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Case Report
Uncommon Initial Symptoms in Pediatric Burkitt Lymphoma: |
Pancreatic and Mandibular Involvement
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First Revision: 21 Apr 2025 . Background: Burkitt ymphoma (BL) is an aggressive B-cell non-Hodgkin lymphoma. It is more
Accepted: 23 May 2025 - common in children and typically involves the lymph nodes and the abdomen. Rarely, atypical
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Case Presentation: An 11-year-old boy presented with peri-umbilical abdominal pain, nausea,
vomiting, and dental pain. Laboratory tests revealed high amylase and lipase, leading to
an initial diagnosis of acute pancreatitis. He was discharged with proper management, but
soon returned with recurrent abdominal pain, progressive right mandibular swelling, and
hematemesis. Sonography of the jaw revealed a hypoechoic lesion next to the mandible,
prompting further evaluation. CT and magnetic resonance cholangiopancreatography (MRCP)
demonstrated pancreatic enlargement with nodules, mandibular destruction, and a gastric
fundus mass. Endoscopic biopsy showed a monomorphic population of small blue round cells.
Immunohistochemistry (IHC) confirmed Burkitt lymphoma, with tumor cells positive for c-MYC,
CD20, CD10, and BCL6, and a Ki-67 index near 100%. The patient was treated with intensive
Key Words: chemotherapy, followed by bone marrow transplantation, achieving remission. He remains

Burkitt lymphoma (BL), under follow-up to monitor recurrence and complications.

Pancreatitis, Oral cavity, Conclusions: This case highlights the importance of considering malignancy in atypical pediatric
Mandible, Child : pancreatitis. A multidisciplinary approach was essential for timely diagnosis and management.
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Introduction

ymphomas are a heterogeneous group of

lymphoid malignancies broadly classified into

Hodgkin and non-Hodgkin lymphomas (NHL),

with NHL being more prevalent worldwide

and ranking as the 11* most common cancer

[1, 2]. Burkitt lymphoma (BL), a highly aggres-
sive B-cell lymphoma, predominantly affects children
and adolescents [3]. The World Health Organization
(WHO) recognizes three subtypes: Endemic (linked to
malaria and Epstein-Barr virus in equatorial regions),
immunodeficiency-associated (often in HIV-positive pa-
tients), and sporadic (the most frequent form in West-
ern countries) [4]. Sporadic BL accounts for about 30%
of pediatric lymphomas, typically presenting around
age 10, and usually involves lymph nodes, abdomen,
bone marrow, or facial bones [5].

Pancreatic involvement is rare, especially in immuno-
competent children. While pancreatitis is usually attrib-
uted to infection, trauma, or medications, its occurrence
as an initial manifestation of BL emphasizes the need to
consider malignancy in atypical pediatric presentations
[6]. In this study, we present the case of an 11-year-old
immunocompetent boy whose initial symptoms of BL
was associated with acute pancreatitis and jaw pain.
This rare presentation is particularly important, as it un-
derscores the need to consider malignancy in atypical
pediatric pancreatitis cases.

Case Presentation

We report a 1l-year-old boy with gastrointestinal
discomfort. A medical history was obtained from his
biological parents, and they provided informed consent
for the reporting of his symptoms. He had 10 days of
abdominal pain with nausea, vomiting, lethargy, and
weakness. Notably, the intensity of the abdominal pain
was not affected by food intake or defecation. The pa-
tient had no fever, respiratory symptoms, or recent
dietary changes. The mother reported occasional con-
stipation, but no other gastrointestinal concerns were
noted. The patient had been briefly hospitalized for sim-
ilar symptoms 2 days before this admission. Addition-
ally, he reported dental pain. His past medical, surgical,
and drug histories were unremarkable, and his develop-
mental history was normal. However, his paternal uncle
had been diagnosed with BL and had undergone a bone
marrow transplant. On examination, his vital signs were
within normal limits (Table 1); however, he exhibited
signs of irritability and aggressive behavior. Abdominal
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examination revealed mild periumbilical tenderness,
while findings from other systems were unremarkable.

Given the patient’s presenting symptoms of nausea,
vomiting, and abdominal pain, viral gastroenteritis was
initially considered, based on which we initiated support-
ive treatment. Additionally, due to other possible diag-
noses, we conducted further tests and evaluations. Di-
agnostic evaluations included laboratory and radiologic
tests. Laboratory studies showed elevated amylase and
lipase levels, suggesting acute pancreatitis. Radiological
assessments, including a chest and abdominal x-rays, re-
vealed mild fecal loading. Subsequently, an abdominal-
pelvic ultrasound was performed, showing circumfer-
ential thickening and increased fat echogenicity around
the descending colon, suggestive of infectious colitis.
For a more detailed evaluation, a contrast-enhanced CT
scan was conducted, revealing mild stranding and sev-
eral lymph nodes in the transverse colon. The pancreas
appeared enlarged with smooth borders. It contained at
least 5 nodules with relatively well-defined margins and
lower enhancement than the surrounding pancreatic
tissue. These findings are most consistent with pancre-
atitis, particularly autoimmune pancreatitis or granulo-
matous disease such as sarcoidosis. Due to suspicion of
autoimmune disease, ACE and IgG4 levels were checked
and found within normal limits. Additionally, an oph-
thalmologic examination was performed to evaluate for
possible uveitis.

However, the results were normal. After 7 days, he was
discharged on antibiotics, pantoprazole, and probiotics.
Recommendations included outpatient follow-up, with
additional lab tests and a repeat abdominal-pelvic ultra-
sound to assess for a pancreatic pseudocyst. Outpatient
referrals were made for a dental consultation to address
persistent dental pain and a psychiatric consultation to
evaluate and manage his irritability.

He was readmitted after 4 days due to recurrent
symptoms. He presented with recurrent colicky ab-
dominal pain centered in the epigastric and peri-um-
bilical regions. There was no fever or diarrhea; how-
ever, the patient reported reduced appetite, excessive
sweating, and pain in the right jaw, along with noted
dental decay. On initial examination, the patient’s vi-
tal signs were stable with a blood pressure of 110/60
mm Hg, a temperature of 36.7 °C, a pulse rate of 84
beats per minute, and a weight of 40 kg. There were no
signs of fever or respiratory distress. Mild periumbilical
tenderness was noted on abdominal examination, and
the patient exhibited irritability and anxious behavior.
No other significant findings were noted in the other
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Table 1. Patient’s laboratory data
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Admission
Biochemical Assay
First Second
White blood cell (x103/mL) 15500 15100
Polymorphonuclear neutrophils (%) 65 70
Lymphocyte (%) 30 23
Hemoglobin (gr/dL) 12.1 11.2
Platelet (x10%/mL) 426000 593000
Blood urea nitrogen (mg/dL) 20 12.5
Creatinine (mg/dL) 0.8 0.87
C-reactive protein (mg/dL) 5 13
Erythrocyte sedimentation rate (mm/h) 30 40
Aspartate transaminase (lu/L) 20 21
Alanine transaminase (lu/L) 13 16
Alkaline phosphatase (lu/L) 450 353
Amylase (U/L) 405 217
Lipase (U/L) 305 184
Total bilirubin (mg/dL) 0.5 0.4
Direct bilirubin (mg/dL) 0.2 0.2
Stool exam Normal OB positive

systemic examinations. On physical examination, mild
periumbilical tenderness and swelling of the right jaw
were observed. Laboratory and imaging studies were
conducted. Lab results showed elevated amylase and li-
pase levels (Table 1). Additionally, all other tests, includ-
ing those for infectious causes (wright, coombs wright,
widal, and PPD) were within normal limits. Based on
these results, our initial diagnosis was acute pancre-
atitis. Sonography supported this diagnosis, revealing
signs of acute pancreatitis without pseudocysts. An
MRCP further confirmed pancreatitis, and an abdomi-
nal CT scan with IV contrast demonstrated pancreatic
enlargement and decreased enhancement in the tail
and body, along with mass-like thickening of the gas-
tric fundus. Following our initial diagnosis of acute pan-
creatitis, supportive treatment was promptly initiated.
Antibiotics were administered to address a suspected
dental infection, and risperidone and sertraline were
started to manage anxiety-related behaviors.

Journal of Pediatrics Review

While our initial suspicion was focused on acute pan-
creatitis, additional findings warranted further investi-
gation. Due to the jaw swelling, a sonographic evalua-
tion was performed, revealing a hypoechoic structure
adjacent to the bone between the ramus and angle. A
subsequent head and neck CT scan, with and without
contrast, suggested a potentially malignant soft tissue
lesion near the mandible, showing destructive changes
and erosion in the mandible, as well as similar changes
in the zygoma and associated soft tissue lesions in both
maxillary sinuses. These findings were indicative of
maxillofacial lymphoma. During hospitalization, the pa-
tient also experienced episodes of coffee-ground vomit-
ing, which prompted an endoscopy. As shown in Figure
1, this procedure identified a polypoid mass with ulcer-
ation in the gastric fundus. Pathological examination
of the biopsy showed marked lymphocyte infiltration
within the glands and lamina propria, with relatively
monomorphic cells, some with prominent nucleoli, sug-
gesting a small blue round cell tumor, likely lymphoma.
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Figure 1. A) Endoscopic view of gastric fundus lesion, a polypoid mass with ulceration, B) Microscopic view of gastric fundus lesion showing

marked lymphocyte infiltration

In light of the lymphoma diagnosis, a comprehensive
metastasis workup was conducted. Further imaging,
including a chest CT scan with oral and IV contrast, re-
turned normal results. The patient was subsequently
transferred to the hematology department, where both
bone marrow biopsy and immunohistochemistry (IHC)
were performed. The IHC report showed positive c-MYC
expression, along with atypical lymphocytes expressing
B-cell markers such as CD20 and co-expressing germinal
center markers CD10 and BCL6. The Ki-67 proliferation
index was exceptionally high, nearing 100%. Altogether,
these findings led to a definitive diagnosis of BL. Che-
motherapy was initiated with a regimen comprising
cyclophosphamide, methotrexate (MTX), cytarabine,
vincristine, prednisolone, and hydrocortisone. However,
the initial chemotherapy regimen failed to control the
disease, likely due to the aggressive nature of BL and
extensive organ involvement. A bone marrow trans-
plant was necessary to achieve remission and prevent
relapse. Fortunately, the transplant was successful. The
patient will undergo regular follow-up visits to monitor
for signs of recurrence. Long-term management will fo-
cus on addressing any potential side effects of the trans-
plant and maintaining remission.

Discussion

BL is an aggressive subtype of B-cell non-Hodgkin lym-
phoma that primarily affects children and adolescents.
It is characterized by the translocation and abnormal
activation of the MYC gene on chromosome 8. Despite

family history, BL is usually sporadic, with no strong he-
reditary link [7].

BL often manifests as fast-growing tumors in areas
such as the bone marrow, lymph nodes, and abdomen
[8]. Abdominal involvement frequently affects the ce-
cum and terminal ileum [9]. Our case demonstrated un-
usual involvement of the pancreas and gastric fundus.
BL diagnosis is difficult when symptoms are atypical or
localized. Rare presentations, such as acute pancreatitis
or hematemesis, have been documented in a few cases
[10-12]. Koca et al. [13] described diffuse pancreatic
enlargement resembling autoimmune pancreatitis with
associated cholestasis, whereas Dror et al. [14] report-
ed severe pancreatitis with extreme bile duct dilatation
and an additional cranial mass. In contrast, our patient’s
pancreas showed multiple nodules without extreme
bile duct dilatation, making the presentation even more
atypical.

In pediatric cases, these conditions are generally linked
to non-cancerous causes [6, 15], which can lead to mis-
diagnosis or diagnostic delays. However, certain symp-
toms should raise suspicion; for instance, jaw or dental
pain should be carefully evaluated, as they may suggest
an underlying malignancy. Additionally, any swelling in
these areas warrants further investigation through ra-
diological studies. Burkitt first described cases of BL in
children presenting with jaw swelling and lesions, un-
derscoring the importance of this classic symptom in
early identification of the disease [8]. While mandibular
involvement is well recognized, the coexistence of man-
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dibular destruction with pancreatic and gastric lesions
at initial presentation has rarely been documented,
highlighting the uniqueness of our case. In addition, he-
matemesis is a critical sign that necessitates additional
diagnostic workup [12], as our endoscopic and patho-
logical findings raised the suspicion of lymphoma in
this case. Despite these findings, radiologic evidence of
malignancy was observed in the mandible. In contrast,
no signs of malignancy were noted in the pancreatic
imaging, highlighting the need for a comprehensive di-
agnostic approach. Pancreatic involvement in BL does
not typically present a distinctive radiologic pattern,
whether the disease is localized or widely disseminated;
however, findings such as nodular or diffuse pancreatic
lesions can raise suspicion of pancreatic non-Hodgkin
lymphoma [13]. Taken together, compared to previously
published cases, our patient’s concurrent presentation
of pancreatitis, gastric fundus mass with hematemesis,
and mandibular lesion represents an exceptionally un-
common constellation in an immunocompetent child.

Accurately diagnosing BL often requires a collabora-
tive, multidisciplinary approach involving pediatricians,
oncologists, radiologists, and pathologists, underscoring
the necessity of a team effort for prompt and precise
diagnosis. In this case, a combination of CT and MRCP
imaging, endoscopy, pathology, and ultimately a bone
marrow biopsy confirmed the diagnosis. Because BL
grows rapidly, early diagnosis and treatment are essen-
tial. Intensive chemotherapy is the standard treatment
approach, with survival rates in children significantly im-
proving due to these protocols. Studies show that, with
proper treatment, over 90% of pediatric BL patients
achieve long-term survival [16]. This fact highlights the
critical role of efficient clinical management and early
detection in enhancing patient outcomes and prevent-
ing disease progression.

Conclusion

Clinicians should maintain a high index of suspicion
for rare malignancies, such as BL, in pediatric patients
with atypical symptoms. Early diagnosis, coupled with a
multidisciplinary approach, is crucial for improving out-
comes and ensuring timely, effective treatment.
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