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5

Abstract6

Cervical lymphoma is a rare entity that requires differential diagnosis with cervical7

cancer.Cytology is often insufficient for diagnosis being necessary to perform deep biopsies.8

There is no standard treatment but most of the treatment rates were based on chemotherapy9

and/or radiotherapy followed sometimes surgery. We report the case of a patient with10

non-Hodgkin lymphoma of diffuse large B cell located in the uterine cervix treated with11

chemotherapy followed by consolidation radiotherapy.12

13

Index terms—14

1 Introduction15

on-Hodgkin’s lymphoma is 75% of all lymphomas (1). It is estimated that the incidence in Spain is 10.8 cases per16
100.000 women/year, with 2.400 new cases diagnosed per year in women. Ranked seventh in incidence by type17
of cancer in both men and women, remaining stable in the last years. The likelihood of developing non-Hodgkin18
lymphoma throughout life is 1 in 51 women.19

This disease is found mainly in the lymph nodes or lymphoid tissue and female genital involvement is rare, and20
can exist in some cases of disseminated disease. The most common gynecologic location is the cervix, followed21
by uterine corpus and ovaries (2).22

Primary cervical lymphoma is a extremely rare entity that presents clinically as cervical cancer, with which we23
must make a differential diagnosis. Usually presents with vaginal bleeding, dyspareunia and pain. The subtype24
more frequently described is the large B cells (3).25

Diagnosis is often difficult because the cytology may be normal, by originate in the stroma with preservation of26
the scaly surface, obtaining false negatives so taking deep biopsies for histological confirmation is recommended27
(4).28

In early stages the treatment usually more applied is radiotherapy followed by chemotherapy and/or surgery,29
but in advanced stages and in cases of genital lymphomas chemotherapy seems the best treatment option (5).30

We report the case of a patient diagnosed with non-Hodgkin lymphoma of diffuse large B cell uterine location,31
with good response to chemotherapy.32

2 II.33

3 Case Report34

A 58 year old patient that check in September 2013 per episode of postmenopausal metrorrhagia associated with35
hypogastric discomfort. As referred only previous bilateral saphenectomy in 2010.36

On pelvic examination a bulky tumor that seemed to depend on the posterior lip of cervix showed, this37
finding was confirmed by ultrasound in which 85mm cervical mass was noted. Given these findings, the following38
additional tests were requested:39

? Pelvic MRI: expansive and infiltrative bulky cervical tumor of 93mm with extension to the uterine body,40
right parametrium, anterior vaginal wall and dubious infiltration of the rectal wall. Affectation of bilateral41
pelvic and inguinal lymph nodes rights (Figures ?? and 2). With this diagnosis was prescribed R-CHOP-based42
chemotherapy regimen receiving 6 cycles from 13/10/14 to 04/02/14. The treatment period was uneventful except43
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5 CONCLUSIONS

for an episode in December 2013 of pneumonia requiring admission for 10 days and was resolved with antibiotic,44
antiviral therapy, oxygen therapy and noninvasive respiratory support, lagging the 4th cycle of chemotherapy45
only in 10 days.46

At the end of chemotherapy CAT was performed again in March 2014 with almost complete regression of the47
mass of the uterine cervix, without identifying adnexal masses or supraclavicular, axillary or mediastinal lymph48
nodes (Figure ??). At present the patient is doing consolidation radiotherapy. Print 6 : Pelvic CAT after the49
end of chemotherapy regimen III.50

4 Discussion51

Extranodal lymphomas represent 15% of Non-Hogking lymphomas (6). Of these only 1% originates in the genital52
tract. So there are no large series to define a standardized treatment. The uterine cervix is the most frequent53
affected of the genital tract (7), as in our case. Over 75% of cases are diagnosed in premenopausal women, with54
the average age at diagnosis of 40-44 years (8). Our patient was 58 years old at diagnosis, being well above this55
age.56

To consider as primary lymphoma of the genital tract, the disease should be limited to a single location at the57
time of diagnosis and there should be no involvement of peripheral blood or bone marrow (9), so after the initial58
diagnosis obtained with biopsy of the cervical mass conducted a study extension including a bone marrow biopsy59
and thoraco-abdomino-pelvic TAC, also is advisable to perform a thorough physical examination for suspected60
peripheral lymphadenopathy. The correct pathologic diagnosis involves making deep biopsies and cytology may61
have false negatives, as refer Gonzalez et al (10).62

The treatment of this condition is controversial because it is a very uncommon condition having few cases63
reported in the literature. In nodal lymphomas, for patients with localized disease, radiotherapy was the first64
curative approach and continues to be a part of combined modality therapy (11).65

Vaughan et al (12) have shown that almost 70% of patients with localized non-hodking lymphoma can be66
cured by radioterapy alone. However, the high relapse rate outside the radiation field justifies the requirement67
of chemotherapy in this setting. A systematic review with meta-analysis the dos Santos et al (13) included four68
trials with a total of 1.796 patients evaluated chemotherapy alone versus chemotherapy plus radiotherapy and69
concludes that radiotherapy prolongs progression-free survival, with no impact on overall survival. It must be70
considered an option for patients who cannot tolerate a high dose or prolonged schedule of chemotherapy.71

In advanced stages, the treatment of choice is usually chemotherapy. Neoadjuvant chemotherapy seems an72
appropriate treatment in cases of genital involvement, according Signorelly et al ( ??4 chemotherapy followed73
by surgery or not, obtained a complete response in 75 % of cases and 5-year survival 90%. Another proposed74
treatment is the primary chemotherapy followed by consolidation radiotherapy, Marco Bravo et al (15) reported75
2 cases of cervical lymphoma treated with CHOP chemotherapy regimen, followed by radiation therapy with76
complete remission in both cases without evidence of disease 23 and 70 months, respectively. In our patient, after77
the assessment session with clinical tumor board, this was the chosen treatment.78

In the current era in which the target therapy appear promising, there have been encouraging results with79
rituximab, a monoclonal antibody directed against the CD20 antigen expressed by most of these tumors (16).80

We thought that since it is a disease so rare, further investigation is needed in this regard bringing more cases81
to know what is the best treatment we can offer these patients.82

IV.83

5 Conclusions84

Primary lymphoma of the uterine cervix is extremely rare entity. Usually require the completion of deep biopsies85
for correct diagnosis at the high rate of false negative cytology. They have rapid growth and most have more86
than 4cm at diagnosis. It is recommended that thoraco-abdomino-pelvic CAT and bone marrow biopsy to rule87
out disseminated disease. The standard treatment has not yet been established but more often in advanced88
stages and genital involvement chemotherapy is the treatment of choice. Genital lymphomas appear to be less89
aggressive than nodal lymphomas with high overall survival, especially in early stages 190

1© 2014 Global Journals Inc. (US)

2



12

Figure 1: Figure 1 :Figure 2 :

3

Figure 2: Figure 3 :

3



5 CONCLUSIONS

4

Figure 3: Figure 4 :

5

Figure 4: Figure 5 :

4



[Myers and Moore (1994)] ‘A predictive model for non-Hodgkin’s lymphoma’. A M Myers , G M Moore . N Engl91
J Med 1994 Feb 24. 330 (8) p. 574.92

[Phan et al. ()] ‘Benefit of consolidative radiation therapy in patients with diffuse large B-cell lymphoma treated93
with R-CHOP chemotherapy’. J Phan , A Mazloom , Jeffrey Medeiros , L Zreik , T G Wogan , C Shihadeh ,94
F . J Clin Oncol 2010. 28 (27) p. .95

[Hudson et al. ()] ‘Clinical stage 1 non-Hodgkin’s lymphoma: long-term followup of patients treated by the96
British National Lymphoma Investigation with radiotherapy alone as initial therapy’. Vaughan Hudson , B ,97
Vaughan Hudson , G Maclennan , K A Anderson , L Linch , DC . Br J Cancer 1994. 69 (6) p. .98

[Chan et al. ()] ‘Clinicopathologic features of six cases of primary cervical lymphoma’. J K Chan , V Loizzi , A99
Magistris , M I Hunter , J Rutgers , Disaia , Pj . Am J Obstet Gynecol 2005. 193. p. .100

[Signorelli et al. ()] ‘Conservative management in primary genitalclymphomas: The role of chemotherapy’. M101
Signorelli , A Maneo , S Cammarota , G Isimbaldi , Garcia Parra , R , P . Gynecol Oncol 2007. 104 p. .102

[De Leval and Hasserjian ()] ‘Diffuse Large B-Cell Lymphomas and Burkitt Lymphoma’. L De Leval , R P103
Hasserjian . Hematol Oncol Clin North Am 2009. 23 p. .104

[Lee ()] ‘Evolving role of radiation therapy for hematologic malignancies’. C K Lee . Hematol Oncol Clin North105
Am 2006. 20 (2) p. .106

[Recher et al. ()] ‘Intensified chemotherapy with ACVBP plus rituximab versus standard CHOP plus rituximab107
for the treatment of diffuse large B-cell lymphoma: an open-label randomised phase 3 trial’. C Recher , B108
Coiffier , C Haioun , T J Molina , C Ferme , O Casasnovas . Lancet 2011. 378 (9806) p. .109

[Dos ()] ‘Is there a role for consolidative radiotherapy in the treatment of aggressive and localized Non-Hodgkin110
Lymphoma? A systematic review with meta-analysis’. Santos Dos . BMC Cancer 2012. 12 p. 288.111

[González et al. ()] ‘Linfoma cervical primario: presentación de un caso y revisión de la literatura’. Agenjo112
González , M , Bellón Del Amo , M , García Santos , FJ , Ramírez Mena , M , Coronado Martín , P .113
Prog Obstet Ginecol 2013. 56 (10) p. .114

[Piura and Yanai-Inbar ()] ‘Lymphoma-like lesion of the uterine cervix’. B Piura , I Yanai-Inbar . Eur J Obstet115
Gynecol Reprod Biol 2001. 97 p. .116

[Harris and Scully ()] ‘Malignant lymphoma and granulocytic sarcoma of the uterus and vagina: A clinicopatho-117
logic analysis of 27 cases’. N L Harris , R E Scully . Cancer 1984. 53 p. .118

[Gabriele and Gaudiano ()] ‘Primary malignant lymphoma of the cervix. A case report’. A Gabriele , L Gaudiano119
. J Reprod Med 2003. 48 (11) p. .120

[Bravo et al. ()] ‘Quimioterapia combinada neoadyuvante seguida de radioterapia externa en el tratamiento de121
dos casos de linfoma primario del cuello uterino’. Marco Bravo , S , Fernando Heredia , M , Mateo Pierotic ,122
C . Rev Chil Obstet Ginecol 2005. 70 (2) .123

[Muntz et al. ()] ‘Stage I primary malignant lymphomas of the uterine cervix’. H G Muntz , J A Ferry , D Flynn124
, A F Fuller , H M Tarraza . Cancer 1991. 68 p. .125

[Campo et al. ()] ‘The 2008 WHO classification of lymphoid neoplasms and beyond: Evolving concepts and126
practical applications’. E Campo , S H Swerdlow , N L Harris , S Pileri , H Stein , E S Jaffe . Blood 2011.127
117 p. .128

5


	1 Introduction
	2 II.
	3 Case Report
	4 Discussion
	5 Conclusions

