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Abstract Background: Cutaneous lymphoma can be primary, starting in the skin and may have an extracutaneous
manifestations during their courses, or secondary extending from other organs, most commonly a spread from
extracutaneous non-Hodgkin’s lymphoma. The primary cutaneous lymphoma can be either T cell or B cell lymphoma.
Differences in the incidence and clinical features of different types of lymphoma in different geographic locations are noted.
Objectives: To describe the clinical and histopathological features of different types of lymphoma involving the skin.
Patients and Methods: The study is a retrospective, descriptive, study. A file review of patients diagnosed with cutaneous
lymphoma was performed and the diagnosis was based on the clinical, histopathological grounds supported by
immunohistochemical studies when needed. All patients who consulted the Center of Dermatology and Venereology at
Baghdad Medical City over 9 year period from June 2012 to May 2021 were included. Results: The total number of
patients with cutaneous lymphoma was 120 which included 90% primary cutaneous T-cell lymphoma, 4.2% primary
cutaneous B-cell lymphoma, and 5.8% secondary lymphoma. The male to female ratio was 1.2:1. Age at diagnosis of
primary cutaneous T-cell lymphoma was 44.3+16.4 years and the duration was 8.7+10.9 years while primary cutaneous
B-cell lymphoma was 67.4+12 years and the duration was 11.6£20 months, and secondary lymphoma was 58.4+18.6 years
and the duration was 4.7+4.5 months. The clinical distribution of primary cutaneous T-cell lymphoma was mainly on the
trunk and proximal lower extremities (91.6%), while primary cutaneous B-cell lymphoma was mainly on the head (60%)
and secondary lymphoma was on the trunk (85.7%). In patients with mycosis fungoides, the most common morphological
pattern was the early patches and plaques with most patients in stage 1A or 1B. The atypical lymphocytes showed CD3 and
CD4 expression in nearly all specimens examined by immunohistochemistry. Conclusions: Mycosis fungoides was the
most common diagnosis, followed by secondary non-Hodgkin lymphoma and primary cutaneous B-cell lymphoma, the
mean age at diagnosis was 44 years in primary cutaneous T-cell lymphoma, 67 years in primary cutaneous B-cell
lymphoma, and 58 years in secondary cutaneous lymphoma. The majority of mucosis fungoides patients were in the early
stages.
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1. Introduction

Primary cutaneous lymphomas represent a heterogeneous histological, immunophenotypic, and genetic features.

group of lymphatic neoplasia starting in the skin and may
have an extracutaneous manifestations during their courses.
They can be either Primary cutaneous T cell lymphoma
(PCTCL) or Primary cutaneous B cell lymphoma (PCBCL).
While secondary cutaneous lymphoma is most commonly
a spread from extracutaneous non-Hodgkin’s lymphoma.
Primary cutaneous lymphoma exhibits distinct clinical,
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Moreover it differs in prognosis and treatment from systemic
lymphomas with similar histological features [1]. There is
paucity in literature regarding secondary lymphoma of the
skin [2]. Differences in the incidence and clinical features
of different types of lymphoma in different geographic
locations are noted [1].

2. Aim of the Study

To describe the clinical and histopathological features of
different types of lymphoma involving the skin.



2 Sarah M. H. Hussein and Hayder R. Al-Hamamy: Cutaneous Lymphoma, Clinical and Histopathological Study

3. Patients and Methods

The study is a retrospective descriptive study. A file
review of patients diagnosed with cutaneous lymphoma was
performed including all patients seen in the Center of
Dermatology, Medical City Teaching Hospital over a 9 year
period from the beginning of June 2012 to the end of May
2021. The ethical approval was given by the Scientific
Council of Dermatology and Venereology-Iragi Board for
Medical Specializations. Detailed history including age,
gender, onset, duration, and evolution of the disease and
the associated symptoms, past medical history, drug, and
social history were reviewed. Clinical morphology and
distribution of the skin lesions, general examination
including lymph nodes examination were noted. The results
of the histopathological examination were recorded and
some slides were reviewed, as well as the results of
immunohistochemistry in some cases.

In patients with MF, TNM staging was noted, all patients
underwent a complete physical examination, complete
blood cell count with examination for Sezary cells, chest
X-ray, and CT scan of the chest and abdomen. The
diagnosis was based on clinical and histopathological
studies supported by immunohistochemical examination
when needed. The collected data were organized, tabulated,
and statistically analyzed and values were expressed as a
number, percentage, mean with or without SD.

4. Results

A total of 120 cases of CL were studied including 108
(90%) with PCTCL, 5 (4.2%) with PCBCL and 7 (5.8%)
secondary cutaneous lymphoma.

Of PCTCL; 106 had MF (98% of PCTCL), one patient

had primary cutaneous anaplastic large cell lymphoma
(PCALCL) and one patient had extranodal NK-T-cell
lymphoma. The age and the gender characteristics are
presented in table 1. In general the male to female ratio was
1.2:1.

The age at diagnosis of PCTCL was 44.3+16.4 years and
the duration was 8.7+£10.9 years while PCBCL was 67.4+12
years and the duration was 11.6£20 months, and secondary
lymphoma was 58.4+18.6 years and the duration was
4.7+4.5 months. The clinical distribution of PCTCL was
mainly on the trunk and proximal lower extremities (91.6%),
while PCBCL was mainly on the head (60%) and secondary
lymphoma was on the trunk (85.7%) (table 2). Itching was
more frequent in PCTCL (57.4%), less common in SCL
(28.5%) and almost non of the patients with PCBCL had
itching. The most common clinical morphology in PCTCL
was patch and plaque while in PCBCL and SCL it was
mainly nodules, plaques and ulcerations (table 3) (figure
1-3).

The histopathological characteristics of MF are shown in
table 4, epidermotropism was the most common finding in
MF while in the patient with EN-NKTCL there was atypical
lymphoid and mixed inflammatory infiltration destructing
the nasal mucosa and the cartilage. Histopathology of
patient with PCALCL demonstrated massive expansion of
the dermis with dense diffuse large atypical lymphocytic
infiltration with high mitotic figure. Dense lymphoid
infiltrate was the most common finding in PCBCL and SCL
(table 5, 6).

Immunohistochemistry was performed to some biopsies
and showing that in MF all were CD3 positive, CD4 was
positive in 10/11 and CD8 was positive in 11/12, other
results are shown in Table 7.

Table (1). Age (years) and gender characteristics and of cutaneous lymphoma
Gender Age (years)
Dx n
male female max min mean SD median mode
PCTCL 108 59(54.6%) 49(45.3%) 88 7 443 16.5 425 35
pCBCL 5 2(40%) 3(60%) 78 55 67.4 12.1 _ _
SCL 7 4(57%) 3(43%) 86 28 58.4 18.6 _ _
Note: PCTCL=Primary cutaneous T-cell lymphoma
PCBCL=Primary cutaneous B-cell lymphoma
SCL=Secondary cutaneous lymphoma
Table (2). Clinical distribution of cutaneous lymphoma
Diagnosis Head & neck Trunk Upper extrimities Lower extrimities Flexures
PCTCL 21(19.4%) 99(91.6%) 91(84.25%) 99(91.6%) 15(13.8%)
PCBCL 3(60%) 2(40%) 0 0 0
SCL 3(42.8%) 6(85.71%) 2(28.57%) 3(42.85%) 0

Note: PCTCL=Primary cutaneous T-cell lymphoma
PCBCL=Primary cutaneous B-cell lymphoma
SCL=Secondary cutaneous lymphoma
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Table (3). Clinical morphology of cutaneous lymphoma Table (6). Histopathological characteristics of six cases of SCL
Clinical morphology PCTCL PCBCL SCL Finding Frequency %
Patch 63(58.3%) Epidermotropism 2 33.33
Plaque 69(63.8%) 1(20%) 4(57.14%) Dense lymphoid infiltrate 5 83.33
Nodule 9(8.3%) 4(80%) 6(85.71%) . . o
— Table (7). Immunohistochemistry of some of selected biopsies
Poikiloderma 21(19.4%)
Erythroderma 4(3.7%) El\)l(lt(rﬁlfmdﬁl
-ce
Hypopigmentation 14(12.9%) Marker MF PC_ALCL lymphoma, PCBCL | SCL
Hyperpigmentation 16(14.8%) nasal type
Ulcer 1(0.9%) 1(20%) 1(14.28%) CD3 16/16 0/1 0/1 1/2 213
CD4 10/11 0/1 0/1
Table (4). Histopathological characteristics of mycosis fungoides
@ patholod Y 9 cos | 22 1 o
Finding Frequency % CcDs 11/12 o/l
Epidermotropisim 77 72 CcD20 2/10 o1 0/1 2/3
Pautrier microabscess 34 32 CcD30 13 171
Patchy lymphocytic infiltrate 84 79 BCL2 02 o/l 11
Table (5). Histopathological characteristics of four cases of PCBCL CD45 11 11
CD79 171 1/2
Histological finding Frequency %
— CD56 171
Dense lymphoid infiltrate 4 100
Grenze zone 2 50 Note: numerator |s_the _number of positive cases, denominator is the total
number of tested biopsies
Involvement of subcutis 3 75
Destruction of adnexia 4 100

e

Figure 1. Mycosis fungoides in a 45 year old male. (a) Leonine face, (b) Infiltrating lesions involving the ears, (c) Lichenoid infiltration of atypical
lymphocytes (H&E stain x40), (d) Pautrier microabscess (H&E stain x400)
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Figure 2. (a, b) Mycosis fungoides in a 35 year old female, tumor stage. (c) Heavy dermal infiltration of atypical lymphocytes and Pautriar microabscess.
(H&E stain x400)
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Figure 3. (a) Primary cutaneous B-cell lymphoma in 55-year-old male; (b) H&E stain x40 shows heavy dermal infiltrate; (c) H&E stain x400 shows the
cellular morphology
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5. Discussion

Cutaneous lymphomas are a heterogeneous group of
extranodal non-Hodgkin lymphomas representing nearly
20% of all extranodal non-Hodgkin lymphoma [3].

Cutaneous lymphomas affect predominantly middle-aged
and elderly people, different types of lymphoma are
associated with certain age distribution, in the present study
the mean age at diagnosis was highest in PCBCL with a
mean of 67.4 years followed by secondary cutaneous
lymphoma with a mean of 58.4 years and then CTCL with a
mean of 44.3 years [1].

In the present study, there was a slight male predominance
with a male to female ratio of 1.2:1 which was consistent
with global male predominance in all types of cutaneous
lymphoma [4].

In the present study, the most prevalent cutaneous
lymphoma was PCTCL (90%) and mycosis fungoides was
the most common type (98% of PTCL), with only one case
of CD30 positive primary cutaneous anaplastic large cell
lymphoma and one case of extranodal NK-T cell lymphoma,
nasal type.

In the Western world, CTCL constitute approximately
75%-80% of all primary cutaneous lymphomas, MF is the
most common type and accounts for 60% of CTCL and
almost 50% of all primary cutaneous lymphomas [5].

Regarding MF in the present study, about 2.8% of cases
were younger than 18 years at the time of diagnosis, the
prevalence of childhood MF among different studies ranged
from 2.7% to 16.6%, so the finding was compatible with
other reports [6].

Regarding clinical morphology of cutaneous lymphoma,
cases of MF were mostly patches and plaques reflecting
an early-stage disease, most of the patients were at stage 1A
or 1B which is similar to other studies conducted in the
middle east and Europe [7] while studies from the USA
demonstrated later stages at time diagnosis [3].

Nodular stage MF represented an uncommon finding and
was found only in 8% of the patients. other variants include
poikiloderma (19.26%), hypopigmented MF (12.8%), and
erythroderma in 3.66% which are comparable with previous
studies in the neighboring countries [6,7]. The diversity in
clinical morphology of early MF makes the diagnosis of this
disease a challenge to dermatologists.

Hyperpigmented MF is an uncommon, clinical variant of
MF, with a predilection for dark-skinned people. Sharquie
et al 2020 [8] described the clinicopathological features of
12 patients with hyperpigmented MF. In the present study,
there were 16 patients with hyperpigmentation that were
associated with melanin incontinence on histopathology.

In the present study, we reported a case of extranodal
NK-T cell lymphoma in an 18 year old female presented with
progressive ulcerated and necrotic mucocutaneous lesions.
Of the rare cases, primary cutaneous anaplastic large cell
lymphoma was diagnosed in a 36-year-old male with nodular
and ulcerated skin lesions located in the dorsum of the foot.
These findings are similar to the reported cases in the

literature [9,10].

Regarding histopathology of MF, the most common
finding in the present study was epidermotropism and patchy
lymphocytic infiltrate, while lichenoid infiltrates were
present in 21.5%, with variable degree of hyperkeratosis and
atrophy, liquefactive degeneration of the basal layer, and
melanin incontinence in most cases. fibrosis was rare,
present in only 1.8% of cases, also granulomatous reaction in
only one case. These findings were comparable to other
studies with the exception of fibrosis which was less
common than previous studies [11,12].

Concerning immunohistochemistry, the characteristic
feature of MF is the expression of CD4, the marker of
T-helper cells. Common MF immunophenotype is CD3
positive, CD4 positive, CD8 negative, and CD7 negative.
In the present study, 16 cases were examined for CD3 and
they were all positive, 12 cases were examined for CD8, and
10 were positive. Some studies suggest that the presence of
CD8 positive lymphocytes in MF is associated with
nonaggressive biological course [13].

Regarding PCBCL in the present study patients presented
with nodules and plaques which is the usual presentation of
the disease [14].

On histopathology, all cases showed dense diffuse
atypical lymphocytic infiltrate with involvement of subcutis
and adnexal destruction, one case was of primary diffuse
large B cell lymphoma which was regarded as aggressive
type unlike other indolent types of PCBCL. According
to WHO classification, PCBCL constitutes 25% of all
cutaneous lymphoma and was classified according to the
stage of maturation of lymphocytes [15].

The clinical characteristics of secondary cutaneous
lymphoma remain poorly understood due to the small
number of published studies and relatively small sample size.
Consequently, while the epidemiology, relative frequency,
clinical manifestations of primary cutaneous lymphoma are
well understood, this is not true for secondary cutaneous
lymphoma [2].

In the present study patients with secondary cutaneous
lymphoma were diagnosed with non-Hodgkin lymphoma
months to a few years before the appearance of secondary
cutaneous lesions. Three cases had DLBCL and 2 cases had
non-Hodgkin lymphoma T-cell type while the remaining 2
cases were non-Hodgkin lymphoma unspecified. The trunk
was mainly involved in most cases while the scalp was
involved in three cases. Lee et al 2015 [2] found that
T-/NK-cell lineage lymphoma most commonly affected the
extremities while B-cell lineage lymphoma most commonly
affected the trunk. In the present study the most common
clinical manifestations of secondary cutaneous lymphoma
were nodules followed by the plaques and one case had
ulceration, Lee et al 2015 [2] found that nodules were the
most common manifestation in both T-/NK-cell lineage
and B-cell lineage SCL, extranodal NK/T-cell lymphoma
commonly presented as cellulitis-like swollen or ulcerated
patches.

In secondary cutaneous lymphoma most of our cases on
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the histopathological examination showed dense diffuse
atypical lymphocytic infiltrate destructing the adnexa and
extending deep to the panniculus with a single filing
arrangement of the tumor cells and Grenz zone in some
biopsies. Other studies [16] revealed that skin involvement is
relatively common in both B and T-cell NHLs. The
histopathological characteristics were relevant to the
primary type of lymphoma.
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