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Abstract:  Non  Hodgkin’s  Lymphoma  (NHL)  causes  many 
deaths worldwide  and its incidence is increasing.  They occur 
commonly in middle aged and elderly people and are dissemin-
ated at diagnosis. We present an interesting case of NHL in a 
52 years old female, who presented with past a history of post-
menopausal bleeding. A 3 x 5 cms endocervical polyp was no-
ticed  in  the  cervix.  Biopsy  of  the  polyp  revealed it  to  be  a 
CD20-positive  diffuse  large  B-cell  (DLBCL)-type  NHL.  She 
was diagnosed as stage IE after staging work-up. She attained a  
complete  response,  and  has  been  in  remission  for  1  year  8 
months. 
Key  Words: Non-Hodgkin's  lymphoma;  Vaginal  bleeding; 
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Introduction:
Primary Non Hodgkin’s  lymphoma of  the uterine cervix is a 
rare event that demands particular attention because of the more 
frequent appearance of an intense inflammatory reaction in this 
site, such as chronic follicular cervicitis.  The genital tract, in 
fact, is more frequently the site of secondary extranodal lymph-
omas or leukemic processes in the course of systemic metastas-
is. Primary NHL of uterine cervix is rare with less than 60 cases 
reported.[1]  It accounts for only 1% of extra abdominal lymph-
omas. Abnormal vaginal bleeding is the common symptom of 
many gynecological disorders, but an extremely rare presenta-
tion in Non-Hodgkin’s Lymphoma. As these tumors arise from 
the  cervical  stroma,  the  epithelium is  initially  preserved and 
therefore cytology is often normal.
Case Report:
A 52 years old female presented with post menopausal bleeding 
of  2  years.  There  was  no  history  of  fever,  night  sweats,  or  
weight loss. On general physical examination, there was mild 
pallor. There was no lymphadenopathy or hepatosplenomegaly.  
Other systemic examination was normal. Colposcopic examina-
tion revealed a sessile polypoidal mass involving the posterior 
lip of cervix. The lesion was soft and bled on contact. Other 
pelvic visceral structures were normal. Her biochemical invest-
igations and chest X-ray were normal. CT scan of the abdomen 
and pelvis showed a large enhancing cervical mass, 30x16x38 
mm, connecting the endometrial cavity was noted. No gross ad-
enopathy  identified.  Bone  marrow aspiration  showed  normal 
histology. Pap smear examination did not reveal any dysplastic 
or malignant cells. Patient underwent panhysterectomy proced-
ure.
Pathological examination of the specimen showed a pink, soft, 
sessile polypoid lesion 5 x3 centimeteres involving the posteri-
or lip of cervix (Fig 1). The uterus, ovaries, tubes and the para-
metrial soft tissue were normal. Histological examination of the 
cervical polyp showed circumscribed nodules of large lymph-

oid cells with hyperchromatic oval to round nuclei with prom-
inent nucleoli (Fig 2 & 3). Few mitotic figures were present.  
Periphery showed small to medium sized lymphocytes.  There 
was also chronic cervicitis with squamous metaplasia of the en-
docervical mucosa. Depending upon the histopathological find-
ings, a diagnosis of Non-Hodgkin's Lymphoma, diffuse large B 
cell type was made. It was staged as IA-E by Ann Arbor Sta-
ging. Immunostaining revealed majority of the large cells were 
positive for B cell lineage CD20 and CD45 (LCA) (Fig 4 & 5)  
for  membranous  and cytoplasmic  positivity  and negative  for 
CD3, cytokeratin.

Fig. 1: Gross specimen showing a polypoidal mass protrud-
ing from the cervix.

Fig 2: H & E X 25 showing an ectocervical epithelium and 
subepithelium with circumscribed nodules of sheets of 

lymphoid cells
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Fig 3: H & E X 40 showing dark hyperchromatic nuclei 
with scant cytoplasm

 
Fig 4: Tumor cells show membranous and cytoplasmic pos-

itivity for common leucocyte antigen (LCA)

Fig 5: Tumor cells show membranous and cytoplasmic pos-
itivity for CD20

Discussion:
Primary malignant lymphoma of the female genital tract is rare. 
Review of the literature suggests that NHL of cervix affects one 
in 753 cases of non Hodgkin’s lymphoma. One in 175 female 
extranodal lymphomas is likely to originate in the vagina, uter-
us, or cervix.[2] Crisp et al reviewed cases from three hospitals 
for 1969-1979 and identified only six cases of primary pelvic 
NHL, including one ovarian, one cervical and three retroperi-
toneal tumors.[3] Charleton et al, found thirteen cases of malig-
nant  lymphomas  of  the  female  genital  tract,  other  than  the 
ovary  among  9500  lymphomas  in  women,  a  prevalence  of 
0.14%.[4] Although all are uncommon, malignant lymphomas 
is more common in cervix than corpus of the uterus.
A lymphoid proliferation of the cervix is a common finding of-
ten associated with chronic cervicitis. However, nodular or dif-

fuse  inflammatory  reactions  containing  large  lymphoid  cells 
within an indolent clinical setting pose a problem of differential 
diagnosis  from lymphomatous  processes.  Careful high  power 
examination in the lower genital tract is necessary to avoid a 
diagnostic error. Clinical presence of a mass lesion and deep in-
vasion of monomorphic lymphoid-like cells are the main mor-
phological  criteria  distinguishing  malignant  lymphoma  from 
lymphoma-like  lesions  and  immunohistochemical  staining 
clearly helps pathologists in their attempts  at differential dia-
gnosis.
About 33% of  NHL arise in tissues other than lymph nodes,  
spleen, Waldeyer’s ring and thymus and these are referred as 
primary  extra  nodal  lymphomas.[5]  Cervical  lymphoma 
presents  either  as  primary  or  systemic  involvement.  In  our 
study only cervix was involved. The important point is that the 
lymphomas are present as initial presentation in the female gen-
ital tract or extra cervical involvement, the diagnosis can never 
be achieved clinically. The majority of the NHLs arising from 
the uterine cervix is represented by high grade lymphomas. Dif-
fuse large  B cell  lymphoma is the most  common subtype  of 
NHL, but other  subtypes have  been described, including fol-
licular lymphomas. Immunohistochemical stains are invaluable 
in aiding the distinction of many of these entities. In our case, 
the tumor was positive for CD 20 and common leucocyte anti-
gen (LCA) and negative for CD 3 and cytokeratin.
The incidence  of  non-Hodgkin’s  lymphoma,  especially  extra 
nodal lymphoma, has increased in recent decades. The etiology 
of  NHL  has  been  hypothesized  to  include  infectious  agents 
such as the human immunodeficiency virus (HIV), immunosup-
pressive  therapies,  environmental  exposures to pesticides and 
pollutants,  and  improved  diagnostic  techniques.[6]  Our  case 
was not associated with HIV.
Lymphomas of the cervix generally occur in the fifth decade 
with a wide age range of 20 to 80 years. Benign and malignant  
cervical processes often have a polypoidal  appearance, endo-
cervical mucosa polyp represents the most common in this site. 
Abnormal  vaginal  bleeding  is  the  second  most  common 
presenting  symptom.[7]  Other  presenting  complaints  include 
vaginal discharge, dyspareunia or pelvic pain. B symptoms like 
fever, weight loss and peripheral lymphadenopathy was not a 
feature in our case. 
The cervical cytology in these patients with lymphoma is negat-
ive, which is probably due to the fact that most lymphomas in 
this location are subepithelial unless there is ulceration.[8] In 
such  cases,  this  type  of  abnormality  is  commonly  underdia-
gnosed.
Frequent misdiagnosis in cervical lymphomas include sarcoma, 
poorly  differentiated  carcinoma,  neuroendocrine  tumors  and 
chronic inflammation.[4] Lymphomas involving the extranodal 
lymphomas are staged by lymphoma staging classification i.e. 
Ann Arbor  classification.  The patient  fulfilled the  criteria  of 
stage 1 disease.
Cervical  lymphoma  generally  has  a  good  prognosis  as  com-
pared to nodal lymphomas, with an overall median survival of 4 
years. Extent of disease, size of primary tumour and the type of 
lymphoma are significant prognostic features. Patients with ad-
vanced-stage  diffuse  large  B-cell  lymphoma  are  primarily 
treated with chemotherapy. Radiotherapy is considered, if there 
is bulky disease at presentation.[9]
Conclusion:
Although primary non Hodgkin’s lymphoma is rare, the disease 
may be encountered more frequently as the incidence of extran-
odal  non-Hodgkin’s  Lymphoma  is  increasing.  Cervical  cyto-
logy may be undiagnostic in such cases. Therefore, Clinicians 
and pathologists should be aware of this diagnosis in patients 
presenting with abnormal vaginal bleeding and negative papan-
iculaou test and to include cervical lymphomas in the differen-
tial diagnosis of gynaecological cancers.
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