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Cutaneous diffuse large B-cell lymphoma
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Key Clinical Message

Cutaneous diffuse large B-cell lymphoma accounts for ~6% of all cutaneous

lymphomas. It is associated with poor prognosis, and solitary lesions are rela-

tively rare. It often requires an aggressive approach with multi-agent

chemotherapy and radiotherapy. It is important to recognize these cases in

order to offer rapid and appropriate management.

Keywords

B cells, chemotherapy, cutaneous lesion, Non-Hodgkin lymphoma.

A previously healthy 25-year-old man presented to the

Emergency Department with a painful, ulcerated swel-

ling lesion on the scalp (Fig. 1A) that was growing

over the last 6 months. A biopsy was performed, and

the anatomopathological study favored the diagnosis

of a cutaneous diffuse large B-cell lymphoma, leg type

(Fig. 1B: diffuse lymphoid dermal and hypodermic

infiltration of predominantly large centroblastic B

cells; HE, x20 and Fig. 1C: mixed medium to large

cells, predominantly centroblastic; HE, x400). The

neoplastic B-cell phenotype was CD20+, CD79a+,

CD5�, CD30�, CD10�, BCL6+, MUM1�, BCL2+, KI67
index >90%, CD21�. Laboratory studies did not show

abnormalities, and viral markers were negative. The

brain computed tomography (CT) scan showed a soft

tissue tumor on the right parietal region

(63 9 33 mm), with no evidence of bone invasion

(Fig. 1D). Staging with bone marrow biopsy, total

body CT, and lumbar puncture showed a stage

T1N0M0. Treatment according to the R-CHOP (ritux-

imab, cyclophosphamide, doxorubicin, vincristine, and

prednisolone) protocol was started with almost com-

plete resolution of the lesion after 2 cycles (Fig. 1E).

He was proposed to consolidation with radiotherapy

after six cycles of chemotherapy [1, 2].
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Figure 1. (A) - swelling lesion on the scalp. (B) - diffuse lymphoid dermal and hypodermic infiltration of predominantly large centroblastic B cells

(HE, x20). (C) - mixed medium to large cells, predominantly centroblastic (HE, 9400). (D) - brain computed tomography showing a soft tissue

tumor on the right parietal region (63x33mm), with no evidence of bone invasion. (E) - scalp lesion after 2 cycles of chemotherapy.
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