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Patient Presentation

• CC: worsening abdominal pain

• HPI: Patient presented to the ED for history of one month of 
worsening abdominal pain, bloating, and diarrhea. He also endorsed 
fatigue and 10 lb unintentional weight loss over one month. No N/V 
or fevers. Transferred from OSH for further workup.

• PMHx: Barrett’s esophagus

• Vitals: T 98.8°F, BP 127/76, HR 76, RR 16, SpO2 97% 

• Physical exam: mild abdominal distension and mild tenderness to 
palpation in all quadrants, + bowel sounds, no rebound tenderness/ 
rigidity/guarding.



Pertinent Labs and Imaging
• WBC 14.1 (H), neutrophils 9.20 (H)

• Hb 12.6 (L), MCV 85

• Plt 586 (H) 

• LDH 334 (H)

• Uric acid 5.8

• Cr 0.97

• CA-125 207.8 (H)

• CEA and CA19-9 WNL

• CT abdomen at OSH showed small abdominal masses with prominent 
ulcerated RUQ mass c/f malignancy



Clinical Question
• To determine if there’s a small bowel perforation and determine site 

of primary malignancy



What Imaging Should We Order?



ACR Appropriateness Criteria

This imaging 
modality was 
ordered by the 
admitting team



Findings (unlabeled)
CT abdomen with IV contrast



Findings (labeled)

13.9 x 8.5 cm homogenously 

enhancing mass infiltrating 

distal jejunal wall

Oral contrast accumulated 

in jejunal lumen

CT abdomen with IV contrast

No extravasation of oral 

contrast and no 

evidence of bowel 

perforation

Mesenteric soft tissue 

deposit



Findings (unlabeled)
CT abdomen with IV contrast



Findings (labeled)
CT abdomen with IV contrast

Mesenteric soft tissue 

mass deposit 

Omental soft tissue 

mass deposit 



ACR Appropriateness Criteria

This imaging 
modality was 
ordered to evaluate 
for primary 
malignancy and for 
staging



Findings: (unlabeled)
FDG-PET/CT colorectal



Findings: (labeled)
FDG-PET/CT colorectal

Avid FDG uptake in primary 

jejunal mass

Several hypermetabolic 

masses in peritoneum 

representing metastasis

Peritoneal metastases

Left hydroureter d/t pelvic mass 

obstructing left ureter

Primary jejunal mass



Final Dx:

Burkitt Lymphoma



Hospital Course
• Patient underwent small bowel resection of the jejunal mass and left 

ureteral stent placement

• Surgical pathology consistent with Burkitt lymphoma

• Immunohistochemistry: CD10+, CD20+, BCL6+, Ki-67 > 95%

• + MYC rearrangement on FISH confirmed Burkitt lymphoma

• Extensive extranodal peritoneal metastasis shown in FDG-PET/CT 
consistent with stage 4

• Patient underwent 6 cycles of rituximab + hyper-CVAD 
(hyperfractionated cyclophosphamide, vincristine, adriamycin, 
dexamethasone)



Discussion

Epidemiology:

• Burkitt lymphoma is a highly aggressive B cell lymphoma1

• Most common non-Hodgkin lymphoma of childhood, but is rare is 
adults and only represents 1-2% of all adult non-Hodgkin lymphomas2

• 3 forms: endemic, sporadic, and immunodeficiency associated

• Commonly presents extranodally, with 60-80% of cases presenting in 
the abdomen3

• Commonly presents in the ileocecal region, presentation in the jejunum is 
rare



Discussion
• Radiographic findings: 

• CT with IV contrast: homogenously 
enhancing soft tissue mass or bowel 
wall thickening 

• FDG-PET/CT: avid FDG uptake of soft 
tissue mass and metastatic deposits

Figure 1. Axial CT with contrast for a 

patient with Burkitt lymphoma. 

* shows the primary mass in the 

terminal ileum extending into the 

cecum.4



Discussion
Diagnosis: 

• Core needle or surgical biopsy – monomorphic B cells, “starry sky” appearance 
from tangible body macrophages1

• Immunohistochemistry – CD10+, CD20+, BCL6+

• FISH showing +MYC rearrangement

• Imaging: CT abdomen with contrast, FDG PET/CT (preferred for staging as it better 
detects extranodal disease)1

• Lumbar puncture to assess for CNS spread5

Treatment: 

• Treated with combination of rituximab + chemotherapy, CNS targeted therapy, 
and tumor lysis syndrome prophylaxis5
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