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CUTANEOUS 
PSEUDOLYMPHOMAS

 T cell pseudolymphomas:
Mycosis fungoides-like
CD30 + lymphoproliferative 
disorder-like
Nodular and diffuse
 B cell pseudolymphomas (mixed)
 T cell pseudolymphomas



CLINICOPATHOLOGICAL
CORRELATION IS CRUCIAL!



MYCOSIS FUNGOIDES
 Mycosis fungoides is by far the most 

common type of cutaneous T cell 
lymphoma

 It is usually very difficult to diagnose 
clinically and histologically in early 
stages

 Often, multiple sequential biopsies are 
required to confirm a diagnosis

 There are innumerable histological 
mimics of MF



















LANGERHAN’S CELL HYPERPLASIA

SIMULATING PAUTRIER MICROABSCESS 









LANGERHAN’S CELL HYPERPLASIA: VASE SIGN



CUTANEOUS PSEUDO-T 
CELL LYMPHOMA

 Cutaneous pseudo-T cell lymphomas are 
much more common than true cutaneous 
T cell lymphomas

 Many diverse entities may be confused 
histologically with CTCL

 Lesions that raise the histological 
possibility of CTCL are often solitary

 Unilesional CTCL may be seen but it is
rare



CUTANEOUS PSEUDO-T 
CELL LYMPHOMA

 The vast majority of cutaneous T cell 
lymphoproliferative disorders are low-grade 
malignant

 Therefore, it is often better to differ a 
histological diagnosis in case of doubt than to 
over-diagnose a lymphoma

 The right diagnosis is often only achieved 
after more than one biopsy and/or ancillary 
studies



CUTANEOUS PSEUDO-T 
CELL LYMPHOMA

 Most cutaneous T cell lymphomas show tropism 
for the epidermis and often also for the adnexal 
epithelium (mainly follicular)

 Non-epidermotropic T cell lymphomas often have 
a higher histological grade and are easier to 
diagnose

 Spongiotic changes, particularly if prominent, are 
not usually a feature of CTCL



MIMICS OF MYCOSIS 
FUNGOIDES

 Lichenoid keratosis (lymphomatoid)
 Lichen sclerosus
 Inflammatory vitiligo
 Annular lichenoid dermatosis
 Pigmented purpuric eruption (mainly lichen aureus)
 Lymphomatoid contact dermatitis
 Solitary plaque-like pseudo-T cell lymphoma
 Lymphomatoid drug eruption
 Actinic reticuloid (chronic actinic dermatitis)



















EARLY LESIONS OF 
LICHEN 

SCLEROSUS







DRUG-INDUCED 
PSEUDOLYPHOMA

 Two variants: induced by systemic 
medications or by contact dermatitis 
(localized)

 Most are T cell
 Two main groups: anticonvulsivant-related 

and non-anticonvulsivant-related



DRUG-INDUCED 
PSEUDOLYPHOMA

 Anticonvulsivants: 
Weeks of months after treatment is started
Diffuse rash (morbiliform)
Systemic symptoms (fever, malaise)
Sezary cells may be seen
 Non-anticonvulsivants: 
Single or multiple
Papule, nodules or plaques







DRUG-INDUCED PSEUDOLYPHOMA
HISTOLOGICAL FEATURES

 May mimic CTCL (patch/plaque stage)
 Nodular aggregates of mononuclear 

cells
 Superficial and deep dermis
 Variable atypia but usually not very 

prominent
 T helper phenotype
 May be CD30 positive+ cells may be 

seen





APACHE  
(PSEUDOLYMPHOMATOUS 

ANGIOKERATOMA)

 Mainly in children/rare in adults
 Papules
 Predilection for extremities
 Frequently a linear distribution
 Prominent superficial dermal mononuclear 

inflammatory cell infiltrate mainly 
composed of T cells

 Vascular channels ++























 Patients were mostly adults  (16 to 71 years, 
mean 38 years)

 Female predominance (14:3)
 All lesions presented as a small, solitary, 

polypoid, erythematous papule located mainly in 
the head, neck or trunk

 Initial clinical impression was a vascular lesion 
such as pyogenic granuloma or angiolymphoid 
hyperplasia

T-CELL RICH ANGIOMATOID 
POLYPOID PSEUDO 

LYMPHOMA 
CLINICAL FEATURES



 Well-circumscribed exophytic lesions with the 
vast majority bordered by an epithelial 
collarette

 Dense dermal infiltrate composed chiefly of 
lymphocytes with a mixture of plasma cells, 
histiocytes, and occasional eosinophils 

 Lymphocytes exhibited mild atypia but no 
overtly malignant features were seen 

 Vascular channels lined by plump endothelial 
cells resembling high-endothelial venules were 
present

T-CELL RICH ANGIOMATOID 
POLYPOID PSEUDO LYMPHOMA

HISTOLOGICAL FEATURES
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EPITHELIOID
HAEMANGIOMA

ANGIOLYMPHOID
HYPERPLASIA 

WITH
EOSINOPHILIA













PSEUDOLYMPHOMA 
ASSOCIATED WITH CD30 
POSITIVE INFILTRATES

 Reactions to insect and arthropod 
bites

 Molluscum contagiosum
 Herpes (simplex and zoster)
 Orf and milker’s nodule
 Secondary syphilis
 Drugs



CD30 POSITIVE CELLS IN 
DRUG REACTIONS

 Carbamazepina
 Amlodipine
 Sertraline
 Gabapentin
 Levofloxacin
 Cefepime
 Metoprolol

BEWARE: OCCASIONALLY MEDICATIONS MAY BE TRULY 
ASSOCIATED WITH T-CELL LYMPHOMA: CD30+ ALCL 
(ADALIMUMAB)



PSEUDOLYMPHOMATOUS 
REACTION TO MOLLUSCUM 

CONTAGIOSUM

 Seen in regressing lesions of 
molluscum

 Rarely biopsied because lesions 
tend to be multiple and easy to 
diagnose

 Variable number of CD30 positive 
cells





































DIAGNOSIS
CD30 POSITIVE 

PSEUDOLIMPHOMA 
SECONDARY TO  

HERPETIC 
FOLLICULITIS



ORF PSEUDOLYMPHOMA

 Lesions of orf are only rarely biopsied
 A prominent infiltrate may be seen in fully 

established lesions
 This is associated with 

pseudoepitheliomatous hyperplasia and 
prominent vascular proliferation

 CD30 positive cells are seen and vary in 
number

































CD30







MILKER’S NODULE
 Similar to the changes seen in orf
 CD30 positive cells can be very 

prominent
 Mainly in developed lesions



DISKUS 014



DISKUS 023
COURTESY H KUTZNER



DISKUS 020



DISKUS 017



DISKUS 016



DISKUS 015



CLINICAL HISTORY

 26 year-old female
 Multiple lesions starting on left buttock and 

spreading to right buttock
 No lesions elsewhere
 Patient describes them as boils
 Resolving spontaneously















CD3 CD30 Ki67



CD2 CD5

CD4 CD8



PD-1 ICOS

CXCL-13 BCL-6



Podoplanin 
(D2-40)



Diagnosis:
Intravascular CD30-positive 
atypical lymphoid cell proliferation 
(Intravascular pseudo T cell 
lymphoma)



23, buttocks 73 yo, hand43 yo, buttock 

55 yo, shoulder/ 83 , breast



23 yo, buttocks 73 yo, hand43 yo, buttock 

55 yo, shoulder 83 yo, breast



CD3 CD2 CD5

CD4 CD8 CD30

Same phenotype 43 yo, buttock 



Am J Dermatopathol 2012;34:e133–e138



Am J Surg Pathol 2013;37:617–623



“We report 2 exceptional cases of 
cutaneous lesions with an atypical 
intravascular CD30+ T-cell proliferation 
morphology. Both the patients developed a 
unique cutaneous lesion with clinical 
appearance of pyogenic granuloma and 
histopathological features of intravascular 
CD3 and CD30 atypical lymphoid cells 
proliferation. There was no monoclonal 
rearrangement of T-cell receptor in both the 
cases. Neither of the patients exhibited 
constitutional symptoms and remained 
healthy 23 and 24 months after 



Am J Surg Pathol 2014;38(9):1203-11

“we have demonstrated that intravascular CD30+ ALCL and related T-cell 
lymphoproliferative lesions demonstrate a tropism to lymphatic channels and 
that isolated cutaneous lymphatic involvement by ALK ALCL/lymphomatoid 
papulosis–like lesions does not necessarily herald aggressive systemic disease. 
Clinical, morphologic, immunophenotypic, and cytogenetic overlap with primary 
cutaneous ALCL/lymphomatoid papulosis supports categorization of the skin-limited 
subset of these intralymphatic lesions at one end of a spectrum of a primary 
cutaneous disease process with variable propensity to lymphatic involvement”
“The differential diagnosis of intralymphatic CD30+ T-cell disorders in the skin 
spans the entire spectrum of benign, primary cutaneous, and systemic 
disease. Small isolated blood vessel–rich lesions (hemangiomas, pyogenic 
granulomas, prurigo nodules) accompanied by a scant intralymphatic CD30+ T-cell 
infiltrate in an otherwise completely asymptomatic individual are likely benign, 
although careful clinical correlation and follow-up are indicated”



Differential Diagnosis

 Primary cutaneous anaplastic 
large T-cell lymphoma

















INTRAVASCULAR LARGE B CELL 
LYMPHOMAHISTOLOGICAL FINDINGS

 Dilated dermal and subcutaneous 
vascular channels including venules, 
capillaries and arterioles

 Blood vessels appear dilated and 
contain numerous large pleomorphic 
lymphoid cells

 Most cases have a pan-B cell phenotype 
(CD20 and CD79a positive)
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CUTANEOUS PSEUDO-B 
CELL LYMPHOMA

 Most primary cutaneous B cell 
lymphomas are low-grade and fairly 
indolent with little or no tendency for 
systemic dissemination

 High-grade primary cutaneous B-cell 
lymphomas are rare and pose little 
problem in differential diagnosis with a 
benign process



CUTANEOUS PSEUDO-B 
CELL LYMPHOMA

 Two types of primary cutaneous B-cell 
lymphoma are the source of problem with 
differential diagnosis with benign lesions 
(marginal zone lymphoma and follicular 
lymphoma)

 The distinction from a low grade marginal 
zone lymphoma is not always straight 
forward

 However, because of the indolent nature of 
this lymphoma, it is better to base a 
diagnosis in close clinicopathological 
correlation, follow-up and ancillary 
techniques



CUTANEOUS PSEUDO-B 
CELL LYMPHOMA

 A conclusive diagnosis of cutaneous low-
grade B-cell lymphoma is often based on 
clinical presentation, histological features, 
immunostains for light chains and 
molecular biology studies

 An adequate-sized biopsy is crucial for 
proper histological intepretation







CD3



CD3 CD2 CD5

CD7 CD4 CD8



CD20

Bcl-
6

CD10 CD30



kappa Lambda EBER



PD1

CD10

TCR γ : clonal
IgH: polyclonal

Small medium-sized pleomorphic T cell 
lymphoproliferative disorder



Borrelia 
pseudolymphoma

 Lesions are usually solitary
 Predilection for the nipples, earlobe, 

genitals
 Borrelia DNA is found in 60% of cases
 The large majority of cases are from 

Europe
 Systemic disease is seen in 14% of cases



GLOBAL DISTRIBUTION OF 
BORRELIA SPECIES



LYMPHOCYTOMA CUTIS



Borrelia 
pseudolymphoma

 Dense, often nodular infiltrate
 Pandermal
 Germinal centers may be prominent
 Germinal centers may be confluent 

(simulating a FCCL)
 Lymphocytes, histiocytes, plasma cells 

and eosinophils
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PSEUDO-B CELL LYMPHOMA (MARGINAL 
ZONE TYPE ) SECONDARY TO THE 

APPLICATION OF LEECHES







Histology

















CD20



CD3



Histology

CD21



B CELL PSEUDOLIMPHOMA
SECONDARY TO ALLERGIC 
CONTACT DERMATITIS TO 

EARRINGS
 Very rare
 Presents months or years after piercing or 

ears
 Bilateral induration of ear lobes
 Important to rule-out Borrelia infection 

although the latter is usually unilateral
 Allergic contact dermatitis to gold, titanium 

or palladium (patch tests or transmission 
electron microscopy)



CUTANEOUS 
PSEUDOLYMPHOMA

 Close clinicopathological correlation is 
essential to reach a diagnosis

 More than one biopsy may be necessary for 
an accurate diagnosis to be made

 Ruling out a diagnosis of lymphoma may 
mean close follow-up of the patient

 The presence of clonality does not 
necessarily mean a diagnosis of lymphoma


