


serosa and muscularis propria (5). They occasionally cause
hemorrhage of the small bowel but rarely cause free perfora-
tion. Retroperitoneal adenopathy can also occur with mesen-
teric lymphomas (Figs 1, 2).

Most mesenteric lymphomas are NHLs (1–5). In the past,
mesenteric involvement by NHL was usually clinically unap-
parent. Now with modern imaging technology and more fre-
quent scanning, mesenteric involvement by NHL and its sand-
wich sign are identified more often.

Derangements in a patient’s immune system status are risk
factors for NHL. For example, patients with AIDS are at risk for
developing NHL, which is a separate entity from AIDS lymph-
adenopathy syndrome (4). With the increasing number of
people receiving solid organ and bone marrow transplants,
there is a concomitant increase of PTLD. PTLD is an Epstein-
Barr virus–driven B-cell lymphoproliferation in immunosup-
pressed patients who have undergone transplantation. Al-
though morphologically indistinguishable from aggressive
NHL, PTLD is considered a unique lymphoproliferative disease
because its pathogenesis and management are substantially
different. Gastrointestinal involvement and the absence of
superficial nodal disease are frequent findings in PTLD (6,7).
Figure 2 shows a sandwich sign with PTLD involvement of the
mesentery in a patient within 6 months of a renal allograft
transplantation. PTLD must be considered in any patient after
transplantation whose cross-sectional images contain a sand-
wich sign.

In conclusion, the sandwich sign refers to the appearance of
bulky mesenteric lymphadenopathy enveloping fat and tubu-
lar structures at cross-sectional imaging. In patients who have
not undergone transplantation, NHL almost always causes this
lymphadenopathy. In patients who have undergone trans-
plantation, PTLD can also create a sandwich sign. With the
increasing number of patients undergoing transplantation,
this sign is likely to be a more common finding.
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Figure 2. Transverse CT image obtained with oral and intravenous
contrast material in a patient who underwent left pelvic renal allo-
graft transplantation 6 months earlier and now has mesenteric post-
transplantation lymphoproliferative disorder (PTLD). Mesenteric
lymphoma mass (solid arrow) just to the right of the pelvic kidney
(arrowhead) has produced a sandwich sign. Retroperitoneal lymph-
adenopathy (open arrows) is also seen.
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