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Abstract: Hypopigmented mycosis fungoides is a rare variant of the cutaneous T-cell lympho-
ma, in which hypopigmented lesions are seen without the classical lesions. Only three cases
are found in the Latin-American literature. We report the case of a 29-year-old black male
patient, who first presented with these lesions 20 years ago. The treatment is similar to the
classical forms of the disease: psoralen plus ultraviolet A (PUVA) and topical nitrogen mustard
are most often used.
Keywords: Phototherapy; Hypopigmentation; Mycosis fungoides.

Resumo: A micose fungóide hipopigmentar é uma forma rara de linfoma cutâneo de célu-
las T, em que lesões hipopigmentadas ocorrem na ausência de lesões clássicas dessa neopla-
sia. Na literatura latino-americana existem apenas três casos; relata-se aqui o caso de um
homem negro, de 29 anos com lesões há 20 anos O tratamento é semelhante ao de outros
tipos de linfomas T cutâneos, sendo o psoraleno mais ultravioleta A (Puva) e a mostarda
nitrogenada tópica os mais relatados.
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Mycosis fungoides (MF) is defined as a neo-
plasm of the T-helper lymphocyte subset1-3 primarily
affecting the skin. It remains without extracutaneous
manifestations for several years.

The typical form of this disease's presentation
consists of three patterns: a premycotic stage with
non-specific erythematous and scaling lesions, which
recalls psoriasis and parapsoriasis. The second stage
is characterized by the infiltration of pre-existing ery-
thematous-squamous plaques, emergence of new
infiltrated plaques and nodules. A third stage is iden-
tified by the appearance of tumors of various sizes

with an erythematous light-brown color, although ini-
tial tumor forms are rare.

In the pure hypopigmentary variant there do
not occur any classic mycosis fungoides lesions.1

A 29 year-old male patient presented with
extensive hypochromic spots since nine year of age.
The spots were slightly scaling in the bilateral gluteal
region. In the region close to the thighs, they were
not pruriginous. Similar lesions on the right arm
improved after being exposed to the sun. 

The dermatological examination showed
hypochromic spots on the buttocks and in the region



lesions merely described as a hypochromic variant.7

Ardigó et al. demonstrated in their study that,
of the seven patients assessed with HMF, five present-
ed with CD4 lymphocyte infiltrate. In addition, they
reported previously described cases in which the pre-
dominant phenotype was also CD4, contradicting
some authors who have described a CD8 infiltrate as
typical in these cases.7

Histologically, atrophy is absent. Moderate-to-
severe exocytosis, tending toward weak epidermotro-
pism, is a rare characteristic in premature MF.3

The clinical response in various studies has
proved to be faster than in classical MF, irrespective of
the therapy utilized. Recurrences have been frequent
after periods of one to three years without mainte-
nance therapy, but respond after reinitiating therapy.5

In the literature, various therapeutic options
are described, such as ultraviolet radiation as a
monotherapy, occlusive corticoid, electron bath, bis-
chloronitrosourea (BCNU). But the most described
and best assessed modalities were phototherapy with
UVA and UVB, and topical nitrogen mustard. 

Immunohistochemical findings manifested a
higher frequency of CD8 cells in juvenile onset myco-
sis fungoides and in dark-skinned patients. In older
light-skinned patients, CD4 lymphocyte infiltrates are
frequent.1,8

In 1999, Berti, while studying primary cuta-
neous lymphocytes with an aggressive behavior, iden-
tified CD8 as a bad prognosis factor due to dissemi-
nation to the central nervous system, lungs, testicles
and oral mucosa.9

The T CD8 cell finding has been a controversial
factor in relation to the prognosis, because in page-
toid reticulosis and lymphomatoid papulosis, known

close to the thighs, with fine pityriasiform scaling.
(Figure 1).

The histopathologic examination revealed the
presence of acanthosis and atypical lymphocitary infil-
trate in the upper reticular dermis and papillary der-
mis. Lymphocytes were seen to invade the epidermis,
especially at the base where small groups (Pautier's
microabscesses) would sometimes form.

Immunohistochemistry demonstrated that the
epidermotropic lymphocytes were marked with CD
45 (Figure 2) and CD 8.

The therapy instituted was PUVA owing to sev-
eral factors. It is one of the most described therapies
in the literature,1-5 and is easy to access at the service.
In addition, PUVA was favored by the fact that the
patient referred to a previous arm lesion, identical to
the case on the buttocks, which improved after being
exposed to the sun.

Hypopigmentary MF (HMF) was first described
by Ryan in 1973, followed by Smith in 1978. In 1982,
Breathnach in a pioneering move suggested that MF
belongs to the differential diagnosis for hypochromic
macules.6

The hypochromic variant has shown its own
specific epidemiological characteristics in relation to
the classical form. In addition to being rarer in white
patients in relation to age, this variant is clear at the
onset in young patients, and shows no male/female
preference. In most cases, there was a quick response
to treatment.

There exist few articles in the literature on this
variant. Most articles are case reports or revisions
thereof. This makes an adequate epidemiological
analysis difficult. There also exist several patient
reports concomitantly showing typical erythematous
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FIGURE 1: Hypochromic spots on the buttocks. FIGURE 2: Immunohistochemistry showing epidermotropism of the
CD 45 marked lymphocytes (100x).



with a high phototype  (Fitzpatrick) to eliminate the
diagnosis of HMF prior to attributing hypopigmenta-
tion to the most common diseases, like vitiligo, pityr-
iasis alba, indeterminate hanseniasis, atopic dermati-
tis, among others. In addition, the use of
immunophenotyping may complement the diagnosis,
and show cell monoclonality.                                    �

for being the best prognosis, the immunohistochemi-
cal findings are similar to aggressive lymphomas. 

In Brazil, there has only been one case of this
variant reported in a Brazilian clinical medicine jour-
nal.10

It is worth emphasizing the histologic impor-
tance of the hypochromic lesions in young patients
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