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Abstract
Introduction: Burkitt lymphoma (BL) is an uncommon form of non-Hodgkin
lymphoma in adults. It is a rapidly growing tumor with poor prognosis. The
endemic form of the disease commonly appears with abdominal pain and
symptoms of bowel obstruction. In our case we present a patient with ileocecal
BL following chemotherapy and radiotherapy for rectum adenocarcinoma.
Case Presentation: A 56-years-old man presented at the emergency
department complaining of atypical abdominal pain since a week. The medical
history of the patient included rectum adenocarcinoma treated with low anterior
resection followed by chemotherapy and radiotherapy. The clinical examination
revealed a palpable abdominal mass at the right iliac region. Further exams
revealed ileocecal BL.
Discussion: BL is a rare cause of abdominal pain in adults. Ileocecal region
is commonly affected by the disease. Epstein Barr virus and HIV are the main
risk factors for BL. The previous history of chemotherapy and radiotherapy could
be potential risk factors for BL and must increase the clinical suspicion of the
disease. Rapid initiation of appropriate treatment is the cornerstone for a better
outcome.
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Introduction
Burkitt lymphoma (BL) was first noted in African children by
Dennis Burkitt in 1958 [1]. BL is a B-cell lymphoma with an extremely
short doubling time and BL patients often present with bulky disease
and a high tumor burden [2]. There are three clinical settings of the
disease: endemic, sporadic and immunodeficiency-related [3]. In the
non-endemic cases of BL, abdominal mass is a common finding at the
first medical examination [4]. Similarly to other gastrointestinal (GI)
lymphomas, extranodal BL appears more frequently in the stomach
followed by small and large intestines, especially at the ileocecal area
[2]. Other sites are bone marrow, liver, spleen, central nervous system
and rarely skin, eyes, thyroid, bones and breasts [2,5]. The diagnosis
of GI lymphoma is difficult because of the small size of biopsies and
the confusion between the benign lymphoid proliferations of GI tract
[3]. In our report we present a case of ileocecal BL in a patient with a
previous history of rectum adenocarcinoma.

laboratory exams was elevated LDH levels (809 IU/l [normal values:
81-225]) without anemia. The patient was HIV negative but was
not tested for EBV antibodies. Chest x-ray was normal. Abdominal
ultrasound failed to reveal any pathology. Abdominal CT scan after
gastrografin per os, revealed a mass with soft tissue density that
occupied almost all the lower abdomen in contact with the caecum
and caused significant stenosis of its lumen as well as thickening of
the greater omentum (omentum cake) (Figure 1). In Coloscopy a
mass in the ileocecal region causing significant stenosis of the lumen
was found (Figure 2). Histological examination showed infiltration of
the intestinal mucosa by a high grade B cell non-Hodgkin lymphoma
(NHL) with morphological and immunological characteristics of BL
(CD20+, Ki-67 100%, BCL2-, CD3 -, C-MYC +). Unfortunately, our
patient died before the results of the biopsy.

Case Presentation
A 56-years-old man from Albania who lived in Greece for the
last ten years, presented at the emergency department complaining
of atypical abdominal pain since a week with progressive worsening.
The medical history of the patient included moderately differentiated
adenocarcinoma of the rectum without metastasis diagnosed in
2005 treated with low anterior resection and colorectal anastomosis
followed by chemotherapy and radiotherapy. Unfortunately, the
exact medication that was followed was not clearly stated at his
medical records. The clinical examination of the abdomen showed a
palpable mass at the right iliac region. The only abnormal finding in
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Figure 1: The computed tomography of the abdomen after gastrografin per
os, revealed thickening of the greater omentum (omentum cake) [symbolized
with * in figure A] and a mass with soft tissue density that occupied almost all
the lower abdomen in contact with the caecum caused significant stenosis of
the lumen [symbolized with ^ in figure B].
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survival [9]. CODOX-M/IVAC (Cyclophosphamide, vincristine,
doxorubicin and high dose methotrexate, alternating with ifosfamide,
etoposide, and cytarabine) and hyper-CVAD (modified fractioned
Cyclophosphamide, vincristine, doxorubicin and dexamethasone)
chemotherapy are commonly used to treat BL [27]. Rituximab,
a recombinant antibody that targets CD20 on the surface of B
lymphocytes, is often added to CODOX-M/IVAC and hyper-CVAD
protocols [27,28].

Conclusion

Figure 2: Endoscopic views showing a mass causing narrowing of the lumen
of the terminal ileum. Biopsies of the mass region were obtained.

Discussion
The GI tract is the most common site of extra nodal lymphoma
accounting for 5%-20% of all cases [6-8]. On the other hand, primary
GI lymphomas represent 5% to 10% of primary GI neoplasms [3].
Stomach is the most frequent position for GI lymphomas (50-60%)
followed by small intestine (30%) and large intestine (10%) while oral
and esophageal lymphomas are very rare [3,9]. Primary involvement
of the Ileocecal region in NHL is rare with a frequency ranging from
11.5% to 37.1% of all intestinal NHLs and 2.4% to 22% of all GI tract
NHLs [9]. The most frequent type of GI lymphomas is diffuse large B
cell lymphomas [3,6,8]. Abdominal pain, anemia, anorexia, diarrhea,
constipation, mass hemorrhage, B symptoms (fever, night sweats
and weight loss) and elevated LDH consist the usual presentation
of GI lymphomas [7,10]. Ileocecal lymphomas often present with
complications such as intestinal obstruction and intussusceptions
which require surgical intervention on an emergency basis [9,11].
BL is an uncommon form of NHL in adults, with an incidence of
approximately 1200 patients per year in the United States [12].
The incidence rates of NHL are low in Albania for both men and
women [13]. The endemic form of BL is most commonly seen in
equatorial Africa with jaw and facial bone involvement [14]. The
sporadic form of the disease most often appears as abdominal mass
with bone marrow involvement [12]. Immunodeficiency-related BL
cases present with nodal or extra nodal involvement with frequent
bone marrow involvement [15]. BL usually presents as a bulky mass
in the right lower quadrant [8]. However, atypical presentations of
the disease have been reported [16-21]. Ileocecal area is a common
region affected by sporadic BL [2,14]. In children, ileocecal BL can
appear as acute appendicitis [22,23]. Risk factors for BL include
Epstein Barr virus (EBV), malaria, HIV, low socioeconomic level
and herbal exposure (Euphorbiaceae species) [14]. Patients with
endemic type BL are EBV positive with a ratio of 95%, while this ratio
is only 15% in patients with the sporadic-type [5]. Chemotherapy
and radiotherapy for rectum cancer could be potential risk factors
for secondary ileocecal BL [24-26]. On our patient, the time between
finishing the treatment for rectum cancer and appearance of Burkitt
lymphoma was about eight years. The definitive treatment of BL
includes surgical procedures especially in cases of bowel obstruction
and intensive chemotherapy. Radical resection before chemotherapy
should be considered in early-stage ileocecal NHL to achieve a better
Submit your Manuscript | www.austinpublishinggroup.com

BL is a rapidly growing tumor with poor prognosis. Regardless
of the low frequency of sporadic BL in adults, the clinician must be
highly suspected of the disease in any abdominal masses especially
in the ileocecal region. The history of previous chemotherapy or
radiotherapy could be a potential risk factor for the development of BL.
Treatment should be initiated as soon as possible for accomplishing
a better prognosis.
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