
Pathologic features

• Histopathologic features show diffuse infiltration of subcutaneous fat 
by isolated and aggregates of small to medium lymphocytes with 
hyperchromatic nuclei, irregular nuclear contours and scanty pale 
staining cytoplasm. Many apoptotic bodies are seen. There is also 
typical rimming of the adipocytes by infiltrating atypical lymphoid 
cells(Fig: 1).

• On immunohistochemical staining, the tumor cells show positive CD3, 
CD8, and granzyme B (Fig: 2); and negative CD20, CD4, and CD123. 
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Subcutaneous Panniculitis type T cell lymphoma



Definition

• A cytotoxic T cell lymphoma that preferentially infiltrates 
subcutaneous tissue with atypical cells of varying size, showing 
prominent fat necrosis and karyorrhexis

• Cases expressing the  γδ T-cell receptor are excluded and now 
reclassified as primary cutaneous γδ T-cell lymphoma



Clinical features

• Slightly more common in females 

• Broad age range most (20%) in young adults

• The relationship with SLE is unclear (Jaffe)Up to 20% associated 
with autoimmune disease most commonly SLE

• The lesions may show overlapping features with lupus profundus
panniculitis: fever, polyarthritis, pericarditis

• May be associated with: RA, TB, IBD, or transplantation 

• No association with EBV or Borrelia infection



Clinical Manifestation

• One or more subcutaneous nodules often misdiagnosed as panniculitis, 
ulceration is rare

• The most common sites: Lower extremity; Upper extremity and trunk may also 
involved

• Tumors: may be small or large, but rarely ulcerate, ddx: abscess, may be 
associated with systemic symptoms: fever, fatigue, and weight loss

• Hemophagocytic syndrome: (pancytopenia, fever, and hepatosplenomegaly) 
IS RARE (JAFFE) with signs of marrow failure  and associated with 
aggressive clinical course 

• LAP is usually absent



Morphology
• The overlying dermis and epidermis are minimally involved (Jaffe)

• Variable mixture of small medium and large atypical cells often containing 

irregular hyperchromatic nuclei and pale cytoplasm

• Reactive histiocytes with phagocytozed nuclear debris or lipid are numerous

• Granuloma may be present but not a dominant feature

• Individual adipocytes are rimmed by neoplastic cells: a helpful diagnostic 

feature 

• Necrosis and karyorrhexis are common: helpful in the differential diagnosis 

from other lymphomas

• Erythrophagocytosis  can be seen but the degree is variable 

• Other inflammatory cells are typically absent, notably plasma cells: 

common in lupus panniculitis

• Vascular invasion is seen and may be associated with regions of necrosis





• Immunophenotype: 
– Pan T cell Ag +, CD8+, CD4-

– TIA-1, granzyme B, and perforin +

– βF1 positive

– Rarely: CD56, CD30 positive

– Granzyme M is negative: helpful in distinguishing αβ from   
γδ tumors 

• Genetics: 
– T cell receptor γ gene is rearranged 

– Negative for EBV

• Postulated cell of origin: 
– Mature cytotoxic αβ T cell





Clinical Course

• 5YS is 80%

• Local recurrences may occur over a period of 
several years, but the disease remains confined 
to the subcutis in most pts

• Dissemination to lymph nodes and other organs 
is rare

• If a hemophagocytic syndrome is present the 
prognosis is poor

• Distinction from cutaneous γδ T cell lymphoma is 
important, since SPTCL has a much better 
prognosis



• Although hemophagocytosis is rarely observed in subcutaneous 

tumors, histiocytes containing phagocytosed erythrocytes may be 

evident in BM and in the sinuses of lymph nodes











Subcutaneous panniculitis-like TCL

Lobular panniculitis 

like-pattern

Subcutaneous fat

Dermis



Clinical features

 The median age is around 35 years

 Slight female preponderance

 Clinical symptoms are primarily 

related to the subcutaneous nodules

 Systemic symptoms in half patients

 The majority of patients have 

disseminated disease; however, single 

lesions do occur

 The patients present with typical 

subcutaneous nodular infiltrates 

mostly involving the lower extremities and 

trunk



Ki67

CD3

High proliferation rate

Fat cell rimming

and necrosis

Large number of apoptotic cells & 

karyorrhexis

Polymorphic



Immunophenotype:

βF1 +

CD2 +

CD3 + 

CD4   -

CD8 +

CD56 -

TIA 1 +

Granzyme B +

Perforin +

Genotype:

 Monoclonal rearrangement of TCR genes. 
SPLTCL cells express a/b TCRs.

 EBV negative.
 No specific cytogenetic abnormalities



Clinics:

Involvement of 

organs rare

5-year-survival: >80%

Treatment conservative

(cyclosporine, 

chlorambucil,

prednisone)

Haemophagocytic

syndrome possible

and associated with

worse prognosis

Distinction from

cutaneous γ/δ T-

cell lymphoma is

basic!

HaemophagocytosisPG-M1





Knowles

• An additional distinctive feature is the presence of large polyhedral 

macrophages with abundant eosinophilic cytoplasm 

unaccompanied by other inflammatory cells exhibiting a single-cell 

pattern of infiltration amidst a mucinous dermis and

within the septa of the fat. 



Differential diagnosis

• Cutaneous γδ T-cell lymphoma

– Commonly involves dermis and epidermis

– May show epidermal ulceration

• In contrast, tumour cells in subcutaneous lymphoma with a γδTCR 

phenotype express CD56, CD2 and CD3, but are negative for 

CD4, CD8 and βF1



Differential Diagnosis

• Gamma-Delta T cell lymphoma; in which: 

– Ulcerative lesion

– Hemophagocytic syndrome is frequent

– 50% of pts have elevated liver enzymes and 

leukopenia

– Involvement of epidermis and dermis as well as 

subcutaneous fat

– Absence of CD4, CD8, and BF1

– Granzyme M and CD56 are positive

– Worse prognosis: about 1 year median survival



Knowles

• The clinical presentation and light microscopic findings are 

essentially identical although constitutional symptoms, more 

pronounced cytopenias, and features of HPS would be more

commonly observed n the setting of gamma delta T-cell lymphoma 



Differential Diagnosis

•Lupus panniculitis



• Both SCPTCL and SLE: 

– Predilection for thigh and proximal arm

– Both can wax and wane 



Knowles:

• Both share: lymphocytic infiltration of the fat lobule, lymphoid 

atypia, erythrocyte phagocytosis, variable CD5 and CD7 deletion, 

increased numbers of CD8 lymphocytes,

and clonality



• However, distinguishing clinical features from

panniculitic T-cell lymphoma include: 

– Lack of any constitutional symptoms, the tendency for spontaneous 

resolution, and the absence of cytopenia while light microscopically the 

density of infiltration, cytologic atypia, and erythrocyte phagocytosis is 

less and necrosis is typically absent in SLE



• With respect to lupus profundus, this condition also presents with 

waxing and waning plaques and nodules involving the proximal 

extremities; however, either there are overlying skin

changes diagnostic of lupus erythematosus or the patient has a 

known history of lupus erythematosus



Differential Diagnosis

Lupus profundus





• Useful discriminating light microscopic features include an 

– atrophying interface dermatitis

– plasmacellular infiltration

– germinal centers within the fat

– positive lupus band test

– the absence of red cell phagocytosis

– dominance of CD4 lymphocytes over those of the CD8 subset



• Lymphocytic vasculitis,  plasma cell infiltrate: typical of Lupus 

profundus is not seen in SPTC





Differential Diagnosis

• Extranodal NK/T cell lymphoma, nasal type: CD56+

– CD3-, but cytoplasmic CD3 is +

– ISH for EBV (EBER) is positive

– Angioinvasion and filling of the fat lobules rather than rimming of the 

adipocyte spaces are more common 

• If CD30+, CD4+ and CD8- ALCL: dermal involvement


