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T cell non-Hodgkin's lymphoma presenting in the first
trimester ofpregnancy
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Department ofObstetrics and Gynaecology, Greenwich District Hospital, Vanbrugh Hill, London SE10
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Summary: This case report details of the presentation of a young woman in the first trimester of her
pregnancy with lethargy, weakness, vomiting, pyrexia and lymphadenopathy. Extensive investigation
revealed an advanced T cell lymphoma and only the second reported case in pregnancy to our knowledge.
We discuss her management and subsequent chemotherapy in the context ofa short review ofthe literature
spanning the last decade.

Introduction

Lymphoma is a rare diagnosis in pregnancy. There
is an obvious reluctance to subject women,
especially in the first trimester of pregnancy, to
invasive investigations and X-rays. Symptoms such
as weight loss and persistent vomiting are common
in early pregnancy. More subtle signs such as
lymphadenopathy and pyrexia may be overlooked
unless specifically sought. It is especially impor-
tant, however, that in pregnancy the diagnosis of
lymphoma is made at the earliest opportunity to
allow the mother time for an informed decision as
to whether to continue her pregnancy, and so that
chemotherapy and/or radiotherapy can be planned
in the light of this decision. We report what we
believe is only the second recorded case of T cell
non-Hodgkin's lymphoma presenting in pregnancy.

Case report

A 30 year old West African woman was referred
with a several week history of abdominal pain,
tiredness and vomiting. She was 11 weeks pregnant
in her fourth pregnancy having had two spon-
taneous vaginal deliveries and one first trimester
miscarriage.

Earlier in the pregnancy, she had presented to
the genito-urinary clinic with genital ulceration and
generalized lymphadenopathy. Viral cultures
(herpes simplex virus 1 and 2), hepatitis B and
human immunodeficiency virus (HIV) antibody
tests were negative and serology was consistent
with past treated syphilitic infection.
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Examination revealed generalized lymphadeno-
pathy, hepatosplenomegaly, signs of severe
anaemia, pyrexia, signs of recent weight loss, a
large congenital umbilical hernia and an 11 week
equivalent size uterus.

Investigations revealed a microcytic anaemia,
haemoglobin and a reduced white cell count (lym-
phocytes 0.70 x 109/1). A thick blood film was
negative for malaria parasites, toxoplasma sero-
logy was consistent with past infection and repeat
HIV 1 and 2 tests were negative. Chest X-ray
showed prominent hilar shadowing. Abdominal
ultrasound scan revealed enlarged spleen and
kidneys with no para-aortic lymphadenopathy
evident. Obstetric ultrasound showed a single live
fetus consistent with the gestation dates.
An axillary lymph node biopsy was reported as

low grade T cell lymphoma of T zone type and a
bone marrow biopsy showed lymphomatous
involvement, thus indicating stage IV B disease.
After extensive counselling, suction termination of
pregnancy was performed at 13 weeks gestation.
CHOP chemotherapy (cyclophosphamide, dox-

orubicin, vincristine and prednisolone) was given
as first-line treatment for the lymphoma. A brief
response was observed, but after two cycles, the
disease progressed. She subsequently received
etoposide, methotrexate and ifosphamide (EMI)
but the disease was unresponsive to this regimen.
She died 4 months after diagnosis.

Discussion

The incidence of lymphoma presenting in preg-
nancy is very low. Hodgkin's lymphoma (HL) is
associated with 1: 1,000 to 1:6,000 deliveries; non-
Hodgkin's lymphoma (NHL) is far less common
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and its exact incidence is unknown.' To 1991, a
review of the literature indicates 77 cases ofNHL
associated with pregnancy. T cell lymphoma com-
prises a rare sub-group ofNHL and this case report
is one of the very few describing its occurrence in
pregnancy.

Olsson et al.2 showed that late age at first
full-term pregnancy and low parity increased the
risk oflymphoma, especially NHL. The interaction
of NHL and pregnancy is not well defined. It is
probable that pregnancy does not exacerbate HL.
However, NHL in pregnancy is most commonly
associated with aggressive histology and dis-
seminated disease.' Almost all NHL in pregnancy
is high grade (which is to be expected in this age
group anyway) and most rapid tumour growth is
thought to occur in early pregnancy and
puerperium especially during lactation.3
The diagnosis of NHL in pregnancy may be

delayed because of reluctance to subject the patient
to X-rays and surgical procedures. In patients who
present with disseminated disease and/or
unfavourable histology in the first trimester, ter-
mination of pregnancy is probably advisable in

view of the uncertain risk to the developing fetus of
chemotherapy and radiotherapy.'"4

There have been many case reports of successful
chemotherapy for NHL at all stages of preg-
nancy.4-1' A recent study from Mexico of 43
children whose mothers received chemotherapy for
leukaemia or lymphoma during pregnancy showed
them all to be fit and well 3-19 years after birth.
This included 19 children whose mothers received
chemotherapy during the first trimester.'2 It is
therefore possible that the potential benefit of
cytotoxic chemotherapy may warrant the theor-
etical risk to the fetus. However, agents such as
methotrexate remain contra-indicated in preg-
nancy and the teratogenic potential of all cytotoxic
drugs must be carefully considered before use.

This case report had a poor outcome for the
mother and fetus. The only other case report of T
cell lymphoma treated in pregnancy resulted in
fetal death at 31 weeks, 36 hours after chemo-
therapy had commenced.'3 The lack ofsuch cases in
the world literature makes it important, therefore,
for all these cases to be appropriately reported.3
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