Case Report

J Med Cases. 2017;8(10):315-317

Burkitt Lymphoma Mimicking as Pancreas Adenocancer
With Liver Metastases
Banu Karaa, d, Mehmet Suat Yalcina, Huseyin S. Bozkurtb,
Emine Kilic Bagirc

Abstract
Primary lymphomas of the pancreas are uncommon and Burkitt
lymphoma (BL) involving pancreas is very rare. It is important to
recognize this entity because it can resemble adenocarcinoma of the
pancreas but its management is entirely different. We describe a case
of synchronous pancreatic, duedonal and liver involvement of BL in
a 34-year-old man who presented with acute pancreatitis. Abdominal
computed tomography revealed a hypoechogenic area within the head
of the pancreas and multiple hypoechogenic areas in the liver. Upper
gastrointestinal (GI) endoscopy revealed multiple ulcerated polypoid
lesions in the duodenum. Percutaneous fine-needle aspiration biopsy
of the liver lesions and endoscopic biopsy of duedonal lesions revealed BL. This is an unusual presentation of BL with pancreatic,
duedonal and liver involvement which mimicks as pancreas adenocarcinoma with liver and duedonal metastases.
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Introduction
Non-Hodgkin’s lymphoma (NHL) frequently arises in extranodal sites, with about 50% of patients having extranodal
involvement [1]. The gastrointestinal (GI) tract is the most
frequent site seen, with the stomach and intestines being involved in most cases. Clinical features are often non-specific
and therefore diagnosis is sometimes delayed. Non-specific
abdominal pain (50%) and dyspepsia (30%) are the most
common symptoms [2]. Pancreatic tumors such as adeno-

carcinoma, pancreatic lymphoma and metastases have been
implicated in causation of acute pancreatitis and account for
1-2% of cases of acute pancreatitis [3]. This case is being
presented in view of its rarity and to alert the clinicians to
consider underlying lymphoma in unexplained cases of acute
pancreatitis.

Case Report
The patient was a 34-year-old man with no history of alcoholism, biliary lithiasis and drug consumption. He was admitted
with acute-onset epigastric pain and vomiting. The biochemical results were: WBC count, 11,800/µL; hemoglobin level,
15.3 g/dL; AST, 34 IU/L; ALT, 30 IU/L; total bilirubin level,
0.58 mg/dL; lactate dehydrogenase, 1,156 IU/L (reference
range, 250 - 580 IU/L); serum lipase, 1,851 U/L (reference
range, 13 - 60 U/L); serum amylase, 740 U/L (reference range,
28 - 100 U/L). The abdominal computed tomography (CT)
scan indicated a 2 cm diameter irregular solid lesion in the
head of pancreas, suspicion of duedonal invasion and multiple
hypoechoic liver lesions, suggesting an advanced pancreatic
adnocarcinoma with liver metastases. No retroperitoneal and
para-aortic lymph nodes were detected (Figs. 1 and 2). CA
19-9 was normal. Upper GI system endoscopy showed 5 - 6
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Figure 1. Contrast CT of abdomen showing mass in the region of the
head of the pancreas.
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Figure 3. Increased mitotic activity shown by > 95% Ki67 positivity.

mm in diameter, polypoid and centrally ulcerated five lesions
in the duedonum and biopsies of them were taken. Ultrasoundguided fine-needle biopsy of the hepatic lesions was taken
too. The biopsies of both liver and duedonal lesions revealed
Burkitt lymphoma (BL). Diffuse infiltration by large atypical
lymhoid cells with increased mitotic activity was immunreactive for leukocyte common antigen, Bcl-6, CD10, and CD20
and negative for CD3, CD5 and Bcl-1. The Ki67 score was
higher than 95% (Fig. 3).

biopsy of the pancreatic mass helps to make differential diagnosis. When available, endoscopic ultrasound-guided fineneedle aspiration is an established first-line procedure in the
management of solid and cystic pancreatic masses [9]. Acute
pancreatitis as a complication of adenocarcinoma of pancreas
is well described [10, 11]. There are also few case reports of
acute pancreatitis as initial presentation of nodal NHL[12, 13]
and pancreatic lymphoma [2, 14].
This is an important case report emphasizing the importance of distinguishing pancreatic lymphoma from pancreatic
carcinoma. Secondary involvement of the pancreas by B-cell
lymphoma is a rare occurrence. It is important to include such
secondary involvement in the differential diagnosis of patients
that present with acute pancreatitis. Pathologic diagnosis is
important in distinguishing pancreatic lymphoma from pancreatic carcinoma and appropriate evaluation can lead to early
diagnosis and successful outcome as in our case.

Discussion
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Malignant lymphoma infrequently involves the pancreas. The
estimated frequency of primary NHL of the pancreas is about
2.2%. Secondary pancreatic involvement by NHL is equally
uncommon; approximately 0.2-2.2% of patients with NHL
have pancreatic involvement at presentation [4]. Pancreatic
involvement in lymphoma can be due to peripancreatic lymph
node mass causing direct invasion of the parenchyma, intrinsic
pancreatic mass lesion with or without discrete peripancreatic
lymphadenopathy or secondary extranodal deposit [5]. Cases
have been described in both pediatric and adult population,
presenting with obstructive jaundice, pancreatitis or symptoms
of gastric outlet obstruction. In older individuals with elevated
CA 19-9 levels, BL can be mistaken for adenocarcinoma of the
pancreas and they therefore undergo major surgery [6]. Imaging plays an important role in the diagnosis and staging of pancreatic masses. The well-circumscribed tumoral form is distinguished from pancreatic adenocarcinoma by the absence of
pancreatic duct involvement and the presence of surrounding
lymphadenopathy [7, 8]. Ultrasound- or CT-guided fine-needle
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Figure 2. Upper gastrointestinal endoscopy showing multiple ulcerated
polypoid lesions in the duodenum.
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