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ABSTRACT

Subcutaneous panniculitis-like T-cell lymphoma is a rare subtype of
cutaneous T-cell lymphomas and represents less than 1% of non-Hodgkin's
lymphomas. Currently, the diagnosis is based on clinical and histological
findings although clinical features may be nonspecific. Often, it is localised
to subcutaneous tissue without lymph node involvement. The literature is
sparse but unusual presentations have been described to involve mesentery,
breast and even eyelids. Fluorine-18 fluorodeoxyglucose positron-emission
tomography/computed tomography has been reported to be useful in assessing
disease activity, extent and treatment response in subcutaneous panniculitis-
like T-cell lymphoma but we find that it can also be a diagnostic aid for
atypical presentations. In our case report, we describe a patient who presented
with a neck lump but did not have any other obvious cutaneous lesions. This
was biopsied and had histological features in keeping with subcutaneous
panniculitis-like T-cell lymphoma. Due to the atypical presentation, positron-
emission tomography was crucial for detecting the extracutaneous and likely
primary site of disease in the peritoneum, which hence guided the subsequent
biopsy to this affected area and confirmed the diagnosis.

CASE REPORT

WO09'SASB)ATO[OIPRY MMM

CASE REPORT

The patient was a 30-year-old gentleman who initially
presented with a left neck lump to the otolaryngology outpatient
clinic which was likely a subcutaneous nodule. This was
biopsied and demonstrated fibroadipose tissue showing an
infiltrate of atypical intermediate sized lymphocytes with
irregular nuclei, showing prominent rimming of adipocytes.
The neoplastic lymphoid cells which were diffusely
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immunoreactive to pan-T cell marker CD3 and were CD8-
positive with expression of cytotoxic molecules granzyme-B
and TiA-1, with a high proliferation index of 80%. There was
also expression of T-cell beta-F1 hemireceptor, while appearing
mostly negative for T-cell delta hemireceptor (for which
expression was favoured to represent an accompanying innate
immure response). CD30, CD4, CD56, in-situ hybridisation for
EBV and B cell marker CD20 were negative (Figure 1).
Overlying skin was not included for assessment in this biopsy.
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The main consideration based on these findings was
subcutaneous panniculitis-like T-cell lymphoma (SPTCL)
although it was recommended to exclude other dermatologic
findings such as epidermotropism which would be inconsistent
with SPTCL.

He was subsequently referred to the oncology department
but also had to be admitted on a couple of occasions due to
pyrexia of unknown origin. During his inpatient stay, he also
underwent extensive microbiological work up to exclude any
infective causes but this was negative. A CT scan was also
performed which revealed borderline splenomegaly and
nonspecific peritoneal fat stranding seen in the anterior
abdomen. No enlarged lymph node was identified.

The patient’s antinuclear antibodies and anti-double
stranded deoxyribonucleic acid tests were negative as well as
his viral screen. No vegetations were identified on the
transthoracic echocardiogram.

To further investigate the nonspecific fat stranding seen in
the anterior abdomen as well as provide further staging, a
Fluorine-18 fluorodeoxyglucose (F-18 FDG) positron-emission
tomography/computed tomography (PET/CT) was later
performed (Figure 2) and this demonstrated ill-defined FDG-
avid subcutaneous fat-stranding posterior to the left
sternocleidomastoid muscle. FDG-avid focal fat stranding was
also seen in the cardiophrenic region. However, the most FDG-
avid region was in the omentum and peritoneum of the anterior
abdomen extending from the left hypochondrium to the left
lumbar region. All these FDG-avid regions were suspicious for
disease. The spleen which was borderline enlarged also
demonstrated diffuse and mildly increased metabolic activity.
Ascites was also detected.

On physical examination, the patient did not have any
overlying skin changes or rash and the panniculitis-like
appearance of the fat stranding in the anterior abdomen with
FDG-avidity on PET/CT would likely represent SPTCL. A
bone marrow aspirate and trephine biopsy were also carried out.
This revealed that it was slightly hypocellular with erythroid
and megakaryocytic hyperplasia with few haemophagocytes
seen. No evidence of lymphoma was identified in the bone
marrow.

For the initial treatment, he underwent 3 cycles of
cyclophosphamide, hydroxydaunorubicin, Oncovin
(vincristine), prednisolone and etoposide (CHOPE) with
granulocyte colony-stimulating factor injections as well.
However, follow-up CT scan revealed that there was
progression of the fat stranding in the upper omentum of the
anterior abdomen (Figure 3) and in the cardiophrenic fat. There
was also interval increase in the splenomegaly and ascites.
After a multidisciplinary meeting, the decision was made to
switch the patient to a romidepsin, ifosfamide, carboplatin and
etoposide (Ro-ICE) regime instead due to primary
refractoriness to the CHOPE regime.

A subsequent open biopsy was performed on the anterior
abdominal omentum when the disease also did not respond to
this second regime as seen on the subsequent repeat CT (Figure
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4). The biopsy results showed that the omental tissue was
infiltrated by lymphoma recapitulating a lobular (panniculitis-
like) adipocytotropic pattern with fat necrosis and areas of
sclerosis. The lymphomatous cells were T-cells retaining their
beta hemireceptor positive immunophenotype with expression
of cytotoxic protein Granzyme B (Figure 5). In addition, they
appeared to comprise a CD8-alpha/alpha homodimer(+) subset,
while being negative for the CDB8-beta hemidimer, the
significance of which is currently not well studied.

Given these biopsy results, the primary team continued to
manage this as SPTCL and his treatment was then switched to
a Gemcitabine, Dexamethasone and Cisplatin (GDP) regime
thereafter.

DISCUSSION

Etiology & Demographics:

SPTCL is a rare subclassification of skin lymphomas
which typically involves the subcutaneous tissues. The
infiltration of subcutaneous tissues by the neoplastic cytotoxic
T-cells [1] produces a panniculitis-like pattern [1]. SPTCL was
first defined as a distinct entity by the World Health
Organisation (WHO) in 2001 [2]. The clinical course of SPTCL
was previously understood to differ depending on the T-cell
receptor (TCR) phenotype of the tumour cells. Those with the
TCRap phenotype demonstrated an indolent course.
Conversely, the TCRyd phenotype was fatal as it was more
associated with haemophagocytic syndrome [3].

The classification was later updated in the World Health
Organisation-European  Organisation for Research and
Treatment of Cancer classification (WHO-EORTC) for primary
cutaneous lymphoma which restricted SPTCL to only the
TCRof phenotype [4].

The incidence of SPTCL is less than 1% of all non-
Hodgkin’s lymphomas (NHLs) [2]. SPTCL is most common in
young adults with a median age of 36 years, with less than 20%
of them being 20 years of age or younger. SPTCL has a female
predominance with the disease being twice as common in
females compared to males [5].

Clinical & Imaging Findings:

Typical presentations of the disease will follow an indolent
course of recurrent relapsing but self-healing subcutaneous
nodules which are often painless [5]. They can also present as
deep-seated plaques, usually on the trunk and extremities and
can also involve the face, neck and back [6]. New nodules can
reappear at the same or at different sites. It is not uncommon to
see these nodules in various phases of “healing”. A minority of
such patients  can have lymphadenopathy  or
hepatosplenomegaly but clinically, there is usually no evidence
of lymphoma outside the subcutis. Visceral involvement is also
uncommon and distant metastasis to organs is more often seen
in the aforementioned cutaneous yd T-cell lymphomas [5,7,8].
Also, about 75% of patients with SPTCL have multifocal
cutaneous involvement [4].
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The patient we reported did not exhibit any cutaneous
lesions and other than the initial left neck lump, did not have
additional subcutaneous nodules. There was also involvement
outside of the subcutis as seen primarily in the anterior abdomen
peritoneum and in the cardiophrenic fat. The panniculitis-like
pattern in the anterior abdomen and the intense FDG-uptake
seen at this region was likely related to SPTCL involvement.

Diagnosis of SPTCL can be challenging in the early stages since
the cutaneous symptoms can mimic other more common
dermatological conditions such as benign panniculitis, eczema,
cellulitis, systemic lupus erythematosus and various
inflammatory skin conditions or infections [9]. Diagnosis is
also based on the histology obtained from skin or subcutaneous
tissue biopsies [10] and this was even more complicated in our
patient who had no obvious viable sites to biopsy. Hence,
imaging was useful in guiding to the affected extracutaneous
areas for biopsy to help reach and confirm the diagnosis.

A few unusual presentations of SPTCL have been described
such as eyelid swelling [11], erythema nodosum [12], diffuse
thoracic subcutaneous infiltration [13] as well as breast
involvement [14]. There have been reports of SPTCL initially
presenting with skin lesions and later involving the abdominal
wall and mesentery [15] but primary involvement of sites such
as the peritoneum and cardiophrenic fat without skin lesions has
not been reported in living patients.

Since a histological diagnosis had already been obtained
for our patient, FDG-18 PET/CT was performed as there were
no skin lesions present to physically confirm the diagnosis.
FDG-18 PET/CT is the main modality for detection of both
nodal and visceral involvement in Hodgkin’s and non-
Hodgkin’s lymphoma [16,17]. In a previous case series, it
found that FDG-18 PET/CT provided a more accurate estimate
of disease burden in cutaneous T-cell lymphomas compared to
physical examination alone [18]. In addition, PET/CT was
useful to determine distribution and metabolic activity of the
patterns in SPTCL [14, 19-20]. It is thus sensitive in detecting
abnormal FDG uptake in the involved sites. PET/CT would aid
in picking up extracutaneous disease [19-22] such as in our
patient such as in lymph nodes, intra-abdominal [21] and peri-
renal fat [23] as reported in a few other case studies. Bone
marrow involvement in SPTCL has also been identified on
PET/CT [24,25].

Treatment & Prognosis:

Furthermore, standardised uptake value (SUV) was found
to be elevated in subcutaneous lesions in an analysis of 8 cases
varying from 1.2 to 4.7 maximum SUV on initial PET with
interval reduction post treatment [26]. PET would therefore also
be valuable in assessing treatment response. This is important
as there is currently no consensus on the treatment of SPTCL
which is even more challenging in atypical presentations.

In essence, SPTCL can be difficult to diagnose especially
in cases with an atypical presentation and no skin lesions
available for repeat biopsy. We recommend performing FDG-
18 PET/CT in such cases to detect extracutaneous involvement
and occult lesions as well as aid in guiding the biopsy of these
affected areas to confirm the diagnosis.
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Typically, SPTCL has a slow disease course and excellent
overall prognosis with a 5-year survival rate >80% [27]. But
this may not be true in atypical cases, as can be seen in the
relatively rapid disease progression of our patient. Hence,
especially in such scenarios, PET/CT would help to provide
information regarding disease burden with accurate staging for
prognosis and future surveillance.

Differential Diagnoses:

In SPTCL, the presence of hepatosplenomegaly, skin
lesions, lymphadenopathy and fever can often mimic
autoimmune or rheumatological conditions. The differentials
could include nodular panniculitis, systemic vasculitis,
dermatomyositis, lupus erythematosus profundus [28] and the
idiopathic Weber-Christian disease [14]. However, specific to
our patient who presented with fever, lymphadenopathy and
peritoneal fat-stranding without any skin lesions, other
differential diagnoses would have to be considered given the
atypical location of SPTCL in the anterior abdominal omentum.
These include malignant or infective conditions such as primary
peritoneal  serous  carcinoma, peritoneal  malignant
mesothelioma, peritoneal carcinomatosis (from known
malignancies) and tuberculous peritonitis.

Primary peritoneal serous carcinoma

Primary peritoneal serous carcinoma is an epithelial
tumour arising from the peritoneum. Histologically, it
resembles malignant ovarian surface epithelial stromal tumour
and thought to arise from extraovarian mesothelium with
Miillerian potential [29]. This disease almost always occurs in
women [30,31] with few case reports in men [32]. Patients
present with abdominal distension and pain [31]. Clinically,
elevated serum CA-125 levels are detected. The most common
cross-sectional imaging features include ascites, peritoneal
nodules/thickening and omental masses. These nodules and
masses enhance with contrast on CT and magnetic resonance
(MR) imaging [33]. Psammomatous calcification of these
nodules is seen in 30% of these cases [34,35]. Findings of
ascites, peritoneal and omental nodules in a female patient with
no prior evidence of a primary visceral cancer or ovarian mass
should be suggestive of this condition.

Peritoneal malignant mesothelioma

Peritoneal malignant mesothelioma is an uncommon
malignancy arising from mesothelial cells or multipotent
subserosal mesenchymal cells. The majority of malignant
mesotheliomas tend to be seen in the pleura with only 6-10% of
them originating in the peritoneum [36]. They can be classified
into the diffuse and localised subtypes where the former is
usually highly aggressive and the latter having better prognosis
[37]. There is a well-established association between malignant
mesothelioma and asbestos exposure with higher levels of
exposure seen in the peritoneal as opposed to pleural malignant
mesothelioma [38]. This disease is also more common in men
than women with the median age of presentation at 60 years
[37]. Distinct patterns seen on the CT imaging depends on the
subtype and demonstrates either diffuse involvement with
infiltration and sheet-like peritoneal thickening (which may
later become irregular and nodular) or focal intraperitoneal
masses [39-42]. Ascites and omental caking are also seen which
may present as fine, nodular soft tissue studding or masses. The
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omental masses enhance heterogeneously on intravenous
contrast [33].

Peritoneal carcinomatosis

Peritoneal carcinomatosis occurs when primaries from the
gastrointestinal tract (such as colorectal cancer), ovary, uterus,
breast and lung metastasise to the peritoneal surface. Patients
may initially be asymptomatic but progressive involvement of
the peritoneum leads to abdominal distension and pain from
bowel obstruction [43]. Ascites is a common finding and
loculation of ascitic fluid may be seen [44]. The imaging
findings on CT can vary from multifocal discrete nodules to
infiltrative masses. Thickening, nodularity and contrast
enhancement of the peritoneum also suggests this underlying
malignant process [45, 46]. Infiltration of the small bowel
mesentery gives a characteristic pleated or stellate pattern as the
mesentery becomes stiff and loses the normal undulations with
straightening of mesenteric vasculature [44, 47-48].

While MR imaging is less widely used than CT, it
possesses superior contrast resolution for evaluating the
peritoneal cavity. Peritoneal carcinomatosis enhances slowly on
intravenous gadolinium and these are best seen 5-10 minutes
after administration. Enhancement of the peritoneum to a
greater degree than the liver should be considered abnormal
especially if there is associated thickening or nodularity [49].
MR imaging also has better sensitivity than CT for detection of
nodules less than 1 ¢cm [50]. On FDG-18 PET/CT, these
metastatic foci appear as discrete areas of increased activity but
subcentimetre lesions may not demonstrate adequate uptake to
be identified [46]. Thus, PET/CT may aid in the diagnosis but
their precise role is still unknown [51-53].

Tuberculous peritonitis

Tuberculous peritonitis is the most common clinical
presentation for abdominal tuberculosis, affecting up to one-
third of such patients [54]. There are three main types: wet,
fibrotic and dry [55] but only the fibrotic and dry types would
be considered differentials for SPTCL in our patient. The
fibrotic type is typified by large omental masses and mesenteric
caking with matting of the bowel loops. On CT, this appears as
mottled low-attenuation masses with nodular thickening. The
dry type appears as mesenteric thickening, fibrous adhesions
and caseous nodules [56]. The omentum can appear smudged,
caked or thickened. Peritoneal thickening with contrast
enhancement is seen instead of nodular implants with irregular
thickening which would be more indicative of peritoneal
carcinomatosis [57].

Sclerosing peritonitis

Sclerosing peritonitis is characterised by chronic fibrotic
thickening of the peritoneum [58]. It can progress to a more
severe form known as encapsulating peritoneal sclerosis where
the thickened peritoneum encases the small bowel loops in an
“abdominal cocoon” [59], leading to recurrent small bowel
obstruction. There is a well-recognised association of this
severe form with continuous ambulatory peritoneal dialysis [58,
60] and chronic irritation has therefore been suggested to be the
cause although the exact aetiology is unclear [61]. Other
associations include tuberculosis [62] and sarcoidosis [63] but
there is also an idiopathic form described in both genders and
children as well [59, 64-65].
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Smooth thickening and enhancement of the peritoneum is the
most commonly described appearance on CT [58]. Peritoneal
calcification may also be identified on CT [66] but severe
encapsulation may also occur in the absence of peritoneal
calcification [58]. The diffuse inflammatory process also
involves the small bowel along the antimesenteric wall, causing
mural fibrosis and thickening [67]. This leads to adhesions,
further narrowing the bowel lumen and eventually, small bowel
obstruction [58]. Contrast-enhanced CT would be the best
modality for such small bowel changes and their relationship to
the encapsulating peritoneum [58, 68]. In our patient, this
should be considered as a differential in the initial stages as
there were no other cutaneous symptoms present and the
primary disease was in the peritoneum as well. Nevertheless,
from the subsequent scans, no evidence of peritoneal
calcification or encapsulation of small bowel was seen in our
patient, who also did not display any obstructive symptoms.

TEACHING POINT

Subcutaneous panniculitis-like T-cell lymphoma (SPTCL) is a
rare disease with nonspecific signs and symptoms but while the
diagnosis can be achieved through physical examination and
histological methods, it can still be missed and confused with
other mimicking autoimmune conditions especially in atypical
presentations. Extracutaneous involvement of SPTCL should
not be overlooked and use of FDG-18 PET/CT may therefore
be crucial for guiding biopsy to obtain the initial diagnosis as
well as for follow-up and monitoring of SPTCL as FDG-18
PET/CT can also assess for disease response and/or recurrence.
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FIGURES
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nodule is as described below:

Findings: Hematoxylin and eosin (H&E) stain (magnification 5x) demonstrates fibroadipose tissue which shows a panniculitis-like
lymphocytic infiltrate (Figure 1A). On higher magnification (40x), intermediate-sized atypical lymphocytes with irregular nuclei
are seen to rim adipocytes (Figure 1B). The lymphoproliferation comprises a CD3-positive T-cell population (Figure 1C). The T-
lymphoproliferation shows a cytotoxic phenotype, with diffuse expression of Granzyme B (Figure 1D). Overall, these findings are

compatible with SPTCL.
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Figure 2: A 30-year-old gentleman with SPTCL involving various sites with the primary disease in the anterior abdominal
omentum. Whole-body positron emission tomography/computed tomography.

FINDINGS: A whole-body positron emission tomography/computed tomography (PET/CT) reveals an ill-defined FDG avid
subcutaneous fat-stranding which is seen posterior to the left sternocleidomastoid muscle (SUVmax 5.2, Figure 2A, white arrow).
This represents disease involvement and likely the site of prior biopsy. FDG avid focal fat stranding is also noted at the
cardiophrenic region (SUVmax 8.9, Figure 2B, white arrow). FDG avid areas of fat stranding in the omentum in the anterior
abdomen (SUVmax 11.9, Figure 2C, white arrow). Whole body PET MIP image provides an overview of these abovementioned
sites of disease involvement (Figure 2D). The FDG avid areas of fat stranding in the anterior abdominal omentum/peritoneum
extends from the left hyponchrondrium to the left lumbar region (Figures 2E, 2F and 2G, white arrows).

TECHNIQUE: PET/CT imaging was performed from the vertex of the skull to the feet at 75 minutes after IV administration of
13.0 mCi of F-18 Fluorodeoxyglucose (FDG). Enhanced CT was performed for the purpose of attenuation correction and
anatomical localization. 130ml of Omnipaque 350 was administered. Slice thickness: 3.75 mm.

N

Figure 3: A 30-year-old gentleman with SPTCL, on a follow-up scan post initial, first round of chemotherapy regime. Contrast-
enhanced computed tomography of the abdomen/pelvis.

FINDINGS: Interval increase of the large area of fat stranding of the anterior omentum bilaterally (Figure 3C, white arrow) and
slightly more on the left (Figure 3B, white arrow) with increasing soft tissue density interspersed with fat, when compared to
Figures 2F and 2G, representing disease progression. Area of focal fat stranding also again seen in the left hypochondrium (Figure
3A).

TECHNIQUE: A total of 80ml of Ultravist 370 was administered. Contrast-enhanced axial images in the soft tissue window, on
portal venous phase.
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Figure 4: A 30-year-old-gentleman with SPTCL having refractory disease on the follow-up scan despite changing to a new, second
round of chemotherapy regime. Contrast-enhanced computed tomography of the abdomen/pelvis.

FINDINGS: The focal nodular fat-stranding in the upper left hypochondrium is more prominent and extensive (Figure 4A, black
arrow) when compared to Figures 2E and 3A. Interval increase in extent of focal nodular fat-stranding along transverse mesocolon,
more extensive and measuring up to 4.7 cm in maximal thickness (Figure 4B, white arrow). Interval increased focal nodular fat-
stranding in the right hypochondrium around hepatic flexure region, measuring up to 2.4 cm in thickness (Figure 4C, white arrows),
when compared to Figure 3C.

TECHNIQUE: A total of 80ml of Omnipaque 350 was administered. Contrast-enhanced axial images in the soft tissue window, on
portal venous phase.

don

Figure 5: A 30-year-old gentleman with SPTCL where the primary disease is seen in the anterior abdominal omentum. Histology
from the open biopsy of the anterior abdomen omentum is as described below:

Findings: H&E stain (magnification 5x) demonstrates panniculitis-like infiltrate of omental fat (Figure 5A). On higher
magnification (20x), atypical lymphocytes are seen rimming adipocytes and in the interstitium (Figure 5B). The lymphomatous
population retains its cytotoxic phenotype with positivity for Granzyme B (Figure 5C) as well as expression of T-cell hemireceptor
(TChR)-beta F1 (Figure 5D). These findings are in keeping with involvement of refractory SPTCL.
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Etiology e Subclassification of skin lymphomas involving subcutaneous tissues; infiltration by neoplastic cytotoxic
T-cells produces panniculitis-like pattern
e Is now restricted to primary cutaneous lymphoma of the T-cell receptor o8 phenotype

Incidence e Less than 1% of all non-Hodgkin’s lymphoma

Gender ratio e Female preponderance of 2:1

Age predilection |e Most common in young adults with median age of 36 years

Risk factors e Unclear, not well-studied but possibly autoimmune

Treatment ¢ No current consensus on the gold standard of treatment but chemotherapy regime such as

cyclophosphamide, hydroxydaunorubicin, Oncovin (vincristine), prednisolone and etoposide have been
used with varying success on typical presentation of subcutaneous panniculitis-like T-cell lymphoma
¢ No known treatment for atypical presentations

Prognosis o Excellent in typical presentations with 5-year survival >80%
e Unknown but likely much worse in atypical presentations

Imaging

Ascites, splenomegaly and fat-stranding in the anterior abdomen on computed tomography
findings e Areas of fat-stranding in the anterior abdominal omentum were avid on Fluorine-18 fluorodeoxyglucose
positron-emission tomography

Table 1: Summary table of subcutaneous panniculitis-like T-cell lymphoma (with atypical presentation in the peritoneum).

Differential diagnoses

Imaging findings

Clinical findings

Subcutaneous
panniculitis-like T-cell
lymphoma presenting
in peritoneum

o Ascites, splenomegaly and nonspecific fat-stranding in the
peritoneum/anterior abdominal omentum on CT

o Areas of fat-stranding on CT correspond to FDG-avidity on
PET

¢ Fever, lymphadenopathy
¢ Diagnosis confirmed on biopsy

Primary peritoneal
serous carcinoma

o Ascites, peritoneal nodules/thickening and omental masses
on CT with contrast enhancement
e Psammomatous calcification sometimes seen in the nodules

o Almost always occurs in women
o Abdominal distension and pain
e Elevated serum Ca-125

Peritoneal malignant
mesothelioma

o Presents as either diffuse involvement with sheet-like
peritoneal thickening or focal intraperitoneal masses on CT

o Ascites and omental caking also may be seen as fine nodular
studding or masses

o Omental masses demonstrate heterogenous enhancement

e Association with asbestos
exposure

e More common in men; median
age 60

Peritoneal
carcinomatosis

o Ascites with loculation may be seen

¢ Findings on CT vary from multifocal discrete nodules to
infiltrative masses

e On CT, irregular thickening, nodularity and contrast
enhancement of peritoneum

o Infiltration of small bowel mesentery gives pleated or stellate
appearance

e MRI can be used for detecting subcentimetre nodules; also
enhances on gadolinium

o Will be FDG-avid on PET

o May initially be asymptomatic
but can later present with
abdominal distension and pain

¢ Would have a known primary
malignancy such as colorectal,
ovarian, uterine, breast or lung

Tuberculous
peritonitis

o Fibrotic type appears as large omental masses with nodular
thickening with mesenteric caking and matting of bowel
loops on CT

o Dry type presents with mesenteric thickening, fibrous
adhesions and caseous nodules. May have omental caking

o Peritoneal thickening with contrast enhancement seen on CT

e Clinical features nonspecific

¢ History of infection or exposure
to tuberculosis may or may not
be present

Sclerosing peritonitis

e Smooth thickening and enhancement of the peritoneum on
CT

o Peritoneal calcification may be seen but severe encapsulation
can occur in the absence of it

o Encapsulating peritoneal sclerosis gives appearance of
“abdominal cocoon”

o CT small bowel changes include mural fibrosis, thickening,
adhesions and luminal narrowing

¢ Chronic fibrotic thickening of
peritoneum encapsulating small
bowel loops can eventually lead
to recurrent small bowel
obstruction

¢ Aetiology unclear but has
association with tuberculosis and
sarcoidosis

o Idiopathic form can affect both
genders

Table 2: Differential diagnosis table for subcutaneous panniculitis-like T-cell lymphoma (with atypical presentation in the

peritoneum).
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ABBREVIATIONS

CHOPE = Cyclophosphamide, Hydroxydaunorubicin, Oncovin
(Vincristine), Prednisolone and Etoposide

CT = Computed tomography

F-18 FDG = Fluorine-18 fluorodeoxyglucose

MR = Magnetic resonance

NHL = Non-Hodgkin's lymphoma

PET = Positron-emission tomography

SPTCL = Subcutaneous panniculitis-like T-cell lymphoma
SUV = Standardised uptake value

TCR = T-cell receptor

WHO = World Health Organisation

KEYWORDS

Subcutaneous panniculitis-like T-cell lymphoma; primary
cutaneous lymphoma; peritoneum; anterior abdominal
omentum; positron-emission tomography/computed
tomography; PET/CT

Online access

This publication is online available at:
www.radiologycases.com/index.php/radiologycases/article/view/4538

Peer discussion

Discuss this manuscript in our protected discussion forum at:
www.radiolopolis.com/forums/JRCR

Interactivity

This publication is available as an interactive article with

scroll, window/level, magnify and more features.
Auvailable online at www.RadiologyCases.com

Published by EduRad

HXE

www.EduRad.org

Radiology Case. 2022 Jun; 16(6):1-11

Chan et al.

11

WO09'SASB)ATO[OIPRY MMM



