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AN UNUSUAL PRESENTATION OF PRIMARY CUTANEOUS FOLLICLE
CENTER LYMPHOMA
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Primary cutaneous follicle center lymphoma (PCFCL) is a rare low-grade cutaneous B-cell ymphoma. Clinically, PCFCL is usually
an erythematous subcutaneous nodule or an infiltrated plaque. The dermoscopy is non-specific and it is characterized by polymor-
phous vascular pattern, arborizing vessels over a salmon-colored background and white areas. We reported a case of a 36-year-old
woman presented with a rapidly growing, flashed-color, exophytic, soft consistency nodule on her scalp. Dermoscopy showed a diffuse
structureless, skin-color area associated with a rare arborizing vascular pattern and brown circles. We reported a peculiar clinical
and dermoscopic variant. This clinical presentation of PCFCL is unusual and represents a pitfall in the early clinical diagnosis.

Histopathology is mandatory for a correct diagnosis.
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Primary cutaneous follicle center lymphoma
(PCFCL) is a rare low-grade cutaneous B-cell lym-
phoma. Clinically, PCFCL is usually an erythematous
subcutaneous nodule or an infiltrated plaque that
slowly expands to the surrounding area. The most fre-
quent anatomic sites of PCFCL development are head,
neck and back. The diagnosis is based on clinical,
histopathological, immunohistochemical features [1].
The 5-year survival rate is > 95%, although PCFCL can
rarely present with systemic involvement or evolve
in diffuse large B-cell ymphoma [2].

CASE REPORT

We reported a case of a 36-year-old woman
presented with a rapidly growing, flashed-color, exo-
phytic, soft consistency, 1 cm nodule on her scalp. The
lesion appeared 6 months before admission (Fig. 1).
Dermoscopy showed a diffuse structureless, skin-
color area associated with a rare arborizing vascular
pattern and brown circles (Fig. 2).

Histology revealed dense proliferations of small-
medium lymphocytes, which are separated from
epidermis by grenz zone. The lymphocytes showed
afollicular diffuse growth pattern and a spread to hy-
podermis. After a high microscopic examination,
we observed irregular and abnormal follicle, where
we reported large centrocytes with cleaved/irregular
nuclei and inconspicuous nucleoli and centroblasts
with larger, rounder nuclei, more open chromatin, and
some peripheral nucleoli. Immunohistochemistry re-
vealed that neoplastic lymphocytes expressed CD20,
CD79a, Bcl-6 and PAX5 while Bcl-2, CD10, MUM1,
CD5, CD23 were negative. Ki-67 revealed a high
proliferation index in central follicles and a diffuse
growth pattern. The diagnosis of PCFCL was based
on histopathology (Fig. 3) and immunohistochemistry
(Fig. 4).
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A complete blood cell count, a comprehensive
metabolic panel, the lactate dehydrogenase, and the
positron emission tomography/computed tomogra-
phy scans of the chest/abdomen/pelvis with contrast
excluded visceral involvements.

DISCUSSION

PCFCL is an indolent cutaneous B-cell ymphoma
with a prevalence of 10-20% of all skin lymphomas.
The known risk factors include Borrelia burgdor-
feri, Helicobacter pylori, and Epstein — Barr virus
infections [3]. PCFCL generally develops as erythema-
tous subcutaneous nodules or infiltrated plaques. Pe-
culiar clinical variants have been described as miliary
papules [4] and scar alopecia [5]. Local recurrence
is reported in 20-30% of cases [3]. Differential diagno-
sis includes psedolymphomas, pyogenic granuloma,
spitz nevus, nodular melanoma, basal cell carcinoma,
adnexal tumors, Merkel cell carcinoma and other cu-
taneous lymphomas [6].

The treatment consists of surgery, radiotherapy,
systemic rituximab, chemotherapy [7] and intralesional
interferon-a [8] and rituximab [9]. To our knowledge,

Fig. 1. Clinical aspects of the lesion. The lesion appears
as flashed-color, exophytic, soft consistency, nodule on the scalp
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Fig. 2. Dermoscopic aspect of the lesion. Dermoscopy showed
a diffuse structureless, skin-color area associated with a rare
arborizing vascular pattern and brown circles

Fig. 3. PCFCL with a diffuse growth pattern: a — x10 (H&E);
b — x20 (H&E) of the deeper part of the lesion. Diffuse growth
pattern is evident

dermoscopic evaluation of PCFCL has been limited.
The dermoscopy is non-specific and it is character-
ized by polymorphous vascular pattern, arborizing
vessels over a salmon-colored background and white
areas [10]. We reported a peculiar clinical and der-
moscopic variant. This clinical presentation of PCFCL
is unusual and represents a pitfall in the early clinical
diagnosis. Although the rapid growth of this lesion

Fig. 4. PCFCL nodular pattern: a — immunostaining (CD20),
%x20; b — immunostaining (CD3), x 20, deep part of the lesion;
¢ — immunostaining (Bcl-2), x10, deep part of the lesion; d — im-
munostaining (Bcl-6), X20, deep part of the lesion (follicle-center)

may be indicative of a malignant tumor, the clinical
and dermoscopic aspects may mimic benign lesion.
Itis possible to misdiagnose PCFCL as a benign lesion
when it presents itself as a solitary flashed-color, soft
consistency nodule, therefore histopathology is man-
datory for a correct diagnosis.
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HETUNOBUIA BUNALOK NEPBUHHOI LUKIPHOI
DONIIKYNIAPHOI 1IMPOMU
A. Snoscoxa*, C. Dioanui, I. Ipanvepi, M. Sunon, A.I. bonadio
Yuieepcumem m. Iliza, I1iza 56127, Imanis
MNepBuHHa wkipHa donikynsapHa nimdoma (MLUPJST) e pigkicHoo
HU3bKO3MOAKICHOKO LUKIPHOO B-KkniTMHHOO niMdomoto. KniHiy-

Ho MLUDJ1 npeactaBneHa 3a3Buyaii epUTEMaTO3HUM MiALIKIP-
HVM BY3/IMKOM ab0 iHDINbTPOBaHO 6RsLLKOI0. [lepMocKoniyHi
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03HaKu € HecneumdiyHMMU | XapakTepPU3YTbCS NOAIMOPHHOK
BACKYJIAPHOIO KapTUHOK 3 CyAMHaMU, LLO PO3rajyXylTbCs
Ha poxxeBoMy T1i 3 6innmu ginsHkamm. OnmncaHo Bunagok MM/
y 36-pivHOIi XiHKM. HOBOYTBOPEHHS HAa BOSIOCUCTIA YaCTWHI rosio-
BW XapakTepu3yBasiocs LWBUAKAM eK30(DiTHUM pocTom, Byno
M’SICUCTOr0 BUrNSOY Ta M’SIKOi KOHCUCTEHLIi. JlepMOCKOomniyHO
BUSIBJIEHO ANdY3HY 6E3CTPYKTYPHY AiNSHKY LWKipHOro 3abaps-
JIEHHS 3 PO3rajly>X€HUMU CYAMHAMU Ta KOPUYHEBMMUN KOSIaMU.
Llelt kniHiyHWI BUNaaoK GyB HETUNOBMM 3 KIiHIYHOMO Ta Aep-
MOCKOMIYHOrO MOrnsay, Wo AEMOHCTPYE MOXJIMBI CKINaOHOCTI
LN PaHHBLOI KNiHIYHOI AiarHOCTMKW. TOMy rictonaTonoriyHe oo-
cnipkeHHs1 € 060B’A3KOBUM )15 NPaBUIbHOI AiarHOCTUKN.
Kmo4oBi cnoBa: nepsuHHa LWKipHa donikynapHa nimdoma,
nepmockonia (kiHiYHI acnekTn), 4epmMonartonorist (CKAagHOLLL
[iarHOCTUKN).



