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ABSTRACT

Mycosis fungoides is the most common primary cutaneous T-cell lymphoma with an indolent course. Typical manifestations
include erythematous patches and plaque-type lesions, with about 25% of cases progressing into nodules and tumors. This case
was presented at the Department of Dermatology, Mugda Medical College Hospital, in May 2023. A 60-year-old Bangladeshi
male presented with diffuse infiltrative erythematous plaques and ulcerated pustules on the skin of his upper body for six
months. The initial clinical diagnosis was exfoliative dermatitis, but a skin biopsy confirmed mycosis fungoides through
immunohistochemistry. The patient later developed generalized lymphadenopathy. The immunohistochemistry findings of a
lymph node biopsy revealed nodal involvement of the disease. Systemic chemotherapy was initiated, but he unfortunately
passed away due to neutropenic sepsis. This case highlights the importance of early diagnosis in mycosis fungoides, a disease
that can often be mistaken for inflammatory dermatoses. Early skin biopsy with immunohistochemistry can lead to an early
diagnosis of MF, potentially changing the course and outcome of the disease.
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progression to nodules and tumors. Diagnosing MF can be
challenging in the early stages due to nonspecific
clinicopathological findings and delayed biopsy practices.
It is often misdiagnosed for an extended period as another
skin lesion, such as psoriasis, chronic contact dermatitis, or
other similar conditions. A definitive diagnosis can be

INTRODUCTION

Mycosis fungoides (MF), also known as
granuloma fungoides or Alibert-Bazin syndrome, is the
most common variant of primary cutaneous T-cell
lymphoma [1, 2]. However, it is rare, with a reported
incidence of 1 case per 1,000,000 [2]. It typically affects

individuals aged 45 to 60, but can also be observed in
children and adolescents [1-5]. The male-to-female ratio is
2:1 [3]. The disease usually follows an indolent clinical
course, with early manifestations including dermal
patches and plaque-type lesions that are often scaly and
erythematous,  resembling  benign  dermatologic
conditions. In about 25% of cases, there is gradual

made through histopathology and immunohistochemistry
of skin biopsy [2]. This case report describes a 60-year-old
male with rapid progression to tumor stage IV. Reporting
such cases is crucial in promoting the practice of early skin
biopsy for timely diagnosis and improved prognosis.
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Clinical History

A 60-year-old male from Bandarban, located in the
Chittagong Hill Tracts, was referred to the Department of
Dermatology at Mugda Medical College Hospital, Dhaka,
Bangladesh in May 2023 due to a severe dermatological
condition. The patient was a non-smoker and non-
alcoholic, with no pertinent past medical or medication
history.

MATERIALS AND METHODS

On clinical examination, the patient exhibited
painful, pruritic, diffuse infiltrative erythematous plaques
and ulcerated pustules that had progressed rapidly,
affecting the scalp, face, chest, back, upper extremities, and
abdomen, accompanied by significant facial edema
(Figure 1A&B). Over the past two months, the lesions have
continued to advance and enlarge, raising considerable
concern regarding the underlying etiology and course of
the condition. Initial management included topical
corticosteroids and oral antihistamines, based on a
preliminary diagnosis of eczema; however, this treatment
yielded no improvement. The patient was hospitalized
and underwent skin biopsy from an alopecic plaque of the
occipital region of the scalp for a clinical diagnosis
of exfoliative dermatitis with the differentials of
pemphigus vegetans, mycosis fungoides and pustular
psoriasis. The Department of Pathology at Mugda Medical
College, conducted a comprehensive examination of his
skin biopsy specimen. The microscopy revealed an
epidermotropic infiltrate of atypical lymphocytes having
pleomorphic, irregular nuclei in the superficial to mid-
reticular dermis (Figure 1C). Pautrier's microabscess in
epidermis and folliculotropism in dermis were also

present.  Differential Diagnoses were considered
Exfoliative dermatitis, Pemphigus vegetans, Pustular
psoriasis, and Mycoses fungoides.

Immunohistochemistry conducted at the Department of
Pathology, Bangladesh Medical University, Dhaka

revealed that the atypical lymphocytes were positive for
CD3, CD2, CD5, CD4 and CD8 and negative for CD7
(Figure.1D-F), confirming the diagnosis of mycosis
fungoides. Three days after hospital admission, the patient
was found to have bilateral axillary and cervical
lymphadenopathy. At the same time, his complete blood
count showed neutrophilic leukocytosis, and the
peripheral blood film revealed microcytic hypochromic
anemia with eosinophilia. The largest cervical lymph node
was biopsied. Grossly, the cut surface of the lymph node
was waxy white, and microscopy revealed effacement of
nodal architecture by a diffuse infiltrate of medium to
large atypical lymphocytes with hyper-convoluted nuclei,
irregular nuclear membrane and prominent nucleoli with
brisk mitotic activity (Figure 2 A&B). These atypical
lymphocytes were positive for CD3, CD2, CD5, CD4 and
CD8 (CD4 predominant) and negative for CD7,
supporting nodal involvement by the T-cell lymphoma
(Figure. 2C-F).

Diagnostic Timeline

December 2022: Start symptoms and had treatment for
contact dermatitis

May 2023: Generalized symptoms developed
admitted Mugda Medical College Hospital

Biopsy and Histopathology were done in May, 2023
Immunohistochemistry was done at June 2023
Patient's condition was deteriorated before starting
specific treatment and ultimately died

and

RESULTS

The treatment plan was immunotherapy. During
follow-up, systemic chemotherapy was started, but the
patient died due to neutropenic sepsis within 6 days. The
patient was diagnosed as a case of Mycosis Fungoides,
stage IVA2, based on criteria of the European Organization
of Research and Treatment of Cancer and the International
Society for Cutaneous Lymphoma.
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Figure 1: Clinical, Microscopic and Immunohistochemistry of Lesional Skin Biopsy from Scalp

Figure 1 shows A&B. Erythematous, ulcerated epidermotropic atypical lymphocyte and also diffuse
patches, plaques and nodules on back and lateral side of infiltrate in dermis; D-F. IHC stains showing lymphocytes
scalp. C. Microscopy of skin sections showing  are positive for CD3 and CDS5 but negative for CD7.
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Figure 2: Gross, Microscopic and Immunohistochemistry of Cervical Lymphnode

Figure 2 shows A. Grossly waxy-white cut surface
of lymph node; B. Infiltrate of atypical lymphocytes in
microscopic  sections; C-F. IHC stains showing
lymphocytes are CD3 and CD5 positive but CD7 and CD20
negative.

DISCUSSION

Mycosis Fungoides (MF) typically presents as
generalized erythematous patch-like lesions and is
traditionally classified into three clinical presentations:
patches, plaques, and nodules. Patch and plaque lesions
are mainly located in areas protected from sunlight, such
as the buttocks, medial thighs, back, and breasts, although
any part of the skin can be affected. This condition is often
misdiagnosed as chronic contact dermatitis or psoriasis,
especially in the early stages. The cause of MF remains
unknown, with various factors, including genetic
predispositions, environmental exposures, and infectious
agents, suggested as potential triggers for lymphocyte
activation and transformation [1, 6-12]. Continuous
occupational exposure to specific substances in industries
like glass manufacturing, ceramics, paper processing,
painting, and agriculture may lead to persistent antigenic
stimulation of CD4+ memory T cells, creating a
environment of chronic inflammation that could
eventually result in the development of a malignant T-cell

clone [1, 3, 5, 12]. While some studies have identified
HTLV-1 or HTLV-2 gene sequences in peripheral blood or
biopsies from MF lesions, others have found no significant
link between MF and HTLV-1 [8, 9]. In this specific case,
our patient was a farmer with no known chemical or
occupational exposures, and most notably, no testing for
HTLV-1 or HTLV-2 was performed. The diagnostic
histopathological parameters for mycosis fungoides (MF)
include dense infiltration of atypical lymphocytes with
hyper-convoluted or cerebriform nuclei in the dermis,
epidermotropism, and Pautrier’s microabscesses in the
epidermis.

The typical immunophenotype of atypical
lymphocytes in MF is CD2+, CD3+, CD4+, CD5+, CD8-,
CD45RO+ and TCR GAMMA. CD20 may be positive in a
few exceptional cases. Loss of CD7, a frequent
characteristic in all stages of the disease, is an important
diagnostic marker as well as, CD30+ in all stages,
including  the advanced stage. Our patient's
immunophenotype also showed similar results except for
a negative CD30. No molecular test was conducted in this
case. Similar clinicopathological findings have been
observed in the USA, Nigeria, Africa, Syria, Indonesia and
China [1, 2, 5, 10-12]. The clinical stage, which is a reflects
of the type and extent of skin involvement and extra-
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cutaneous invasion, is a crucial determinant of the
disease's prognosis. Understanding this role is essential
for effective treatment planning [13]. Several factors can
indicate a poor prognosis, including advanced stage,
failure to respond in early treatment, age over 60, and
raised lactate dehydrogenase. In this case, the age of the
patient, delayed diagnosis, and rapid progression of the
disease, including extra cutaneous involvement, were the

parameters associated with a rapidly worsening
prognosis.
CONCLUSION

Diagnosing mycosis fungoides poses significant
challenges and is often delayed due to its phenotypic
similarities with inflammatory dermatoses like eczema,
psoriasis, or lichen planus. These delays can negatively
impact patient outcomes. In suspected cases of mycosis
fungoides, an early skin biopsy followed by
histopathology and immunohistochemistry is essential for
an accurate diagnosis by distinguishing it from other skin
conditions of almost similar presentations.

Ethical Statement

Data was collected after obtaining written
informed consent from patient by maintaining Helsinki
declaration.

Acknowledgement

Professor Mohammad Kamal, Chief
histopathologist, The Laboratory, Dhaka for his cordial
cooperation. This case study won second position on
poster presentation at 1t International Pathcon, 2024 & 7t
Bangladesh Academy of Pathology Convention.

Funding: This article has no funding source.
Conflict of interest: The authors have no conflict of
interest to declare.

REFERENCES

1. Akinbami AA, Osikomaiya BI, John-Olabode SO, Adediran
AA, Osinaike O, Uche EI, Ismail AK, Dosunmu AO,
Odesanya M, Dada A, Okunoye O. Mycosis fungoides: case
report and literature review. Clinical Medicine Insights:
Case Reports. 2014 Jan;7:CCRep-515724.
doi:10.4137/CCRep.S15724

2. Melhem Y, Al-Janabi MH, Mansour M, Suleman H, Al-
Shehabi Z. Rapidly progressive tumor stage mycosis

10.

11,

12.

13.

fungoides: A case report from Syria. Annals of Medicine and
Surgery. 2022 Dec 1,84:104834.
doi: 10.1016/j.amsu.2022.104834

Li W. The 5th Edition of the World Health Organization
Classification of Hematolymphoid Tumors. Exon
Publications. 2022 Oct 16:1-21.

Willemze R, Cerroni L, Kempf W, Berti E, Facchetti F,
Swerdlow SH, Jaffe ES. The 2018 update of the WHO-
EORTC classification for primary cutaneous lymphomas.
Blood, The Journal of the American Society of Hematology.
2019 Apr 18;133(16):1703-14. doi: 10.1182/blood-2018-11-
881268.

Morales-Suarez-Varela MM, Olsen J, Johansen P, Kaerlev L,
Guénel P, Arveux P, Wingren G, Hardell L, Ahrens W, Stang
A, Llopis A. Occupational risk factors for mycosis fungoides:
a European multicenter case-control study. Journal of
occupational and environmental medicine. 2004 Mar
1,46(3):205-11. 10.1097/01.jom.0000116819.01813.8¢c

Burg G, Dummer R, Haeffner A, Kempf W, Kadin M. From
inflammation to neoplasia: mycosis fungoides evolves from
reactive inflammatory conditions (lymphoid infiltrates)
transforming into neoplastic plaques and tumors. Archives
of dermatology. 2001 Jul 1;137(7):949-52. PMID: 11453817
Girardi M, Heald PW, Wilson LD. The pathogenesis of
mycosis fungoides. New England Journal of Medicine. 2004
May 6;350(19):1978-88. DOI: 10.1056/NEJMra032810
Vonderheid EC, Bigler RD, Hou JS. On the possible
relationship between staphylococcal superantigens and
increased VB5- 1 usage in cutaneous T-cell lymphoma.
British Journal of Dermatology. 2005 Apr 1;152(4):825-6. doi:
10.1111/j.1365-2133.2005.06524 ..

Courgnaud V, Duthanh A, Guillot B, Sitbon M, Dereure O.
Absence of HTLV-related sequences in skin lesions and
peripheral blood of cutaneous T-cell lymphomas. Journal of
Investigative Dermatology. 2009;129(10):2520.
DOI: 10.1038/jid.2009.123

Raffa IG, Mendez JE, Ahmed SS, Rizvi SA, Imam SM, Saleh
NA. A clinical case report on Mycosis Fungoides. Novelty in
Clinical Medicine. 2023 Oct 16. DOIL:
10.22034/NCM.2023.418688.1138

Kashabano JJ, Rugengamazi E, Matiku SB, Mruma RM,
Lugina EL. Mycosis fungoides with spongiosis: a case
report. Journal of Medical Case Reports. 2023 Nov
3;17(1):458. DOI: https://doi.org/10.1186/s13256-023-04188-2
XuWB, Zhang YP, Zhou SP, Bai HY. Erythrodermic mycosis
fungoides: A case report. World Journal of Clinical Cases.
2024 Jan 1;12(1):130. doi: 10.12998/wijcc.v12.i1.130

Ariza Goémez SA, Dubeibe Abril PA, Niebles Sincelejo OE,
Reina HSL. Risk of progression of early-stage mycosis
fungoides, 10-year Anais Brasileiros De
Dermatologia, 2024,99(3):407-13.
https://pubmed.ncbi.nlm.nih.gov/38395632/.

experience.

1AR Journal of Medicine and Surgery Research

| 178 |



https://jmsrp.or.ke/index.php/jmsrp/

