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Dear Sir,

A 52‑year‑old male presented to the dermatology department 
on account of itching for 3 years and mild hypoanesthesia 
of the skin for 5 years in the region of the gluteal cleft and 
right thigh anteriorly. Viral screens for HIV I and II, Hepatitis 
B surface Ag, and Hepatitis C virus antibodies were also 
negative. Contrast computed tomography (CT) demonstrated 
tumorous nodular thickening of skin and subcutaneous fat of 
the gluteal cleft [Figure 1a] and anterior right thigh [Figure 1b]. 
On laboratory investigations, her hemoglobin was 7.5 g%, 
total leukocyte count was 8500/mm3, and platelet count 
was 240,000/mm3. Peripheral smear showed no atypical 
cells. There was no involvement of the bone marrow. 
FNAC of the skin lesions revealed features compatible with 
non‑Hodgkin’s lymphoma. Skin biopsy showed diffuse 
lymphoid infiltrate involving the full thickness of epidermis 
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and extending to the subcutaneous dermis, more around the 
perivascular spaces [Figure 2a]. These lymphoid cells were 
atypical and large with convoluted nuclei. Histopathological 
diagnosis of mycosis fungoides‑tumor stage was made. 
Immunohistochemistry showed CD3 [Figure 2b], CD4, and 
leukocyte common antigen positivity. He was diagnosed 
in the early stages, stage 1B (T2 N0 M0 B0) according to 
the modified tumor‑node‑metastasis‑blood classification. 
The patient was placed on topical glucocorticoids and 
commenced on eight courses of IV cyclophosphamide 
750 mg/m2, IV epirubicin 25 mg/m2, and prednisolone tablets 
40 mg/m2 daily for 5 days. Each course was given in 21‑day 
intervals. He completed all courses of chemotherapy and 
did well, evidenced by disappearance of symptoms except 
for the dyspigmentation on the skin which is still resolving.

Mycosis fungoides is a T‑cell lymphoma and an uncommon form 
of extranodal NHL occurring most commonly in elderly men.[1] 
Mycosis fungoides is the most common form of cutaneous T‑cell 
lymphoma (CTCL);[2] presents with chronic eczema; can progress 

Figure 1: (a) Axial contrast-enhanced computed tomography image showing 
tumorous nodular thickening of the skin and subcutaneous fat at the region 
of gluteal cleft (arrow). (b) Axial contrast-enhanced computed tomography 
image showing tumorous nodular thickening of the skin and subcutaneous 
fat of anteromedial right proximal thigh (arrow) extending posteriorly
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Figure 2: (a): Histopathology of the skin biopsy showing epidermotropism with 
a dense band-like dermal infiltrate (H and E, ×200). (b) Immunohistochemistry 
image of the skin biopsy showing positivity for CD3 (×400)
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to widespread visceral involvement; has a high recurrence 
rate with survival depending on the presence of nodal and 
systemic involvement; with low fludeoxyglucose (FDG) uptake. 
T‑cell lymphomas are the most common (65% of cases), and 
B‑cell lymphomas account for the remainder.[3] Histopathology 
remains the reference standard for the diagnosis of skin 
malignancies. CTCL is usually polymorphous clinically, whereas 
cutaneous B‑cell lymphoma is monomorphous. Imaging 
modalities such as CT, magnetic resonance imaging, and 18F‑FDG 
positron emission tomography/CT are commonly used for 
staging, preoperative planning, and posttreatment assessment. 
Imaging findings can narrow down the differential diagnosis 
and elucidate their metastatic pattern.
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