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Abstract

Primary cutaneous large cell lymphoma CD30 + (CD30 + LCL) is a rare subtype of cutaneous T-cell lymphoma (CTCL) that 
often regresses spontaneously. The large-cell pleomorphic immunoblastic histological subtype does not adversely affect 
prognosis. It is important to distinguish CD30 + primary cutaneous large cell lymphoma from lymph node primary CD30 + 
lymphoma with secondary skin involvement, because in the latter case the prognosis is worse. The Authors report the case of a 
patient who presented an irregularly ovoid, figured and ulcerated plaque at the level of the left flank with contiguous ulcerated 
papules / nodules of smaller dimensions. 
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Introduction

Primary cutaneous large cell lymphoma CD30 + (CD30 + 
LCL) is a rare subtype of cutaneous T-cell lymphoma (CTCL) 
that tends to regress spontaneously. It can present in many 
ways but most commonly appears as a single or multiple 
lump that is occasionally ulcerated and localized to the trunk 
or limbs [1-4]. A European multicenter study of 47 patients, 
however, demonstrated that the histological subtype of CLL 
(anaplastic or non-anaplastic, immunoblastic and large-cell 
pleomorphic) did not influence prognosis. Based on this 
study, the authors recommend that the term “anaplastic” 
be omitted from the nomenclature [1,4]. It is essential to 
distinguish CD30 + primary cutaneous large cell lymphoma 
from primary CD30 + nodal lymphoma with secondary skin 
involvement, because in the latter case the prognosis is worse 
and therefore more aggressive treatment is required and 

there are no differences in clinical presentation. , the course 
and prognosis between anaplastic and non-anaplastic [4].

The Authors report the case of a patient who presented 
an irregularly ovoid, figured and ulcerated plaque at the level 
of the left flank with contiguous ulcerated papules / nodules 
of smaller dimensions.

Case Report 

Our observation CG male of age 62 for the presence of 
an irregularly ovoid, figured, asymmetrical plaque, 3.5 cm in 
diameter along the major axis, of a rosy red color, ulcerated, 
with irregular polycyclic and raised margins dark red color 
and lighter, atrophic central area. Adjacent to it there were 5 
similar but smaller satellite papules / nodules. On palpation, 
the lesion was infiltrated mainly at the edges (Figure 1).
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This clinical objectivity, localized at the level of the left 
flank, had appeared about 2-3 months earlier, was associated 
with intense itching and had undergone gradual centrifugal 
extension. In the remote pathological history there were 
tonsillectomy and left varicocele surgeries. Routine blood 
tests were normal except for an increase in cholesterol and 
triglycerides.

Equally negative or normal were ESR, CRP, Rheumatoid 
Factor, Hepatitis B and C markers, b2 microglobulin, pANCA 
and cANCA, ANA, ENA, Anti DNA and ACE.

A chest x-ray was negative and the ultrasound of the 
abdomen showed an enlarged liver with steatotic echo 
structure and gallbladder stones. The ultrasound of the 
superficial lymph node stations was negative for suspected 
lymphadenopathies with evidence of reactive lymph nodes 
with a maximum diameter of 2 cm in the ingunal and 
submandibular sites bilaterally.

A skin biopsy was therefore carried out, the histological 
examination of which revealed an infiltration, in the superficial 
and deep dermis, of aggregates of large, pleomorphic, 
predominantly immunoblastic (non-anaplastic) lymphoid 
cells. Associated reactive cell component consisting of small T 
lymphocytes, histiocytes and rare eosinophilic granulocytes.

Immunohistochemical investigations gave results: CD3 
+ (diffuse and intense), CD4 + (weak), CD30 + (greater than 
75%), Bcl6-. High proliferative activity (Ki67> 50%) (Figure 
2).

A diagnosis of CD30 + T lymphoma of the skin, an 
immunoblastic pleomorphic cell variant was therefore made.

We therefore performed a Total body + skull CT which 
was negative and we therefore opted for a radiotherapy 
treatment that the patient performed with external beams at 
the cumulative dose of 3000 cGy and fractionation 200cGy / 
day lasting 15 days (Figure 3).

Figure 1: Clinic

Figure 2: Histopathology and CD30 + Immunohistochemistry
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Figure 3: Post therapy clinic

Discussion

Cutaneous T-cell lymphomas (CTCL) include various 
types of malignancies: mycosis fungoides (MF), Sézary 
syndrome, lymphomatoid papulosis (LyP), and anaplastic 
large cell lymphoma (LCL). considered together in order to 
establish the specific subtype in order to ensure the most 
appropriate treatment [2,4]. Primary cutaneous CD30 + 
lymphoma accounts for approximately 10 percent of all 
CTCL cases [2]. Diagnosis is based on the following criteria: 
(a) the predominance (greater than 75%) of large CD30 + 
immunoblast cells; (b) no clinical evidence of previous or 
concomitant LyP, MF or other cutaneous lymphoma and (c) 
absence of extracutaneous lymphoglandular or systemic 
localization [4].

It most commonly affects men between the ages of 45 
and 60 and clinically tends to appear as a solitary lump, often 
with ulceration, although in 20% of cases it can be multifocal 
at presentation. Lesions generally grow rapidly and are 
more frequently localized to the trunk and extremities 
[1,2]. A study of 47 patients with CD30 + primary cutaneous 
lymphoma conducted by Beljaards, et al. showed that all 
47 patients had lesions on the trunk, face, arms or legs [4]. 
Histology typically reveals the presence of clusters of large 
CD30 + cells, infiltrated by inflammatory cells are often 
found in the periphery [1,3].

Of great importance in the diagnosis is to determine the 
CD30 positivity.

Previous studies have shown that CD30 negative 
lymphoma has a worse prognosis than CD30+ [4] and must 
be treated more aggressively. The morphological subtype 
of LCL (i.e., anaplastic vs non-anaplastic types, between 
immunoblastic and large pleomorphs) does not affect 

prognosis. [1,4]. There is a continuum of CD30 + pictures, 
from malignant large cell CD30 + lymphoma to benign 
lymphomatoid papulosis (LyP). The tendency of CD30+ 
malignant large cell lymphoma to spontaneously regress in 
about 25% of cases suggests that this condition may be related 
to LyP, an indolent type of CTCL characterized by recurrent 
papulonodular lesions that usually regress spontaneously. 
LyP histopathology reveals numerous inflammatory cells 
with few CD30 + cells (less than 25%) [2,3].

Primary CD30 + cutaneous lymphoma is also histologically 
similar to the anaplastic CD30 + lymph node form, therefore 
it should be noted if there is lymph node involvement or 
involvement beyond a regional lymph node [3].

In contrast to primary cutaneous lymphoma which can 
remain localized to the skin for prolonged periods of time, 
the systemic / lymph node form is an aggressive disease 
with rapid spread to other organs, including the skin. There 
may be different therapeutic options for primary cutaneous 
CD30 + LCL depending on the extent of the disease. Local 
radiotherapy and surgical excision are effective with limited 
disease as in our case, while systemic chemotherapy should 
be reserved for patients with generalized disease or systemic 
LCL progression [1,2]. Patients with solitary or localized 
lesions may require no treatment as spontaneous regression 
can occur in up to 42 percent of CD30 + LCL.
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