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Micose fungoide: relato de caso tratado com radioterapia *

Mycosis fungoides: case report treated with radiotherapy
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Abstract: Mycosis fungoides is a rare type of non-Hodgkin's lymphoma of T cells that primarily affects
the skin. It is characterized by the presence of erythematous plaques that evolve into ulcerated lesions,
tumors throughout the skin or even bone marrow infiltration in advanced stages. Chemotherapy and
topical steroids, phototherapy and radiotherapy are treatment options for early cases. This study reports
the case of patient with multiple tumor lesions in the skin already biopsied with diagnosis of mycosis
fungoides. The patient was refractory to both treatments with topical chemotherapy and phototherapy.
It was then indicated total skin irradiation with electrons.
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Resumo: Micose fungoide é um tipo de linfoma não Hodgkin de células T raro que acomete primaria-
mente a pele. Caracteriza-se pela presença de placas eritematosas que evoluem para lesões ulceradas,
tumores em toda a pele ou ainda infiltração de medula óssea em estágios avançados. Como opção de
tratamento para os casos iniciais, tem-se quimioterapia e corticoterapia tópica, fototerapia e radiotera-
pia. Este estudo relata o caso de um doente com múltiplas lesões tumorais na pele já biopsiadas com
diagnóstico de micose fungoide. O paciente foi refratário ao tratamento com quimioterapia tópica e
fototerapia, sendo então indicada irradiação total da pele com elétrons. 
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CASE REPORT

INTRODUCTION
Mycosis fungoides (MF) is the most common

type of cutaneous lymphoma of T- cells included in
the classification of non Hodgkin limphoma1.
Histologically, MF is characterized by the presence of
Sézary-Lutzner cells (T helper cells), which form clus-
ters in the superficial dermis and invade the epider-
mis in small cell groups. 

2

Diagnosis shows that there
is predominance in patients who are between 55-60
years of age being more common in male patients
(1,6-2 men: 1 women) and with rare incidence in
childhood and young adults 3. Initially, lesions have a
generic feature, similar to inflammatory dermatoses

affecting the skin in areas not exposed to the sun such
as pelvic girdle, buttocks, lower trunk, groin, axillae
and breasts.4 With the development of the disease
lesions become infiltrated, as elevated erythematous
plaques or reddish-brown, with well defined borders
and eccentric contours. Etiological evidence were not
yet proven but infectious agents, occupational expo-
sure and genetic mutations have been evaluated as
possible carcinogens5. The gold standard for the diag-
nosis of MF is histopathology that can be comple-
mented by clinical, molecular and immunopathologic
presentation. For staging it is taken into account the
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evolution of the disease in the skin (T), the lymph
node status (N), visceral (M) and blood involvements
(B)?. Options for treatment in early stage are topical
chemotherapy (Nitrogen mustard or carmustine),
topical corticosteroids, phototherapy or radiotherapy
(x-ray or electrons) localized or on the whole body
surface. In later stages, it can be tried total skin irradi-
ation as a form of curative or palliative treatment.6

Prognosis for MF is related to the staging, mainly con-
cerning the extension and skin involvement type and
the presence or absence of extra cutaneous disease. 

CASE REPORT 
Male patient, aged 56, Caucasian, married. He

had been diagnosed with MF since 2002, was referred
to the Radiotherapy Department of the Oncology
Center at the Sirio-Libanês Hospital on 15/07/2009 by
having disease refractory to prior instituted therapies
with phototherapy, Nitrogen mustard and topical cor-
ticosteroids. He complained of multiple cutaneous
lesions and moderate to intense itching. Clinical
examination showed maculopapular and tumor
lesions distributed all over the body surface without
palpable lymphadenopathy. There was a single ulcer-
atedd lesion on the buttock with approximately 4 cm
in diameter (Figure 1). Biopsy of skin lesion in the
right arm was performed and it demonstrated that it
was neoplasm of T cells of difficult classification, con-
sistent with peripheral T- cell lymphoma without
other specification. The tumor was composed pre-
dominantly of big cells, with moderate component of
eosinophils and other cell types. Neoplasia widely
infiltrated the dermis, skin appendages and vascular
structures. Himuno-histochemical study showed pos-

itivity for CD45 and CD43. CT (computed tomogra-
phy) of the thorax and abdomen did not show evi-
dence of visceral involvement. Blood test showed
absence of atypical cells in the circulation. (staging
IIB).

Radiotherapy with electrons of all skin was the
proposed treatment. It was used technique with dis-
tance focus-skin of 100 to 140 cm recquiring person-
al dosimetry and calculation of specific dose-monitor
for each situation. It was used energy of 6 MeV with
16 fields of previous treatment and 16 fields of subse-
quent treatment. The total dose was 30Gy all over the
body surface with boost of 6 Gy in regions with gross
tumor. The patient was treated for 4 days per week (2
applications in the anterior region and 2 in the poste-
rior region) with daily dose/fraction of 200cGy contin-
uously Eyes and lips were protected with lead plates
since the beginning of radiotherapy. At the end tof the
treatment the patient presented erythema, skin peel-
ing without ulceration, xeroderma and alopecia .

After 2 months of evolution (Figure 2), there
was complete response and the patient has no clinical
evidence of recurrence. The ulcerated lesion on the
buttock showed clear involution and presented itself
in a healing stage. 

DISCUSSION
Despite being the most common type of cuta-

neous lymphoma of T cells, MF is a rare disease, with
incidence of 0,5 cases per 100.000 people per year. 7

Furks et al8 showed that the average lengh of time
between the appearance of the lesion and the patho-
logical diagnosis of MF is 8 to 10 years. 

For a long time the only options for treatment

FIGURE 1: A: Maculopapular lesion on the left wrist; B:
Maculopapular lesion on the posterior chest area C:
Ulcerated lesion on buttock; D: Tumor lesions on the right
arm



An Bras Dermatol. 2011;86(3):561-4.

Mycosis fungoides: case report treated with radiotherapy 563

of MF were steroids, phototherapy and topical
chemotherapy (carmustine and Nitrogen mustarde),
which showed satisfactory results when used to treat
the disease in early stage. However, monotherapy or
the association of such therapies are, many times,
insufficient to control the disease and it is observed
high levels of recurrence. 9,10

Radiotherapy with electrons of all skin is nor-
mally used in patients with history of quick progres-
sion of the disease or when there is interruption of
treatment after initial topical approach. Complete
response rates after 3 months of treatment vary from
80 to 97%11. Adjuvancy with phototherapy or topical
chemotherapy can be used to consolidate the treat-
ment. 12.

The most common side effects after treatment
are erythema, skin peeling, cutaneous ulceration,
alopecia, nail fall and xeroderma that are normally
well tolerated by patients. Chronically, it is possible
the appearance of telangiectasia and nail dystrophy. It
has also being reported the appearance of a second
squamous proliferative skin cancer 13,14, as well as in

any other situation in which it has been used ionizing
radiation

The most important prognostic factor for MF is
the staging in which it is evaluated the evolution of the
disease in the skin (T), the lymph node status (N), vis-
ceral (M) and blood involvements (B). The presence
of extra cutaneous disease is rare and occurs prefer-
ably in the lungs, oral cavity and nervous central sys-
tem.15. Sézary cells are atypical, mononuclear, with
cerebriform nuclei. Their presence in more than 5% in
the peripheral circulation is used as criteria for the
diagnosis of Sérazy syndrome being a leukemic variant
of the disease that, in general, presents itself from the
beginning with erythroderma and evolves with diffuse
alopecia, palmo plantar hyperkeratosis and diffuse
lymph node involvement. 16.

The majority of patients with tumor involve-
ment or erytroderma die from causes related to MF
disease such as reccurent infections, sepsis secondary
to cutaneous disease and organ failure due to visceral
involvement. �

FIGURE 2: Appearance of lesions after 2months of
treatment : A: Left wrist; B: Posterior chest; C:
Buttock ; D: Right arm 
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