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Abstract

   Double synchronous primary cancers of gynecological cancers are a relatively common event. However, synchronous primary genital and extraginital cancers are a rare event. We report a case with synchronous primary cervical cancer and non-hodgin lymphoma-follicular lymphoma. Recently, a 43-year-old women presented with abnormal uterine bleeding was found to have a T1bpN1Mx cervical cancer and a inguinal lymphomegaly presentation of follicular lymphoma. We present this case with a brief review of references.
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Introduction

   Cervical cancer is the sixth most common cancer in Europe for females, and the 16th most common cancer overall, with around 58,400 new cases diagnosed in 2012 (4% of female cases and 2% of the total) [1]. Non-Hodgkinlymphoma (NHL) is the 11th most common cancer in Europe, with around 93,500 new cases diagnosed in 2012 (3% of the total) [1]. Double synchronous primary cancers of gynecological cancers is a relatively common event. However, synchronous primary cervical cancer and NHL - follicular lymphoma is a rare event.

Case Reports

   A 43-year-old Caucasian female, para 2-0-0-2, with negative personal or family history of neoplasm was admitted to the Clinic of Gynecologic Oncology, University hospital “Dr. GeorgiStranski”, Pleven, Bulgaria, with history of abnormal uterine bleeding and dyspareunia for 2 months. Other past history and family history were unremarkable.

   Gynecological examination was normal for her age. Her physical examination revealed blood pressure 120/80mmHg, pulse rate 68/min, respiratory rate 16/min. In left inguinal region an 80/40mm unpainful, mobile, pitting mass was palpated. The outer skin was intact.

   Dilatation and curettage (D&C) was performed, resulting in histological data for a non-keratizing squamous cell carcinoma. Due to clinical data for an early stage of the disease a decision forradical hysterectomy (RHT) with adnexectomy and total pelvic lymphectomy was taken, which was performed a month later. The histopathology showed keratizing squamous cell carcinoma G1 of the cervix and 1 metastatic lymph node from 20 examined. The tumor was classified as pT1bpN1Mx.

   The patient was referred to Department of Surgical Oncology, University hospital "Dr. GeorgiStranski”, Pleven, Bulgaria, for an inguinal lymph nodeexcison (Figure 1). The histopathology revealed lymph nodes with follicular architecture-large uniform follicles without germinal centers and polarization composed of centrocytes and single centroblasts. On immuno histochemical investigation, neoplastic follicles were CD20(+); CD10(+); Bcl2(+);Bcl6(+);Ki67 5-7%; CD3(+) in TLy and CD23(+) in FDC; - Follicular lymphoma G1. A cervical, thoracic, abdominal and pelvic contrast-enhanced CT scan was performed which showed   only an enlarged solitary left inguinal lymph node.The patient under went radiotherapy at the dose of 45Gy for 5 weeks. The patient is alive, feeling well, with no physical data for progression of the disease at 6-month follow-up.
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Figure 1 : Left inguinal lymph nodes.



Discussion

   In case of proven cervical cancer with inguinal lymphadenomegaly, the most common reason for the latter is cervical cancer metastasis. Thus, in our case the inguinal lymphadenomegaly was due to follicular lymphoma. Two or more tumors occurring in a patient simultaneously are defined as synchronous [2]. Eisner et al. [3] investigated 3863 patients with female genital malignancies and found that 0.7% of them were with synchronous primary genital cancers and no cases of synchronous genital and extragenital cancers. To the best of our knowledge this is the first case report of a synchronous cervical cancer and follicular lymphoma. Synchronous primary cancers have much better survival rates than metastatic cases [3]. Zhang et al. [4] defined parametrial and obturator lymph nodes as level I lymph nodes in cervical cancer metastasis. Internal and external iliac lymph nodes can be considered as level II lymph nodes and the common iliac and inguinal lymph nodes as level III nodes. Nodal metastasis from cervical cancer most commonly occurs in the obturator nodes, internal iliac nodes, or external iliac nodes; in the absence of metastasis to these sites, metastasis to paraaortic and inguinal nodes are rare [5,6].

Conclusion


   In cancer patients a lymphadenomegaly can be a diagnosting problem. The complex clinical data should be taken into account and the possibility of synchronous processes should not be excluded.
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