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LYMPHOMA: A CASE REPORT
ABSTRACT
ycosis fungoides (MF) is the most common type of primary non-Hodgkin cutaneous T-cell

Mlymphoma and typically presents with a patch or plaque lesion with variable progression to
tumors and extracutaneous involvement. Epidemiological studies have indicated that patients
with MF are at a high risk for the development of secondary lymphomas.
However, although some of these studies have reported an increased risk for NHL, Hodgkin
disease (HD) remains the most common type of secondary lymphoma in patients with MF in
other studies.
In this report, we describe a 76-year-old male patient with MF (stage IA) who was concomitantly diagnosed with mantle cell lymphoma (MCL). Histopathologic and immunophenotypic features as well as cyclin D1 oncogene and chromosomal aberrations were subsequently identified.
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OLGU SUNUMU

M‹KOZ‹S FUNGO‹DES VE MANTLE CELL
LENFOMA B‹RL‹KTEL‹⁄‹: OLGU SUNUMU
ÖZ
ikozis fungoides (MF) en s›k görülen primer T hücreli non-Hodgkin kutanöz lenfoma olup, ti-
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rizedir. Epidemiyolojik çal›ﬂmalar MF tan›s› alan hastalarda sekonder lenfoma geliﬂme riskinin artm›ﬂ oldu¤una dikkat çekmektedir.
Bu çal›ﬂmalardan baz›lar›nda MF’ye eﬂlik eden en s›k görülen sekonder lenfoma tipi Hodgkin
lenfoma (HL) iken, di¤er çal›ﬂmalar özellikle non-Hodgkin lenfoma (NHL) için risk art›ﬂ› oldu¤unu
bildirmektedir. Bu olgu sunumunda Mantle cell lenfoma (MCL) tan›s› alan evre IA MF nedeni ile
takip edilen 74 yaﬂ›ndaki erkek hastan›n histopatolojik, immünfenotipik, cyclin D1 onkogen ve
kromozomal de¤iﬂiklik özellikleri tan›mlanm›ﬂt›r.
Anahtar Sözcükler: Yaﬂl›; Mikozis Fungoides; Mantle Cell Lenfoma.
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INTRODUCTION
ycosis fungoides (MF) is the most common type of primary non-Hodgkin cutaneous T-cell lymphoma and
typically presents with a patch or plaque lesion with variable
progression to tumors and extracutaneous involvement (1).
The association between MF and both non-Hodgkin lymphoma (NHL) and Hodgkin lymphoma has been rarely reported
and studies have indicated that patients with MF are at a high
risk for the development of secondary lymphomas (2-7).
In this report, we describe a patient with MF (stage IA)
who was concomitantly diagnosed with mantle cell lymphoma (MCL). Histopathologic and immunophenotypic features
as well as cyclin D1 oncogene and chromosomal aberrations
were subsequently identified.

M

Figure 2— H&E x 400 lymph node biopsy showed small lymphoid cell
infiltration.

CASE REPORT
74-year-old man with a two-year history of pruritic eruption on the back was referred to our dermatology department. During physical examination, patches and plaques that
were consistent with the symptoms of MF were observed.
Skin biopsy showed classical features of MF with prominent
epidermotropism (Figure 1), and immunohistochemical staining; T cells were predominant and mostly expressed CD2,
CD3, CD 7, and CD5; CD8 and CD4 expression was noted,
although, it was comparatively less predominant. Staining for
CD30 and CD20 showed negative results.

Hematological studies showed a hemoglobin level of 10.4
g/dL [normal range (NR): 13.2–17.2 g/dL], a platelet count
of 60 x 103 cells/μL (NR: 150–450 x 103 cells/μL), and a white blood cell (WBC) count of 2.55 x 103 cells/μl (NR:
4.8–10.8 x 103 cells/μL).
Bilateral axillary, inguinal, submandibular, and cervical
lymphadenopathy as well as splenomegaly were detected on
ultrasound examination. Computed tomography scanning of
the thorax and abdomen revealed paratracheal, aortopulmonary, paraesophageal, mesenteric, and retroperitoneal
lymphadenopathy and splenomegaly. The lymph node biopsy
showed small lymphoid cell infiltration (Figure 2), which
stained heterogenously with CD79a, CD20 (Figure 3), CD43,
CD5, Bcl2, CD3, CD4, CD8, and CD23. Cyclin D1 staining
was negative (Figure 4).

Figure 1— H&E x 100 skin biopsy epidermotropic lymphocytes.

Figure 3— x200 lymph node biosy, CD20 positivity.
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Figure 4— x100 lymph node biopsy cyclin D1 negativity.

Lymphoid cell infiltration of up to 90% was seen on bone
marrow aspiration. Flow cytometric analysis revealed CD5,
CD19, CD22, CD23±, CD20, CD79b, FMC7, CD25, CD43,
and lambda positivity. On Fluorescence in situ hybridization
analysis of MCL cells, which was performed for differential diagnostic purposes, extra copies of the t(11;14) translocated
chromosomes were detected. On the basis of these results, the
patient was diagnosed with concomitant MCL and MF. The
hematology department planned chemotherapy for the patient as he was not suited for autologous stem cell transplantation. In January 2013, he received six cycles of the rituximab–cyclophosphamide-vincristine-prednisolone combination therapy. However, because he did not positively respond to
this regimen, chemotherapy was resumed in October 2013,
which was discontinued after the third cycle upon his request.
The patient is presently being followed up.

There are several hypotheses for the coexistence of two different lineages of lymphomas in the same patient other than
the possibility of the coincidental development of two different types of lymphomas. One of the overemphasized explanations is that immunodeficiency due to the primary neoplasm
or treatment regimens for the primary neoplasm can facilitate development of secondary malignancies (8). Gniadecki (9)
hypothesized a common neoplastic stem cell origin or genetic
predisposing event for the development of different cell lineages. In addition, exposure to common viruses and carcinogens
that affect B- and T-cell precursors have been suggested (8).
Apart from all these possible explanations, several epidemiological studies have supported the increased risk of secondary
neoplasms in lymphoma patients. MCL, a type of NHL that
is characterized by small-to-medium-sized lymphocytes, has
an aggressive clinical course and occurs because of the overexpression of a cyclin D1 (bcl-1) proto-oncogene, which is generally associated with the t(11;14) chromosomal translocation
(10). Nevertheless, cyclin D1 staining can be negative in rare
instances, as demonstrated in our case. The importance of normal immune system functions in the MF course is well
known. Immunosuppression after the initiation of chemotherapy for second lymphoma can induce aggressive progression
of early-stage MF. We have thus been closely following up
our patient, who refused to complete his chemotherapy, at frequent intervals.

REFERENCES
1.

2.

DISCUSSION
he coexistence of both MF and B-cell malignancies in the

Tsame patient is extremely rare. Previous epidemiological
studies that investigated the association between MF and secondary malignancies have consistently reported an increased
risk for secondary lymphoid neoplasms (2, 5-8). However, although some of these studies have reported an increased risk
for NHL (5, 8), Hodgkin disease (HD) remains the most common type of secondary lymphoma in patients with MF in other studies (2, 6). In one of these studies, no case of HD was
found. The authors explained that this may be due to the lesser prevalence of HD in their population, approximately four
times less than that of NHL (8).

52

3.

4.

5.

6.

Wood GS, Greenberg HL. Diagnosis, staging, and monitoring
of cutaneous T-cell lymphoma. Dermatol Ther 2003;16(4):26975. (PMID:14686968).
Huang KP, Weinstock MA, Clarke CA, McMillan A, Hoppe
RT, Kim YH. Second lymphomas and other malignant neoplasms in patients with mycosis fungoides and Sezary syndrome:
evidence from population-based and clinical cohorts. Arch Dermatol 2007;143(1):45-50. (PMID:17224541).
Smoller BR. Risk of secondary cutaneous malignancies in patients with long-standing mycosis fungoides. J Am Acad Dermatol 1994;31(2 Pt 1):295. (PMID:8040424).
Vakeva L, Pukkala E, Ranki A. Increased risk of secondary cancers in patients with primary cutaneous T cell lymphoma. J Invest Dermatol 2000;115(1):62-5. (PMID:10886509).
Kantor AF, Curtis RE, Vonderheid EC, van Scott EJ, Fraumeni JF Jr. Risk of second malignancy after cutaneous T-cell
lymphoma. Cancer 1989;63(8):1612-5. (PMID:2924268).
Hodak E, Lessin S, Friedland R, et al. New insights into associated co-morbidities in patients with cutaneous T-cell
lymphoma (mycosis fungoides). Acta Derm Venereol
2013;93(4):451-5. (PMID:23303582).

MYCOSIS FUNGOIDES AND MANTLE CELL LYMPHOMA: A CASE REPORT

7.

8.

9.

Brownell I, Etzel CJ, Yang DJ, Taylor SH, Duvic M. Increased
malignancy risk in the cutaneous T-cell lymphoma patient population. Clin Lymphoma Myeloma 2008;8(2):100-5.
(PMID:18501103).
Barzilai A, Trau H, David M, et al. Mycosis fungoides associated with B-cell malignancies. Br J Dermatol 2006;155(2):37986. (PMID:16882178).
Gniadecki R. Neoplastic stem cells in cutaneous lymphomas:
evidence and clinical implications. Arch Dermatol
2004;140(9):1156-60. (PMID:15381560).

10. Swerdlow SH, Berger F, Isaacson PI, et al. Mantle cell lymphoma. In: Jaffe ES, Harris NL, Stein H, Vardiman JW, eds. Pathology and Genetics of Tumours of Haematopoietic and
Lymphoid Tissues (WHO classification). Lyon: IARC Press,
2001, pp 168–70.

53

