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Introduction
Lymphomas are a group of neoplastic diseases that originate 

in cells of the immune system, and that specifically affect the 
cells of the lymphopoieticsystem, which is responsible for 
producing the lymphocytes (Saénz, Andrade, Torres, 2015).
These neoplasms can affect any of the lymphocytic cells, but 
most originate in B cells and to a lesser extent in T and NK cells.
According to Pinilla et al, “lymphomas, the third most frequent 
malignant disease of the child, represent approximately 12% 
of new cases of cancer diagnosed in children under 15 years of 
age. These, around 40% are Burkitt’s lymphomas or resemble 
them (Burkittlike). “Burkitt’s lymphoma was described in 1958 
by Dennis Burkitt, hence its name. According to his studies, this 
disease was a type of very aggressive lymphoma that frequently 
presented extranidal involvement in areas such as the bone 
marrow and the central nervous system (CNS)[1].

Burkitt’s lymphoma belongs to the group of non-Hodking 
lymphomas of mature B cells and is highly malignant due to its 
great potential to duplicate cancer cells. “Tumor growth is rapid, 
and the most feared complication is the tumor lysis syndrome, 
which can trigger acute renal failure, which represents 2% of all 
lymphomas” (Hernández and Fuentes, 2016). Despite this, it can 
respond to treatment but in many cases its diagnosis is made in 
very advanced stages[2].

Classification
According to the literature reviewed this lymphoma is 

classified into three variants:

 
Endemic

Observed in children and adolescents with a peak between 
4 and 7 years of age, usually from the tropical zone of Africa. An 
important feature is that most cases are related to the Epstein 
Barr virus, whichcauses infectious mononucleosis. This type 
occurs in bulky form in the jaw, orbit and other facial bones, in 
addition to the kidneys[3].

Sporadic
This variant does not have a defined geographic distribution 

but describes it as the American form, “it occurs in adults under 
35 years of age, with a predominance in male sex of 4:16, with 
abdominal involvement and, frequently, infiltration. or n (30%), 
central nervous system (CNS) (15%) and also kidney, testicular, 
overall, mammary or medulla”[4].

Associated with Immunodeficiency
“It appears mostly in people infected by the human 

immunodeficiency virus (HIV) and, unlike other neoplasms, it 
is characteristic that it occurs in patients with still preserved 
CD4 lymphocyte levels above 200/μl”.In adults, the disease 
can be voluminous and widespread, often with massive 
involvement of the liver, spleen and bone marrow. Frequently, 
there is compromise of the CNS at the time of diagnosis or 
in case of relapse of the lymphoma[5].Burkitt’s lymphoma 
is the fastest growing human tumor, and the pathological 
anatomy reveals a high mitotic index, clonal proliferation of B 
lymphocytes and a “starry sky” pattern of benign macrophages 
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that have encompassed apoptotic malignant lymphocytes. A 
characteristic genetic translocation is observed involving the 
C-myc gene of chromosome 8 and the immunoglobulin heavy 
chain of chromosome 14[6]. The disease is closely associated 
with infection by Epstein-Barr virus in endemic lymphoma; 
however, it has not been clarified if the Epstein-Barr virus plays 
an etiological role. Burkitt’s lymphoma is frequent in patients 
with AIDS and may be a defining disease of said pathology.

Conclusion
Burkitt’s lymphoma is a neoplasm that usually affects 

children and adolescents, in adults it is usually related to HIV. 
it is highly malignant due to its rapid replication capacity. if it is 
detected in early stages, it may have a high degree of remission 
with chemotherapy, but in cases of late detection, survival is 
very short. one of its complications is tumor lysis with renal 
failure and the physiopathological changes that this implies, 
for example, edema, such as the case presented. It is always 
important to remember that a good clinical history, a complete 
physical examination are the pillars of a medical assessment, 
associated with complementary laboratory tests, cabinet, biopsy, 
among others, can get to obtain quick and accurate diagnoses 
that allow treatment initiation timely in order to preserve and 
improve the quality of life patients

Treatment
Intensive Chemotherapy

Treatment should start quickly because the tumors 
grow at high speed. An intensive alternating scheme of 
cyclophosphamide, vincristine, doxorubicin, methotrexate, 
ifosfamide, etoposide, and cytarabine (codoxm/ivac) plus 
rituximab determines a cure rate> 90% in children and adults. 
Other regimens such as rituximab plus etoposide, prednisone, 
vincristine (oncovin), and doxorubicin (r-epoch) and rituximab 
plus cyclophosphamide, vincristine, doxorubicin (adriamycin) 
and dexamethasone (r-hyper cvad) are also commonly used 

successfully[7,8]. Meningeal prophylaxis is essential. With 
treatment, tumor lysis syndrome is common (see treatment of 
adverse effects of oncological treatment: tumor lysis syndrome), 
and patients should receive iv hydration, allopurinol often with 
rasburicase, alkalinization and strict electrolyte control (k and 
ca).

If the patient presents intestinal obstruction due to the tumor 
but the tumor is completely resected in the initial diagnostic-
therapeutic laparotomy, aggressive treatment is still indicated. 
In general, rescue treatment in case of therapeutic failures is not 
successful, which highlights the importance of a very aggressive 
initial treatment.
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