emergency after scvere epigastric
pain and vomiting for 20 hours. She gave a thrcc-year history of upper
abdominal pains, mostly after meals, which had become more severe during
the preceding six months, when she had also lost 3 kg. Her epigastrium was
very tender, and hcr serum amylase activity was raiscd at 6470 IUll (normal
range 86-268 IUJ). Results of liver function tests were normal apart from a
raised scrum alkaline phosphatase activity of 186 IU/l (normal range 22-92
IU 1). Plain abdominal radiographs and ultrasonography of hcr upper abdo-
men showed no abnormality. After three days' conservative managcment she
was much improved, her serum amylase activity had fallen to 698 IU,/1, and
she went home. An oral cholecystogram three veeks latcr showed no abnor-
mality, and her serum amylase activity was normal.
Two weeks latcr her symptoms returned, in particular cpigastric pain,

usually aftcr mcals with occasional vomiting. Findings of barium-meal
examination were reported as normal, and examination of the stomach and
duodenal bulb with the standard end-viewing gastroscope showed no ab-
normality. Her symptoms continued to fluctuate in severity over the next two
months, and she lost 6 kg. Her scrum alkaline phosphatase activxity remained
raiscd at 305 IU,1, but she was not jaundiced and at no time was a mass
palpable in her cpigastrium. A pancreatic cause for her symptoms was
strongly suspected, and cndoscopic retrograde cholangiopancreatography
showsved an irregular, mobile mass (2 cm in diameter) in the sccond part of the
duodenum, in the region of the ampulla of Vater. Four biopsy specimens

were taken and these showed fragments of villous mucosa with no evidence of
malignancy. Cannulation of the ducts was not possible owing to the mass.
At laparotomy (8 July 1980) the duodenum was opened to confirm a tumour
2 cm in diameter arising from the papilla. The tumour was completely
excised with diathermy, and the common bile duct and pancreatic ducts were
reimplanted as an extended sphincteroplasty. Histology confirmed the mass
to be a benign adenomatous polyp with the main ducts running through its
centre.
The patient made a good recovery apart from a wound infection, her

symptoms have gone, and all investigations have since shown no abnor-
mality.

Comment

This is the first reported case to our knowledge of acute pan-
creatitis caused by an adenoma of the duodenal papilla. At no time
was the patient jaundiced, though the serum alkaline phosphatase
activity remained persistently raised. The long history of upper
abdominal pain, weight loss, nausea, and vomiting is typical of
periampullary adenomas, but the most consistent abnormality is
usually jaundice attributed to varying degrees of biliary duct ob-
struction.

Fourteen cases of duodenal adenomas not affecting the periampul-
lary region have been described; these were similarly associated with
upper abdominal pain, nausea, and vomiting, and symptoms persisted
in only four patients after excision of the tumour.2 This suggests that
the symptoms of periampullary adenomas may to some extent be
explained by partial obstruction of the duodenum by the tumour.

Post-mortem studies have shown that the prevalence of periampul-
lary adenomas in the elderly may be as high as 4° ,': of which most
remain undetected clinically. Symptomatic cases tend to occur in
middle to late life with no sex predilection.2 Barium studies and
cholangiography, though informative, rarely provide a clear diagnosis.
Without doubt the best diagnostic tool is endoscopic retrograde
cholangiopancreatography, which affords an opportunity to take
multiple biopsy specimens. Complete excision is recommended since
the condition is premalignant.2
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Pneumocystis carinii pneumonia as
presenting feature of lymphoma

Pneurnocystis carinii is an opportunistic pathogen that has previously
been reported to occur only in patients who are immunosuppressed,
either therapeutically to prevent transplant rejection or as a result of
treatment of a myeloproliferative disorder. We report on a patient,
who presented with pneumocystis pneumonia and had oral candi-
diasis as thc only suggestive evidence of immune depression. Only
after histological examination of necropsy specimens was lymphoma
diagnosed.

Case report

A 53-year-old engineer who had been working in Saudi Arabia for eight
years had deteriorated in health over the past 18 months. Shortly after


