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IMAGES IN ID—WHAT'S THE DIAGNOSIS?
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A 74-year-old HIV-seronegative woman from the Dominican
Republic presented for an evaluation of a 6-month history of several masses and lesions. These masses were present on the scalp,
posterior to the right lobule, distal to the left lobule, and bilateral
axillary regions and have been rapidly enlarging. The skin masses
were presumably thought to be abscesses after incision and drainage on one of the lesions on the left lobule, which noted turbid
fluid 4 months before presentation; however, cultures were consistent with skin contamination. Since then, she has had received
multiple courses of oral antibiotics including doxycycline
and trimethoprim-sulfamethoxazole without resolution of
her condition.

Upon evaluation and extensive history, it was noted that the
patient moved to the United States 20 years ago and she has been
taking annual trips to her native country. There was no exposure to
any animals, and she has no pets of her own, and no ingestion of
undercooked meats and unpasteurized dairy products. She has no
unusual hobbies; she is a lifelong nonsmoker and does not drink
alcohol. The masses were not painful and without drainage; only
pruritis was noted. With the mass on the scalp, headaches were appreciated without visual and neurologic disturbances. No oropharyngeal issues were noted, and she was without cardiopulmonary
and abdominal disturbances. She has been without fevers and systemic disturbances such as drenching night sweats, fatigue, loss of
appetite, and abnormal weight loss. On examination, there was a
large erythematous mass on the scalp, a large mass distal to the left
lobule (Fig. 1), and smaller masses posterior to the right lobule
and bilateral axillary regions. None of the lesions were tender to
touch, and they were without drainage. The rest of physical examination was unremarkable.
Two sets of blood cultures were negative for growth, as were
the mycobacterial blood culture and fungal blood cultures. Interferonγ release assay with QuantiFERON-TB test was negative. A referral
was made for biopsy, and multiple punch biopsies of all lesions
occurred.

WHAT IS YOUR DIAGNOSIS?
Histopathology was consistent with T-cell lymphoma (Fig. 2).
Given that she was a native of Dominican Republic, human T-cell
leukemia virus (HTLV) testing was performed. The enzymelinked immunosorbent assay was repeatedly reactive, and reflex
to Western blot confirmed HTLV-1 antibodies. The diagnosis is
HTLV-I–associated adult T-cell leukemia-lymphoma (ATL). She

FIGURE 1. Photograph showing a large mass distal to the left
lobule.
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FIGURE 2. Skin biopsy showing malignant T cells displaying
epidermotropism including Pautrier microabscesses (black
arrows; hematoxylin and eosin, 400 magnification).
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with or without immunotherapy.10–12 The overall survival time
for patients with lymphoma subtype of ATL is poor. Current
guidelines from 2009 have not incorporated HTLV-1 proviral load
to measure treatment response of ATL.13 However, there are
data that suggest utility of HTLV-1 proviral load to monitor
HTLV-1 infections.14
Adult T-cell leukemia-lymphoma is a distinct, peripheral
T-cell malignancy different from cutaneous T-cell lymphoma
such as mycosis fungoides and Sezary syndrome. A distinguishing feature of ATL is presence of HTLV-I infection, and diagnosis
can be obtained by checking for anti–HTLV-I antibody. Enzymelinked immunosorbent assay test is a commonly used screening
test that would then follow by Western blot as the confirmatory
testing. HTLV-I testing should be considered in the evaluation of
patients with T-cell lymphoma coming from endemic areas.
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