ANKARA
MEDICAL

Case Report
Ankara Med J, 2020;(4):1082-1087 // @ 10.5505/amj.2020.48243

PREGNANCY CARE IN FAMILY MEDICINE: FROM A
PAINFUL LYMPHADENOPATHY TO A RARE NON-
HODGKIN’S LYMPHOMA CASE

AILE HEKIMLIiGINDE GEBELIK IZLEMLERI: AGRILI
LENFADENOPATIDEN NADIR HODGKIN DISI LENFOMA
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32 yasinda, 17 haftalik gebe hasta, list solunum yolu enfeksiyonu sonrasinda boynunun sag tarafinda agrih bir
kitle fark edip aile hekimligi poliklinigine basvurdu. Fizik muayenede vitalleri stabildi. Farinksinin hiperemik
oldugu, sag servikal bolgede en biiytigii 1 cm olan birkag adet lastik kivaminda, sert, fikse, agrili lenfadenopatisi
oldugu saptandi. Hastaya aile hekimi tarafindan iist solunum yolu enfeksiyonu tanisi ile ampirik antibioterapi
baslanip kontrole ¢agrildi. Lenf bezlerindeki hizli biiyiime ve boyutlarinin 1 cm’in iizerinde olmasi nedeni ile
malignite on tanisi ile kulak burun bogaz poliklinigine sevk edildi. Alinan eksizyonel biyopsi sonucunda Diffiiz
Biiytik B Hiicreli Lenfoma tanisi aldi. Kemoterapi planlanan hastaya gebelik terminasyonu 6nerildi ancak hasta
reddetti. Gebeligin 32. haftasinda fetal distres nedeni ile 1500 gr kiz bebegin sezaryen ile canli olarak dogumu
gerceklestirildi. Gebelikle baglantili olmas1 ve seyrek goriilmesi, malignite gibi hayati bir hastalikta aile
hekiminin erken teshiste rol almasi nedeniyle olgunun literatiir esliginde sunulmasi uygun gorillmiistiir.
Anahtar Kelimeler: Gebelik, lenfadenopati, lenfoma.

Abstract

A 32-year-old, 17-week pregnant patient visited her family physician because of painful lymphadenopathy on
the right side of her neck after an upper respiratory tract infection. On physical examination, her vital signs
were stable. A few elastic, firm, fixed, and painful lymphadenopathies, the largest of which was 1 cm were
detected in the right cervical region, and the pharynx of the patient was hyperemic. Empirical antibiotherapy
treatment was initiated by the family physician with the diagnosis of upper respiratory tract infection and the
patient was called for control follow-up. Due to the rapid growth of lymph nodes and their size over 1 cm, she
was referred to the otorhinolaryngology outpatient clinic with a preliminary diagnosis of malignancy. She was
diagnosed with Diffuse Large B Cell Lymphoma. Pregnancy termination was recommended to the patient
whose chemotherapy was scheduled, but the patient refused. At the 32nd week of pregnancy, the pregnancy
was terminated due to fetal distress and a 1500-gram live baby girl was born. Since it is associated with
pregnancy and rare, and that the family physician plays a role in early diagnosis of a important disease such as
malignancy, it is deemed appropriate to present the case with literature.

Keywords: Pregnancy, lymphoma, lymphadenopathy.
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Introduction

Lymphoma is a general term used to describe the malignant lymph tumor. Lymphomas are the tumors that
start in lymphocytes (T or B cells) or natural killer (NK) cells that are among immune system cells.1-2 Although
its distribution differs according to geographical regions and etiological factors Non-Hodgkin’s lymphoma
consists of approximately 75% of all lymphomas and Hodgkin’s lymphoma consists of 25% when generally

evaluated.2

Diagnosis of Non-Hodgkin’s Lymphoma (NHL) accounts for about 4% of new cancer cases. Prognosis is bad in
high-grade NHL and the expected lifetime is quite short. NHL is rarely seen during pregnancy while Hodgkin's
lymphoma is more common during pregnancy. 3 Lymphomas in pregnancy are generally high-grade and
involve the most stimulated organs during pregnancy such as the breast, ovary, and uterus. In the study
performed by Beksac et al. between 1937 and 1980, 75 lymphoma cases in pregnancy were reported. * The
disease is diagnosed late in pregnancy and its course is aggressive. However, it was reported that healthy full-
term infants were born as well. The clinical course of lymphoma is more stable during pregnancy and becomes

faster after delivery. 5

In our case, as the family physician realized lymphadenopathy as a result of general physical examination and
followed up with the patient early diagnosis was established. This case report points out a rare co-existence of
pregnancy and NHL and reveals how effective the role of family physicians is in early diagnosis of a disease.
Our case was approved to be presented as the patient in our case report had a lymphadenopathy in her neck
during the 17t week of pregnancy and the mass grew fast, and the diagnosis of NHL is rare during pregnancy.

Informed patient consent was obtained for this case report.

Case

Medical Background

A 32-year old, 17-week pregnant female patient visited her family physician as she had a sore throat. The
patient realized a painful and nut-sized mass which she had had for 15 days. She had 4 gravities, 3 parities, and
2 alive healthy children. One of her babies became exitus at the age of 1 with a preliminary diagnosis of
metabolic disease. In her medical history, she had allergic asthma and in her family history, her father had

diabetes mellitus and her mother had allergic asthma and hypertension.
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Physical Examination

Vital findings of the patient were as follows: body temperature: 38°C, arterial blood pressure: 120/80 mm/Hg,
pulse: 75 beats/min. The family physician detected a few elastic, firm, fixed, and painful lymphadenopathies,
the largest of which was 1 cm, in the right cervical region, and the pharynx of the patient was hyperemic. Her
respiratory system and abdominal examinations were normal. She had no sweating, fever, and loss of weight
complaints in detailed anamnesis during admission, but she had severe itching. With a diagnosis of upper
respiratory tract infection, the family physician initiated an empiric antibiotherapy for the patient and called
her for control follow-up. Previous examinations showed pregnancy and pregnancy care follow-ups of the

patient were regularly done. In that period, her system examinations were reported as normal.
Laboratory and Pathological Results

Lab results were as follows: Hb: 12.10g/dL, WBC: 5500mm3, PLT: 300,000mm3, RDW: 14.5%, NE%: 66%, LY%:
22%, ALT: 30 u/L, AST: 33 u/L, GGT: 33 u/L, and Cr: 0.8 mg/dL. Complete urine test results were as follows:
Color: Pale yellow, Transparency: Clear, Density: 1010 g/mL, pH: 6.5, Protein, Glucose and Ketone: Negative,
and WBC: 1/HPF.

When the patient came for her control follow-up after antibiotherapy the largest lymphadenopathy in the
cervical chain was 2 cm and palpable. Due to the rapid growth in lymph nodes and their sizes greater than 1
cm the patient was referred to an otorhinolaryngology outpatient clinic. The family physician encouraged the
patient to consult a psychiatrist as the patient was pregnant and had lost her baby before and her findings
indicated a malignant disease. The patient was examined in the otorhinolaryngology outpatient clinic and
cervical ultrasonography was decided. Her cervical ultrasonography showed findings compatible with
malignancy and a biopsy was scheduled. Excisional biopsy and pathology results were reported as follows:
“Tissue units belonging to the diffuse lymph node that lost its normal structure and diffuse cells were in size 3-
4 times greater than mature lymphocyte and most of them were in immunoblastic morphology with central
nucleolus. Pleomorphism and marginal adipose tissue and muscle tissue invasion were monitored. These cells
were diffusely stained with CD20 and PAX6, positively stained with BCL-2 and BCL-6, and negatively stained
with MUM 1. The positivity rate of C-MYC was 10-20% and Ki67 proliferation index was 80%.” The patient was
diagnosed with Diffuse Large B Cell Lymphoma.

Medical Follow-up

Pregnancy termination was recommended, but the patient who was also in contact with the family physician
refused the termination. It was decided with the physician not to terminate the pregnancy so long as it was not

life-threatening. Chemotherapy was scheduled for the patient. During chemotherapy, preterm labor started at
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the 20t week of pregnancy and tocolytic therapy was used. At the end of the fifth cycle of chemotherapy, the
pregnancy was terminated with cesarean due to fetal distress at the gestational age of 32 weeks and 2 days. A
1500-gram live baby girl was born. APGAR score of the baby was 7 in the 1st minute and 8 in the 5% and 10t
minutes. The general condition of the baby deteriorated during her follow-ups, necrotizing enterocolitis and
skeptic shock developed and the baby became exitus when she was 15 days old. One cycle of r-chop and 5 cycles
of da-epoch-r chemotherapy was completed in 22 weeks. The family physician got in contact with the patient
when she was receiving chemotherapy, got information about her condition, and psychosocially supported her.
He also kept his support during her delivery and follow-ups when complications developed after delivery. After

therapy of the patient ended she was described as in full remission.

Discussion

Lymphomas are a heterogeneous group of cancer in terms of their morphologies and clinical features. This has
affected their classifications and different classification systems have been used until now.! Nowadays, the
commonly used system is the one that was rearranged in 2008 by the World Health Organization (WHO) which
classified it by considering all characteristics of hematopoietic-lymphoid tissues.2 Since the classification of
WHO is complicated its clinical usage is difficult. Especially Non-Hodgkin’s lymphomas are divided into two
groups as the ones with a slowly progressive course and the ones with a rapidly progressive course in daily

practice.l

A significant increase in the general incidence of lymphoma is underlined in the second half of the 20t century.2
The fact that women get married late and have babies late increases the number of cases with co-existence of
cancer and pregnancy. Only one out of a thousand pregnancies are associated with cancer.¢ Lymphoma is rarely
seen during pregnancy. Hodgkin’s lymphomas are more common than Non-Hodgkin’s lymphomas. 3Lymphoma

is generally diagnosed late during pregnancy.”

Hormonal and immunologic changes play an important role in the course of lymphoma. In literature, a
publication including a case series with 21 patients reported that lymphoma progressed during the first and
partially second trimester and became stable until delivery. The tumor had a rapidly progressive course during

the postpartum period.”

Diffuse large B-cell lymphoma is more aggressive and its complications may threaten life in the early period.

As its prognosis is bad and it rapidly progresses it must be treated with a combination chemotherapy regimen.8

The most important finding in Non-Hodgkin’s lymphoma is painless lymph node enlargement and diagnosing

may also cause delays.! While stretched, erythematous, warm, fluctuant, painful, tender, mobile, and soft
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lymphadenopathy suggests infection the lymph nodes with an elastic, firm, fixed, and painless enlargement
mostly suggest malignancy. If bleeding, rapid growth, necrosis, and infections occur in tumor tissue, it may be
lymphadenopathy. ° Lymph nodes up to 1 cm in axillary and cervical regions, 1.5 cm in inguinal regions, and
0.5 cm in epitrochlear regions are normal.1? In this case, painful lymphadenopathy was realized with systematic
examination performed during the presentation to the family physician with upper respiratory tract
complaints at the 17t week of pregnancy, and an empirical therapy compatible with the therapy algorithm was
initiated. When the patient was called for follow-up after the therapy she still had pain and the size of
lymphadenopathy was greater than 1 cm. The patient was referred to an otorhinolaryngology outpatient clinic
for further examination and therapy because the size of lymphadenopathy became greater than 1 cm although

she had painful lymphadenopathy.

As the patient was pregnant and diagnosed with malignancy a psychologically difficult situation to manage
occurred. The family physician assessed the patient both psychologically and physiologically. Knowing that she
had lost her baby before in her medical history, the family physician decided together with the patient and
referred her to a psychiatrist so that she could get psychological support.

Family physicians can know the detailed medical history of the patients and perform their medical screening
and follow-ups. Suspecting malignancy is the most important step in helping the physician to diagnose the
disease and it should be kept in mind that malignancy can also be seen during pregnancy. Referring to a patient
with a preliminary diagnosis of malignancy in a period when lymphomas are very rare such as pregnancy
reveals how important and effective role the family physicians have in diseases in which early diagnosis is of
vital importance. Moreover, with this case report, we can understand how important and effective the
biopsychosocial support of family physicians is in diseases that are psychologically difficult to manage such as

malignancies.
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