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Breast Imaging‑Reporting and Data System (BI
‑RADS) (Figure 1A and 1B); the breast tumors were 
biopsied. Magnetic resonance imaging (MRI) of 
the pelvis revealed focal lesions of both ovaries 
(Figure 1C and 1D), numerous infiltrative foci with‑
in the bone structures, roots of the sacral spinal 
nerve 1 on the left side and atypical mass, which 
modelled both iliac veins (Figure 1E and 1F).

Computed tomography of the chest and ab‑
dominal cavity did not reveal any significant ab‑
normalities, except for uncharacteristic image 
of the stomach wall, which prompted an upper 
gastrointestinal tract examination. Gastrosco‑
py showed a 30-mm tumor on the greater curva‑
ture of the stomach, covered with the congest‑
ed mucosa and an infiltrated fold, extending to‑
wards the antral part of the stomach, which were 
biopsied (Figure 1G).

While the clinical presentation resembled a dis‑
seminated malignant neoplasm of unknown ori‑
gin, we first suspected a breast‑ovary syndrome. 
Surprisingly, histologic examination showed no 
features of breast or ovarian cancer, but was sug‑
gestive of lymphoid tissue. Immunochemistry as‑
says revealed the Burkitt lymphoma (BL) pheno‑
type, with CD20(+), bcl‑6(+), CD10(+), bcl‑2(–), 
CD30(–), CD45(+), CD38(+), overexpression of 
c‑myc(+), and high Ki67 proliferation index (near‑
ly 100%).

Burkitt lymphoma is a highly aggressive B cell 
non‑Hodgkin lymphoma, which derives from 
a mature germinal or postgerminal B cell, often 
presenting as a rapidly growing tumor with a very 
short doubling time, between 24 to 48 hours.1 It 
represents less than 5% of lymphoma cases in 
adults with the overall survival rate exceeding 
70%.2,3 It disseminates quickly to extranodal sites, 
mainly the central nervous system, bone marrow, 
gut, head, and neck. Approximately 70% of newly 

A 35‑year‑old woman with no family history of 
malignancy was hospitalized due to unintention‑
al weight loss of 6 kg within 3 weeks, progres‑
sive weakness, and fever of unknown origin. Two 
weeks before the admission, she palpated a tumor 
in the left breast.

On examination, she was in good condition, 
with tumors in both breasts and tenderness of 
the pelvic region. Laboratory workup showed 
a slightly elevated serum C‑reactive protein lev‑
el (28 mg/l; upper limit of normal, 5 mg/l), cre‑
atinine (1.5 mg/dl; reference range, 0.51–0.95 
mg/dl), and D-dimer (1149 ng/ml; upper limit of 
normal, 500 ng/ml). Sonography revealed nodu‑
lar, solid‑cystic structures sized 79 × 58 mm and 
93 × 72 mm in the right and left ovary, respec‑
tively. Mammography and ultrasonography of 
the breasts showed findings typical of category 4 
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Figure 1�  A – mammography, right mediolateral and 
craniocaudal views showing an oval, partly 
circumscribed mass (arrows) of density higher than 
glandular tissue situated in the upper outer quadrant of 
the left breast and asymmetry in the upper outer 
quadrant of the right breast (Breast Imaging‑Reporting 
and Data System Category 4)
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Figure 1�  B – ultrasonography; left: solid‑cystic, oval, 
circumscribed mass in the left and right (left and right 
image, respectively) breasts at the 2 o’clock position 
(both Breast Imaging‑Reporting and Data System 
Category 4); C – magnetic resonance imaging scan (T1) 
showing bilateral ovarian tumors, well circumscribed 
(arrows); D – magnetic resonance imaging scan (T2) 
showing bilateral ovarian tumors, well circumscribed, 
hypointense with restricted diffusion; E – magnetic 
resonance imaging scan (T2) showing a lymphoid 
infiltrate forming a mass in the retroperitoneal space 
(arrow) involving the nerve root of the sacral spinal 
nerve 1 (dotted arrow) on left side and numerous 
infiltrates in bones (blue arrow). F – magnetic resonance 
imaging scan (diffusion‑weighted imaging) showing 
lymphoid infiltrate forming a mass in the retroperitoneal 
space (arrow) involving the nerve root of the sacral 
spinal nerve 1 (dotted arrow) on the left side and 
numerous infiltrates in bones (blue arrow); 
G – gastroscopy showing a large tumor, approximately 
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30 mm in diameter, located on the greater curvature of 
the stomach (black arrow), covered with the congested 
mucosa, turning into a clearly thickened, infiltrated fold 
extending towards the antral part of the stomach (white 
arrows).
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diagnosed patients demonstrate advanced stag‑
es (III or IV) of the disease.4 Three types of BL 
have been identified, including endemic (50%–
90%), immunodeficiency‑related (25%–40%), and 
sporadic (1%–2%).4 The sporadic one, most like‑
ly found in our patient, is predominantly diag‑
nosed in Western Europe. It affects mostly young‑
er patients, with a peak incidence at the ages of 
11 years and 30 years (3.5 times more common 
in men);5 the abdomen is the most common site 
of sporadic BL, seen in 60% to 80% of patients.

In this case, BL developed simultaneously in 
the breast, stomach, and ovary. To the best of 
our knowledge, this is probably the first case of 
BL in this localization. We suggest that BL, al‑
though uncommon, should be considered in dif‑
ferential diagnosis in patients with malignancy of 
unknown origin and atypical course. Fortunate‑
ly, overall survival in patients diagnosed with BL 
and aged less than 40 is significantly better than 
in the older ones.
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