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CASE LETTER

To the Editor:
Primary cutaneous B-cell lymphomas (pcBCLs) can clini-
cally mimic basal cell carcinomas (BCCs); however, his-
topathologic examination typically demonstrates features 
of lymphoma without evidence of an epithelial tumor. We 
present the case of a patient who demonstrated histo-
logic features of both pcBCL and BCC in the same lesion, 
which was discovered during Mohs micrographic surgery. 

An 84-year-old man presented for Mohs surgery for a 
biopsy-proven nodular and infiltrative BCC on the right 
superior helix of the ear of 1 year’s duration. Physical 
examination of the ear revealed a 1.0×1.3–cm ulcer-
ated indurated plaque with rolled borders and a central 
hyperkeratotic crust (Figure 1). Frozen sections from 
the first Mohs stage demonstrated residual superficial, 
infiltrative, and basosquamous BCC (Figure 2). In addi-
tion, there was a brisk inflammatory infiltrate throughout 
the deep margins. The second stage showed no residual 
BCC, but there still was a brisk atypical lymphocytic 
infiltrate, with some areas showing lymphocytes in a 
linear cordlike distribution (Figure 3). Permanent sections 

demonstrated infiltration of small to medium lymphoid 
cells. Immunohistochemistry stains were positive for 
CD20 and BCL2 and negative for CD5, CD10, BCL6, and 
CD43; a low Ki-67 proliferation fraction also was observed. 
B-cell clonality studies and polymerase chain reaction 
demonstrated rearrangements of the IgH and IgK genes, 
consistent with primary cutaneous marginal zone lym-
phoma (pcMZL). Positron emission tomography showed 
no spread of malignancy; therefore, medical oncology 
recommended observation and close monitoring.

Primary cutaneous B-cell lymphoma accounts for 
approximately 25% of all cutaneous lymphomas.1 Three 
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PRACTICE POINTS
•	 �Collision tumors of cutaneous B-cell lymphoma and 

basal cell carcinoma occurring within the same lesion 
are uncommon findings during Mohs surgery.

•	 �Sheets of atypical monomorphic lymphocytes on 
deeper Mohs sections should prompt the surgeon to 
consider further evaluation, including sending tissue 
for permanent sections.

FIGURE 1. The patient presented with a 1.0×1.3–cm ulcerated 
indurated plaque on the right helix of the ear with rolled borders and 
a central hyperkeratotic crust that was revealed to be a nodular and 
infiltrative basal cell carcinoma on shave biopsy.
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main cutaneous subtypes exist: pcMZL; primary cutane-
ous follicular center lymphoma; and primary cutaneous 
diffuse large B-cell lymphoma, leg type. The second most 
common type of cutaneous lymphoma, pcMZL, accounts 
for 25% of cases of pcBCL.1 Primary cutaneous follicular 
center lymphoma makes up 60% of cutaneous lympho-
mas, and the remainder are primary cutaneous diffuse 
large B-cell lymphoma, leg type. All share a notable male 
predominance and onset most commonly in the sixth 
through eighth decades of life, although they also can 
occur in younger patients.1

Histologically, pcMZL has 2 distinct subtypes: one 
resembling mucosal-associated lymphoid tissue lympho-
mas and a more clinically aggressive subtype with heavy 
chain class switching, although intermediate forms also 
exist. Both are characterized by diffuse and/or nodular 
infiltrates in the subcutis and dermis with sparing of 
the epidermis. Often, these infiltrates are more promi-
nent in the deeper sections examined, and occasionally 
they may be accompanied by germinal center follicles. 
Immunohistochemical stains are key in determining 
the pcBCL subtype. Primary cutaneous marginal zone 
lymphoma will most commonly show a BCL2+, BCL6–, 
CD20+, and CD10– immunophenotype, as in our case. If 
a majority of cells have undergone plasmacytoid differ-
entiation, loss of CD20 can occur, but retention of other 
B-cell markers, such as CD79a and CD19, will be seen. 
Proliferation fraction via Ki-67 commonly is low, reflect-
ing the indolence of this subtype of lymphoma.1

Monoclonal rearrangement of immunoglobulins also 
can occur, with IgH rearrangements detected in 60% to 
80% of cases of pcMZL. Translocations are not a reli-
able method of diagnosis for pcMZL but can be present 
in a variable manner, with t(14;18), t(3;14), and t(11;18) 
reported in a subset of cases.2

Leukemic infiltrates encountered on frozen sections 
should prompt the Mohs surgeon to consider the pos-
sibility of a concomitant leukemia or lymphoma. In one 
study, 36% (20/55) of patients with chronic lymphocytic 
leukemia (CLL) were found to have predominantly leu-
kemic B-cell infiltrates on frozen sections.3 Numerous 

reports also exist of asymptomatic patients being diag-
nosed with CLL due to leukemic infiltrates identified 
during Mohs surgery.4,5 Patients with systemic hema-
tologic malignancies, including CLL and non-Hodgkin 
lymphoma, also are known to be at an increased risk for 
skin cancers, including keratinocyte cancers, melanoma, 
and Merkel cell carcinoma. This can be attributed par-
tially to immunosuppression, a well-known risk factor 
for development of cutaneous malignancies.5 Padgett 
et al5 speculated that local immune suppression due to 
underlying pcBCL and reaction of lymphocytes to tumor 
antigens could have played a role in the development of 
BCC at this site. If a leukemic infiltrate is demonstrated, 
the surgeon should consider sending tissue for perma-
nent section and immunostaining. This can be helpful to 
determine if it is a reactive or neoplastic process and aid 
in characterizing the leukemic infiltrate if it is suspected 
to be neoplastic in nature.

There are numerous reports of pcBCL imitating the 
cutaneous findings of BCC clinically, but this is quite 
uncommon on histopathology. As in our case, findings of 
sheets of dense, monomorphic lymphocytes; inability to 
clear inflammation on deeper Mohs sections; presence of 
primordial follicles; and atypical cytology, including pre-
dominance of blastic forms, plasmacytoid cells, or cleaved 
lymphocytes, should give the clinician pause to consider 
further evaluation through permanent sections as well 
as genetic and immunoglobulin studies by a dermatopa-
thologist. This case highlights the importance of further 
evaluation when an atypical finding is encountered dur-
ing Mohs surgery. 
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FIGURE 2. The first Mohs stage demonstrated residual superficial, 
infiltrative, and basosquamous basal cell carcinoma along with a brisk 
inflammatory infiltrate throughout the deep margins (H&E, original 
magnification ×10).

FIGURE 3. The second Mohs stage showed no remaining basal cell 
carcinoma but still demonstrated an atypical robust lymphocytic 
infiltrate with linear, cordlike distribution of lymphocytes (H&E, original 
magnification ×20). 
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