CASE REPORT

Is the ovary a sanctuary for non-Hodgkin’s
lymphoma? Successful surgical management

Introduction

Non-Hodgkin’s lymphoma may involve
the gynaecological tract, and the ovary is
one of the more common anatomical sites
to be involved. Malignant lymphoid cells
may occur in the ovary either as a primary
neoplasm or as a secondary manifestation
of disseminated occult or known disease.
Previous reports of ovarian non-Hodgkin’s
lymphoma have included both primary
and secondary cases. This article presents a
case of non-Hodgkin’s lymphoma involv-
ing the ovaries which was successfully
managed with surgery.

Discussion

Although unusual, ovarian involvement
in non-Hodgkin’s lymphoma is more fre-
quent than other sites in the female geni-
tal tract. The peak incidence of ovarian
involvement in lymphoma is in the fourth
and fifth decades, although it may occur at
any age. Previous studies of non-Hodgkin’s
lymphoma involving gynaecological sites
(Osborne and Robboy, 1983; Monterroso
et al, 1993; Vang et al, 2001) have shown
that most cases of non-Hodgkins lym-
phoma involving the ovary are systemic
tumours, of which ovarian involvement is
only one aspect. Less than 10% of all ovar-
ian non-Hodgkin’s lymphomas reported
have been localized, presumably arising in
the ovary.

In normal ovaries, lymphocytes of B-cell
and T-cell lineage are present within corti-
cal granulomas, and rare lymphocytes are
dispersed throughout the ovarian stroma
and within ovarian follicles and corpora
lutea. A variety of subtypes of lymphoma

have been described in the ovary; how-
ever, the most common are diffuse large

Figure 1. Computed tomography scan of abdomen
showing ovarian mass.

B-cell, Burkitt and follicular lymphomas
(Tavassoli and Devilee, 2002).

Figure 2. Ovarian slide showing mononuclear
blasts scattered against a background of smaller

lymphocytes.
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Case Report
In May 1999, a 30-year-old woman presented with a 2-month history of lower back pain and symptoms
of sacral root compression. Systemic examination revealed a large right inguinal lymph node and a
palpable right iliac fossa mass arising from the pelvis. A computed tomography scan showed bilateral
hydronephrosis with some compression of the collecting systems, gross retroperitoneal and pelvic
lymphadenopathy and an enlarged right inguinal lymph node. The lactate dehydrogenase level was
raised at 665 iv/litre (normal range < 450 iu/litre). A lymph node biopsy confirmed the diagnosis of
diffuse large B-cell non-Hodgkin's lymphoma. It was bulky stage 2 at presentation with an International
Prognostic Index score of 1.

The patient received six courses of CHOP (cyclophosphamide, doxorubicin, vincristine and
prednisolone). Following this there was no palpable disease but her computed tomography scan showed
residual para-aortic lymphadenopathy with some calcification. A decision was taken fo observe without
further therapy.

She remained clinically very well until March 2000, when a right pelvic mass was palpable on
dinical examination. She had an ulirasound scan followed by a computed fomography scan which
showed pelvic lymphadenopathy and adnexal mass. In view of this she had two courses of mini BEAM
(carmustine, etoposide, cytarabine and melphalan) (Chopra et al, 1992) in April-May 2000. A repeat
ultrasound of the abdomen showed a reduction in right iliac fossa nodes. This was followed by high-dose
therapy (BEAM) with autologous bone marrow transplantation in July 2000. This was consolidated with
radiotherapy (40 Gray in 20 fractions) to the site of recurrence in the right pelvis in September and
October 2000, and subsequent evaluation was consistent with remission.

Following mild elevation of lactate dehydrogenase levels in November 2002, she had an ulirasound
and computed tomography scan which showed a complex ovarian mass of 7x4 cm on her right side, with
no evidence of significant lymphadenopathy (Figure 1). A biopsy showed relapse of lymphoma and a bone
marrow sample was normal. The pelvic mass was removed laparoscopically in June 2003, and turned out
to be an ovary completely replaced by a solid lobulated tumour. Histology showed high-grade B-cell non-
Hodgkin's lymphoma similar to her previous disease (Figures 2 and 3). She had three courses of adjuvant
chemotherapy with R-ESHAP (Velasquez et al, 1994) (rituximab, etoposide, methylprednisolone,
cytarabine and cisplatin) in July 2003. Following this she has remained in complete remission for more
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than 5 years.
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Figure 3. Ovarian slide showing CD20 (cluster of
differentiation antigen 20) strongly expressed in
lymphoid blasts.

Lymphoma is bilateral in approximately
half of the cases. The tumours are large and
typically have an intact capsule. The histo-
logical appearance of ovarian lymphomas is
similar to that seen at other sites; however,
the neoplastic cells tend to proliferate in
cords, islands and trabeculae with occasional
follicle-like spaces or alveoli and often have a

sclerotic stroma. In some cases ovarian follic-
ular structures may be spared, but in others
the entire ovarian architecture is obliterated.
In this case the patient had initial chemo-
therapy and then salvage therapy but still
relapsed. She remains in remission more
than 5 years after removal of the ovarian
lymphoma and adjuvant chemotherapy.
This case demonstrates the potential con-
tribution of surgery to treatment of ovarian
lymphoma and suggests that there may be
a wider role for ovariectomy in ovarian
lymphoma. This would echo the routine
role for orchidectomy in testicular lym-
phoma (Vitolo et al, 2008). Taylor et al’s
(1995) study of 51 patients with primary
gastrointestinal malignancies and ovarian
metastases revealed that the response of
ovarian metastases to chemotherapy was
less than that for other sites. This suggests
that the ovary may be a sanctuary site for
non-Hodgkins lymphoma where disease
responds less well to chemotherapy. BJHM
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