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Case presentation

In March 2024, a 69-year-old woman presented with “a 
5-year history of cervical lymphoma and a 3-month history of 
headache.” On April 29, the patient sought attention for per-
sistent vaginal bleeding. Pelvic enhanced Magnetic Resonance 
Imaging (MRI) revealed a circular cervical mass measuring ap-
proximately 6.0 × 5.3 × 5.6 cm, continuous cervical mucosa 
compression, continuous thinning cervical stromal layer, con-
tinuous cervical outer membrane surface, and filling of the 
vaginal vault with mass signal. Imaging diagnosis indicated that 
cervical space mass was consistent with lymphoma changes 
(Figure 1). A gynecological examination revealed that the cer-
vix had significantly increased, with a diameter of 5.5 cm. The 
cervix exhibited ulcerative necrosis, dark red congestion, and 
medium tissue quality. Immunohistochemistry of the biopsy tis-
sue revealed CD10 (−), Ki-67 (70%), CD3 (−), CD20 (+), CD56 (−), 
BCL-6 (+), MUM 1 (−), and CD79 ɑ (+). The pathological diag-
nosis was Non-Hodgkin’s Lymphoma (NHL, diffuse large B-cell 
origin). Systemic enhanced Computed Tomography (CT) and su-
perficial lymph nodes revealed no abnormalities, and no tumor 

cells were observed in the bone marrow biopsy. The diagnosis 
was cervical Diffuse Large B-Cell Lymphoma (DLBCL), classified 
as Ann Arbor Stage IE, with an international prognostic index 
of 1 and an ECOG score of 0. Before physical health, between 
April and July 2019, four cycles of R-CHOP chemotherapy were 
performed. Tumor lesions decreased in size after two cycles but 
increased by the fourth cycle. Owing to impaired cardiac and 
pulmonary function, a consultation was impossible. Using IMRT, 
cervical extracorporeal radiotherapy was administered at 50 Gy, 
2 Gy, and 25 f between August and September 2019, and the 
cervical lesions disappeared (Figure 2). Two additional cycles 
of CHOP chemotherapy were performed between October and 
November 2019. Regular follow-ups revealed no abnormality. 
Three months earlier, the patient developed a headache ac-
companied by dizziness but no jet-like vomiting. Cranial MRI re-
vealed bilateral abnormal signals in the cerebellar hemisphere 
and vermis with enhancement, suggestive of cerebellar and 
meningeal metastases (Figure 3). No abnormalities were ob-
served in systemic enhanced CT and superficial lymph nodes. 
The patient refused invasive examination, including bone mar-
row puncture, lumbar puncture, and radiotherapy. The patient 
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Figure 1: Pelvic enhanced MRI imaging in 2019-04.
Note: A, B and C show axial, sagittal, and coronal images of cervical lesions respectively.

Figure 2: Sagittal MRI findings of cervical lesions.
Note: A: Initial onset; B: 2 cycles of R-CHOP; C: 4 cycles of R-CHOP; D: 1 month after radiotherapy.

Figure 3: Brain-enhanced MRI shows cerebellum and meningeal metastasis.

received two cycles of chemotherapy with “vindoisine + etopo-
side + prednisone,” which improved symptoms. The patient dis-
continued treatment after three cycles.

 Discussion

Primary cervical lymphoma is extremely rare, and second-
ary Central Nervous System (CNS) invasion is rarely reported. 
DLBCL is an NHL originating from B lymphocytes, with a diffuse 
distribution of malignant large B lymphocytes in tumor tissue. 
DLBCL accounts for 33%-45% of all NHL, while extranodal pri-
mary lymphomas account for 35%-40% of all NHL. B cell-de-
rived primary extranodal lymphomas are commonly found in 

the gastrointestinal tract, head, neck, and other sites, including 
the lungs, breast, uterine adnexa, testis, and CNS. The staging 
and treatment approaches for primary extranodal lymphoma 
are similar to those for patients with primary intranodal lym-
phoma. Primary Lymphoma of the Female Genital Tract (PLF-
GT) is rare, accounting for 0.5%-1.5% of all extranodal NHL and 
about 0.008% of gynecological tumors [1], it predominantly oc-
curs in postmenopausal women, with a median age of onset of 
54 years. The main pathological types are DLBCL and follicular 
lymphoma [2]. The ovaries and cervix are the frequently affect-
ed sites, most of which lack the B symptoms associated with 
lymphoma: Low fever, fatigue, night sweats, and weight loss. 
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The most common symptom is vaginal bleeding [3-5]. For the 
cervical lymphoma staging, the Ann Arbor system and the Inter-
national Union of Obstetrics and Gynecology (FIGO) system can 
be used. Treatment strategies are not well-established and rely 
mainly on case reports and small sample case series. Treatment 
options include surgery, chemotherapy, and radiotherapy alone 
or in combination [6,7]. Young patients can also be treated by 
preserving reproductive function [8]. Most cases are treated 
with the R-CHOP regimen [9]. Reports of spontaneous regres-
sion of the lymphoma are even rarer [10]. A retrospective study 
indicated an increased risk of CNS recurrence in primary female 
reproductive tract DLBCL [11,12]. More evidence is needed to 
support CNS prophylaxis. Risk factors for CNS invasion by DLBCL 
include the primary sites of the disease (testis, paranasal sinus, 
epidural, and bone marrow), HIV lymphomas, more than two 
extranodal sites, and elevated LDH levels [13]. Review of rele-
vant literature for CNS infection secondary to PLFG. While there 
are no reports of the metastasis of the disease, direct invasion 
into the bladder may be considered. Symptoms of CNS invasion 
in lymphoma include confusion, headache, lethargy, and hemi-
paresis. The most common manifestations are leptomeningeal 
metastasis, epidural spinal cord compression, and brain paren-
chymal infiltration, which can be confirmed by cerebrospinal 
fluid analysis, brain CT/MRI, and sometimes, brain biopsy [11]. 
In this case, the patient did not present with either risk factor; 
however, imaging confirmed brain parenchymal infiltration and 
meningeal metastasis. There is no reasonable explanation for 
why secondary CNS involvement occurred. The therapeutic 
response to recurrent NHL, particularly in the CNS, has been 
unsatisfactory. Rapid control of CNS involvement is crucial to 
prevent neurological morbidity and preserve the quality of life. 
Close attention should be paid to the potential for CNS spread, 
and if neurological symptoms develop, prompt diagnostic eval-
uation, such as a brain MRI scan and lumbar puncture, should 
be conducted. Once patients are diagnosed with CNS infection, 
treatment should include radiotherapy, intrathecal injection of 
chemotherapy drugs, and systemic chemotherapy. This disease 
is rare, and high-quality research is lacking; therefore, there is 
no consensus on the best treatment approach yet.

Conclusion

Based on case reports and a review of available literature, 
primary cervical DLBCL is rare, and secondary CNS involve-
ment is even rarer, as only mentioned in a retrospective study 
[11]; no detailed cases have been reported. Patients with such 
cases need individualized treatment. We presented a case of 
rare primary cervical DLBCL, where the chemotherapy response 
was poor. However, local radiotherapy enabled the patient to 
achieve disease-free survival for nearly 5 years. Later, second-
ary CNS invasion occurred, and systemic chemotherapy pro-
vided some survival benefits. Owing to the low incidence of 
primary cervical NHL, there is a lack of large-sample and long-
term research reports, hence requiring further exploration of 
diagnosis, treatment standardization, and prognosis. Although 
secondary CNS invasion from cervical lymphoma exists, the spe-
cific metastasis pathway remains unclear. We recorded a case; 
thus, prospective studies are needed to determine the optimal 
treatment approach.
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