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ABSTRACT

Cutaneous lymphomas tend to be of T-cell origin, less commonly of B-cell origin. We report a 68-year-old
male patient suffering from extensive cutaneous nodules which were found to be B-cell large cell lymphoma in
nature. Our case is a good example to unexpected cutaneous involvement of diffuse large cell lymphomas. It
may be debated whether it is a primary cutaneous lymphoma or cutaneous involvement of a systemic lympho-
ma. The case differs from other primary cutaneous lymphomas in the clinical course and in the pathologic and
immunohistochemical features. Systemic B-cell lymphomas may also involve the skin. We think that our case
demands attention because systemic B-cell lymphomas with such a great skin involvement is not reported in
the literature before.
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OzET
Yaygin Cilt Tutulumu ile Gelen B-Hiicreli Lenfoma

Kiitanoz lenfomalar genellikle Tenfositlerinden kdken alir. Daha nadir olarak B-hiicre kokenlidirler. Hasta-
nemize yaygin deri ve deri alti nodiilleri ile basvuran 68 yasinda erkek bir hastanin patolojik olarak B-hiicreli
lenfoma oldugunu belirledik. Difiiz biiyiik hiicreli lenfomalarin beklenmedik deri tutulumunun bir 6rnegi olarak il-
gi ceken vakamiz ayni zamanda primer kiitanz lenfomalardan da Klinik seyir, patolojik ve immiinhistokimyasal
oOzellikleri acisindan da farklilik gostermektedir. Literatiirde bu derece dermal tutulum gosteren sistemik B-hiic-
reli lenfoma bulunmadig icin dikkat ceken bir olgu oldugunu diisiinmekteyiz.

Anahtar Kelimeler: Biiyiik hiicreli lenfoma, B-hiicre.
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A CASE REPORT

A 68-years-old male patient presented to
our city hospital with extensive skin lesions
of 7 months’ duration. He had previously be-
en admitted to another hospital in April,
2000 and diagnosed as mixed type B-cell
lymphoma with cutaneous involvement; the-
re he had been treated with one session of
cyclophosphamide, vincristine, and predni-
sone. At admission to our hospital his physi-
cal examination was remarkable. His eyes
were shut because of the nodules over pal-
pebrae. Large nodules, which were pink-red
in colour and hard in consistency, covered
the whole face (Figure 1). They varied in size,
reaching maximally about 5 cm in diameter.
Similar nodules lied over the trunk and four
extremities resulting in bilateral nonpitting
edema (Figure 2). Uvula had been grown lar-

tensive facial involvement.
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Figure 2. Body of the same patient covered with
nodules.

ge enough to cause stridor and difficulty in
swallowing. Multiple lymphadenomegaly we-
re palpated in the cervical, inguinal, axillary,
and occipital regions. Radiologic studies re-
vealed the disseminated nature of the dise-
ase. On the cervical computed tomography
(CT) bilateral extensive cutaneous and sub-
cutaneous soft tissue lumps, more promi-
nent at the left side, were compressing the
neighbouring parotis, submandibular, and
thyroid glands. On the left side a soft tissue
lump involving cord vocalis was noticed ele-
vating left thyroid cartilage lamina. Packs of
lymph nodes indentated the air column of
trachea. In thorax CT prevascular, aortico-
pulmonary, and pretracheal multiple lymph
nodes were visualised. Anterior wall of tho-
rax was thickened with cutaneous and sub-
cutaneous tissue and nodular soft tissue as
well. Hepatosplenomegaly was detected by
ultrasonography (liver approaching the up-
per limit in size and craniocaudal length of
spleen increased to 18 cm). In abdominal CT
multiple coeliac, paraaortic, aortocaval, bila-
teral obturatory, left external iliac, and bila-
teral inguinal lymphadenomegaly packages
were observed. The wall of vesica urinaria
was diffusely thickened. He had a pathologic
fracture over the distal third of the left cruris.

Haemoglobin (Hb) 89 g/L, aspartate ami-
notransferase (AST) 72 U/L, uric acid 707.8
pmol/L (11.9 mg/dL), and lactic dehydroge-
nase (LDH) 713 U/L were measured. Other
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biochemical values and blood cell counts we-
re normal. Anti-HBs, anti-HBc IgG, and anti-
HBe were found positive. Axillary lymph no-
des biopsy yielded diffuse non-Hodgkin large
cell lymphoma (Figure 3). Biopsy from skin
revealed large cell, B-cell cutaneous lympho-
ma; immunohistochemically LCA (+), CD20
(+), UCHL-1 (-), CD30 (-) (Figure 4,5). Hyper-

Figure 3. Diffuse neoplastic lymphoid cell infiltra-
tion beginning immediately below epidermis (HE,
x 220).

Figure 5. Diffuse neoplastic lymphoid infiltration
in lymph node (HE, x 440).
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cellular bone marrow (70%) with focal mono-
nuclear cell infiltration was found in bone
marrow biopsy (Figure 6,7). Mentioned infilt-
ration was compatible with large cell lympho-
ma. No cytogenetic and flowcytometric studi-
es could be made because of inavailability.

On the 16t day of admission parenteral
chemotherapy [cyclophosphamide (750
mg/m?2 day 1), vincristine (1.4 mg/m? day 1),
adriamycine (40 mg, day 1), methylpredniso-
lone 80 mg/m?2 day 1,2,3,4,5)] was started.
Palliative radiotherapy or operation was not
considered. On the 3rd day of chemotherapy
he had pancytopenia (platelets 88 X 109/L,
Hb 48 g/L, white blood cell count 14 X
109/L, neutrophils 0.7 X 109/L), and neutro-
penic fever. Despite a purulent lesion over
the upper lip, no source of infection was de-
tected. Though 3 samples of hemoculture
were negative, swab of the aforementioned
lesion yielded Acinetobacter spp. He succem-

Figure 6. Diffuse neoplastic lymphoid infiltration
in bone marrow (HE, x 220).

Figure 7. Diffuse neoplastic lymphoid infiltration
in bone marrow (HE, x 440).
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bed to death on the 4th day of therapy due to
Acinetobacter sepsis.

DISCUSSION

Cutaneous lymphomas tend to be of T-cell
origin. Less commonly B-cell is the origin.
Lymphomas may involve the skin primarily
or as a component of systemic lymphoma.
According to European Organization for Re-
search and Treatment of Cancer (EORTC)
classification system, primary cutaneous
lymphomas are diagnosed if there is neither
visceral nor nodal involvement at the time of
diagnosis and within 6 months afterwardsl!l.

Our patient had systemic B-cell lympho-
ma confirmed morphologically and immuno-
histochemically. The widespread nature of
the disease (bone marrow involvement, mul-
tiple lymphadenopathies in the thorax and
abdomen, hepatosplenomegaly) and duration
of complaints suggested systemic lypmhoma.
Since such an extensive skin involvement is
unusual with systemic lymphoma, it still de-
mands debate whether it was a primary cu-
taneous lymphoma or cutaneous extension
of a systemic lymphoma. Even if we assume
the case as a primary skin lymphoma, it is
very hard to decide which type and which cli-
nical form it is. Hembury et al reported 15
primary cutaneous diffuse large B-cell
lymphoma cases involving the lower or upper
extremities, head-neck or trunk. All but one
followed an indolent and relapsing coursel2l.
Amo et al reported a diffuse large B-cell
lymphoma case with cranial nerve palsies
preceding the cutaneous lesions. But cuta-
neous extension was very limited in that re-
portl3l.  Primary cutaneous large B-cell
lymphoma (PCLBCL) of the leg is an interme-
diate clinical form described in the EORTC
classification system. It is characterized by
the common involvement of the lower extre-
mities and a number of 1-3 lesions!4l. Lesi-
ons may be observed over the trunk and he-
ad-neck in addition to the lower extremities.
Radiation therapy is reserved to solitary lesi-
ons while more aggressive systemic chemot-
herapy is warrented for the rest. Multiple le-
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sions with or without extracutaneous invol-
vement follow a more aggressive course. Bek-
kenk et al reported 5 PCLBCL cases succem-
bed to death after either radiotherapy or che-
motherapyl5l. Our case differed from this
subtype with its more wide extension throug-
hout the body and involvement of the extra-
cutaenous sites within shorter than 6
months. Prognosis was dismal as well.

Our case differed from primary cutaneous
follicular center cell lymphomas and primary
cutaneous immunocytomas, which are ac-
cepted as indolent forms according to
EORTC classification system, in CD20 posi-
tivityl6l. Clinical deterioration and progressi-
on was observed despite a course of chemot-
herapy in contrast to the good prognosis of
these subtypes described in the EORTC clas-
sification system.

Another subtype named anaplastic large
cell lymphoma can present as systemic
lymphoma with widespread skin changes.
These are found to be positive for CD30I7.
Our patient’s histologic picture and immu-
nophenotype differed from this type too.

A subtype of large B-cell lymphomas, na-
med intravascular large B-cell lymphoma re-
sembles our case clinically. Intravascular
large B-cell lymphomas are aggressive. Skin
lesions of this entity commonly involve the
trunk and the lower extremities. Although
the clinical course followed intravascular
B-cell lymphoma, the pathologic appearance
was different.

Advanced age and increased LDH are poor
prognostic markers in PCLBCL of the legl8l.
We think that the same factors contributed to
the drastic outcome of our case. In conclusion
our case was a good example to unexpected
widespread cutaneous involvement of aggres-
sive diffuse large cell lymphomas.
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