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Abstract  Background: Subcutaneous Panniculitis-Like T-Cell Lymphoma is a cytotoxic T-cell lymphoma that 
infiltrates subcutaneous adipose tissue and rarely involves the lymph nodes. SPTCL accounts for less than 1% of 
non-Hodgkin’s lymphomas. Lesions are commonly localized to the trunk and lower extremities and may be 
relapsing and remitting in nature. Systemic symptoms such as fever and night sweats are common. SPTCL may 
closely mimic cellulitis, and other causes of skin and soft tissue infections. Definitive diagnosis is made with tissue 
biopsy showing atypical lymphocytes rimming adipocytes. There is no current standard of treatment. Prognosis is 
favorable with a 5-year survival rate as high as 91%. Case Report: A 40-year-old Chinese female presented with a 
two-week history of recurrent fevers and painful subcutaneous nodules and plaques, initially thought to be infectious 
in nature. Tissue sampling demonstrated CD4+ and CD8+ T-cells rimming adipocytes with a high Ki-67 
proliferation index and an alpha beta T-cell receptor subtype. A diagnosis of SPTCL was established and the patient 
was treated with multiagent chemotherapy regimen consisting of cyclophosphamide, doxorubicin, vincristine, and 
prednisone (CHOP therapy), which resulted in resolution of her constitutional symptoms and cutaneous. Conclusion: 
SPTCL is a challenging diagnosis due to the wide array of etiologies of panniculitides and its close clinical 
resemblance to soft tissue infection. Early tissue biopsy should be employed to expedite management. 
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1. Introduction 

Subcutaneous Panniculitis-Like T-Cell Lymphoma (SPTCL) 
is a cytotoxic T-cell lymphoma that preferentially 
infiltrates the subcutaneous adipose tissue and rarely 
involves the lymph nodes [1,2,3]. Current data on SPTCL 
is limited to case reports and small case series due to the 
rarity of the disease. Thus, there is no standard of 
treatment established for these patients [4,5]. Resembling 
panniculitis, SPTCL presents a diagnostic challenge  
with a differential ranging from infectious, inflammatory, 
traumatic, or, in our case, malignant etiologies  
[1,2,3,4,5]. This vast range of possibilities coupled with 
the low incidence of SPTCL pose a challenge to  
timely diagnosis and treatment of the disease. This 
unfortunately delays time to diagnosis and appropriate 
treatment for the patient as well as incurring excessive 
hospital resources. 

We report a young woman who presented with fever, 
multiple subcutaneous lesions, and was initially treated for 
an infectious etiology with antibiotics until a skin biopsy 
revealed the diagnosis of SPTCL. This case report aims to 
describe a rare condition that may present as a diagnostic 
challenge leading to delayed time to diagnosis and 
increased hospital length of stay as well as to urge for the 
need for a standard of treatment to avoid dangerous side 
effects of over-treatment.  

2. Case Report 

A 40-year-old Chinese female with a past medical 
history of hyperthyroidism with prior thyroidectomy, 
presented with a two-week history of persistent fevers  
and painful subcutaneous nodules with superimposing 
erythema. The nodules were found on the left lower 
anterior abdominal wall, mons pubis, right popliteal fossa, 
and medial left and right thigh (See Figure 1A-D). 
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Figure 1. Location of subcutaneous nodules on presentation: (A) Left anterolateral abdominal wall, (B) Medial aspect of right thigh (C) Medial aspect 
of left thigh (D) Right popliteal fossa 

 
Figure 2. Gallium scan showing multiple foci of activity corresponding to subcutaneous nodules, in particular the left anterior abdominal wall and left 
medial thigh 
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Four months prior to this presentation, the patient 
reported three painful abdominal “bumps”, which resolved 
after a course of trimethoprim/sulfamethoxazole. Initial 
blood cultures grew gram positive cocci, later determined 
to be Staph hominis and Staph epidermidis, however all 
subsequent blood cultures were negative. The patient was 
found hypotensive with a blood pressure of 100/60 mm 
Hg, febrile with a temperature of 101.8 F, tachycardic to 
118 beats per minute, and had a leukocyte count of  
3.5 K/μl (78.1% neutrophils, 15.5% lymphocyte, 5.7% 
monocyte, 0.2% basophil, 0.5% immune granulocyte);  

the patient met the criteria for sepsis and admitted for 
further medical care. The skin lesions at this point were 
considered erythema nodosum. Vancomycin was started 
for presumed bacteremia, but subsequent blood cultures 
did not demonstrate any bacterial growth. The patient 
continued to have fevers and painful subcutaneous 
nodules. A detailed sepsis work up, including transthoracic 
and transesophageal echocardiograms, was negative. A 
gallium scan showed multiple foci of activity in the soft 
tissues of the chest, abdomen, pelvis, and thighs (Figure 2) 
corresponding to the location of the lesions. 

 
Figure 3. Core biopsy sample from the right thigh demonstrating CD4+ and CD8+ T-cells rimming adipocytes with a high Ki-67 proliferation index, 
consistent with SPTCL: (A) H&E Staining x 10 magnification, (B) Ki-67 Immunohistochemistry staining x 20 magnification, (C) CD-4 
Immunohistochemistry staining x 20 magnification, (D) CD-8 Immunohistochemistry staining x 20 magnification 

 
Figure 4. Resolution of subcutaneous nodules and plaques after CHOP 
therapy 

A punch biopsy was obtained from a nodule on the 
right thigh that demonstrated a T-cell predominance. 
Although these initial results were largely inconclusive, 
there were no features consistent with erythema nodosum, 
the initial outpatient diagnosis. A subsequent core  
biopsy showed CD4+ and CD8+ T-cells rimming 
adipocytes with a high Ki-67 proliferation index, 
consistent with SPTCL (Figure 3A-D). Flow cytometry 
demonstrated an alpha beta T-cell receptor subtype. One 
month after her initial presentation, the patient was 
initiated on a multiagent chemotherapy regimen consisting 
of cyclophosphamide, doxorubicin, vincristine, and 
prednisone (CHOP therapy), which subsequently resulted 
in resolution of the subcutaneous lesions and persistent 
fevers. The patient received a total of 6 cycles of 
chemotherapy every 3 weeks (Figure 4). After the initial 
chemotherapy treatment, the patient endorsed 
improvement of her symptoms and resolution of the pain 
around previous nodule sites. 
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3. Discussion 

Subcutaneous panniculitis-like T-cell lymphoma 
(SPTCL) was first described by Gonzalez et. Al in 1991  
as a lymphoma derived from cytotoxic T-cells that 
preferentially involved subcutaneous tissue. [1] A decade 
later, in 2001, it was recognized as a distinct neoplasm by 
the World Health Organization (WHO) Classification of 
Tumors of Hematopoietic and Lymphoid Tissues. Then in 
2008, the WHO restricted SPTCL to the cytotoxic  
T-cell alpha-beta phenotype, separating the disease from 
the more aggressive gamma delta phenotype, the latter of 
which is now a new category of T-cell lymphoma 
[1,2,3,4,5,6,7,8,9]. SPTCL accounts for less than 1% of all 
non-Hodgkin’s lymphomas, but the true incidence is 
likely lower due to the previous grouping of the alpha-beta 
phenotype and gamma-delta phenotype together 
[1,2,3,4,5]. It bears a favorable prognosis with a 5-year 
survival rate as high as 91%, but can be difficult to 
diagnose given the extensive differential diagnosis for 
panniculitis including erythema nodosum, benign 
panniculitis, and lupus panniculitis, the latter of which can 
be especially challenging to distinguish [6,7,8,9,10]. 

Epidemiologic studies elicited an increased incidence of 
this condition in females (male: female ratio of 0.5) with 
the average age of onset being 36 (range of 9-79 years) 
[1,2,3]. A meta-analysis of 16,953 patients with cutaneous 
T-cell lymphomas, demonstrated a 15% increase in frequency 
in Asian populations of all cutaneous T-cell lymphomas 
and an even greater increase when looking specifically at 
SPTCL [4]. In a case series of 63 patients, a history of 
autoimmune disease was reported in 19% of cases. [3] 

SPTCL often follows an indolent clinical course, with 
subtle painless lesions in the beginning of the disease 
process that appear similar to benign dermatologic 
conditions. SPTCL lesions are typically non-ulcerated, 
multifocal and commonly found on the trunk and lower 
extremities, but lesions on the upper extremities and face 
have also been reported [1,2,3,4,5,6,7,8,9]. By contrast, 
Lupus erythematosus profundus (LEP) lesions are 
typically ulcerated and present on the head and face 
[4,6,8,10]. Erythema nodosum are classically localized to 
the shins. [8] SPTCL lesions tend to spontaneously regress 
early on in the disease process, which was notably 
reported by our patient. As a result, the lesions can appear 
to be in multiple stages of healing. Systemic symptoms, 
such as fever and weight loss, are reported in 
approximately half of cases [4]. In contrast to the nodules 
that our patient had, typically lesions are non-painful 
[2,3,4,11]. Rarely symptoms such as periorbital edema 
and facial edema may be present [12]. Serious sequalae of 
SPTCL include hemophagocytosis syndrome (HPS), 
anemia, pancytopenia, and pleural effusions. HPS, a 
systemic cytokine response, presents as fever, 
hepatosplenomegaly, pancytopenia, and coagulopathy and 
is considered a poor prognostic sign. It is seen an 
estimated 15-20% of cases of SPTCL and approximately 
45% of cutaneous γδ T-cell lymphoma cases [2,3,4,5,7,13].  

While clinical features help to raise suspicion of 
SPTCL, a definitive diagnosis cannot be made without a 
biopsy. The histopathological feature most consistent with 
SPTCL is rimming of adipocytes with neoplastic T-cells 
containing hyperchromatic nuclei and irregular nuclear 

membranes [3,14]. This infiltration rarely extends to the 
superficial dermis or epidermis. Likewise, angioinvasion 
is uncommon [3,4,14]. Fat necrosis and karyorrhexis may 
be seen. The neoplastic cells are CD3+, CD4-, CD8+, and 
CD56-[1,2,3,4]. Fine Needle Aspirate Cytology (FNAC) 
may be used to aid in the diagnosis as well. Aspirate from 
a swelling of SPTCL shows cellular atypical lymphoid 
cells, admixed with clusters of adipocytes, and rare plasma 
cells and neutrophils, compared to a high abundance of 
plasma cells and neutrophils in panniculitis lesions. [14] 

Chemotherapy (single or multimodal) was the standard 
of care when both the alpha-beta and gamma-delta 
subtype were considered SPTCL, but after the distinction 
of the gamma-delta type in 2008, it remains unclear 
whether chemotherapy is necessary in alpha-beta SPTCL 
cases. [11,13,15,16,17,18,19] There are reports of  
alpha-beta patients responding to corticosteroids and 
immunosuppressive therapy, such as cyclosporine alone as 
well as Bexarotene [4,7,8,13,17,18]. However, these 
reports are either case reports or small series, prompting 
the need for further investigation to determine the most 
effective treatment. Our patient successfully tolerated 
CHOP therapy, with the only side effect being leukopenia, 
to 0.4 K/μl, with 3.6% neutrophils, which improved to  
5 K/μl, with 69.1% neutrophils, after treatment with 
pegfilgrastim. She remains in remission and is under 
regular follow up with the hematology-oncology division.  

4. Conclusion 

SPTCL is an exceedingly rare condition. Although it 
bears a favorable prognosis, it can be very challenging to 
diagnose. Significant advances in our understanding of 
this pathology have been made since its first description in 
1991. Global epidemiology studies elicit certain risk 
factors such as female sex, and Asian descent. However, 
what remains challenging about SCPL T-cell lymphoma is 
that it includes a wide differential diagnosis. Systemic 
symptoms may act as a distractor and prompt an 
investigation into an infectious etiology, such as what we 
saw with this particular patient. This unfortunately delays 
time to diagnosis and appropriate treatment for the patient 
as well as incurring excessive hospital resources. 
Therefore, it is important to consider the diagnosis of 
SPTCL when a patient has painful, relapsing panniculitis-
like lesions particularly on the trunk and lower extremities, 
persistent fever or other systemic symptoms, and 
demographics such as young adult, female gender, history 
of autoimmune disease, and Asian descent.  
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