
Pan Arab Journal of Oncology  |  vol 7; issue 3  |  September 2014                      www.amaac.org6

Mycosis fungoides in association with Acral lentiginous melanoma a new case
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Abstract

We report the case of a 75 years old North African patient, who present mycosis 
fungoides associated with acral lentiginous melanoma. Relatively few cases 
of malignant melanoma in cutaneous T-cell lymphoma patients have been 
reported,the reason of this association is unclear.

Background

An increased incidence of non melanoma skin cancer has been previously 
reported in cutaneous T-cell lymphoma (CTCL). However, relatively few cases 
of malignant melanoma in CTCL patients have been reported. The association of 
mycosis fungoides (MF) and acral lentiginous melanoma is rare(1). 
MF is an indolent cutaneous T lymphoma, it accounts for 2% of all lymphomas 
(2). The acral lentiginous melanoma is the 4th most common histological type 
of melanoma. It is known for its poor prognosis(3). The mechanism of this 
association is unclear.

Case report

We report the case of a 75 years old patient, who presented 2 years ago a 
generalized pruritus. The evolution was marked by the apparition of erythematous 
lesions extending progressively from the lower limbs to the trunk. 

The patient had a leonine facies. The physical examination found a dry 
erythroderma with diffuse infiltration of the skin and a palmoplantar keratoderma. 
Moreover, the patient had a black tumor of lateral right foot. It was well-limited, 
rounded, firm and covered with a crust. It measured 1,5 cmx 1cm. The examination 
of lymph nodes areas found bilateral axillary and inguinal lymphadenopathy. 
The skin biopsy reveleated a dense dermal infiltration by atypical lymphocytes, 
with sparing of the epidermis (figure 1). At immunohistochemical study, tumor 
cells expressed CD3 (figure2) The diagnosis of mucosis fungoide was made. 
The biopsy of the foot tumor showing marked acanthosis, elongation of the rete 
ridges, broadened horny layer, and large, atypical melanocytes with large, often 

bizarre nuclei and nucleoli, and cytoplasm filled with melanin granules (figure 
3,4). The diagnosis of Acral-lentiginous melanoma was made. 

The blood count formula was negative for sezary cells. The melanoma was 
treated by a wide excision to over 2 cm tumor. The patient received for its MF 
systemic treatment consisting in combination chemotherapy: cyclophosphamide, 
doxorubicin, vincristine and prednisone. The response assessment after 4 cycles 
showed a clinical benefit and partial radiological response. The same regimen 
was continued.

Discussion

MF is an extranodal, indolent non-Hodgkin lymphoma of T cell origin. It 
accounts of 2% of all lymphomas. It primarily develops in the skin, but can 
ultimately involve the lymph nodes, blood, and visceral organs. It was first 
described in the literature in 1806 (2). The skin lesions include localized or 
diffuse plaques, tumors, and erythroderma. It is characterized by malignant 
proliferation of CD4 and CD45.

Acral lentiginous melanoma is the 4th most common histological types of 
melanoma. It can occur on the palms, soles, toes, or beneath the nail plate. The 
lesion is characterized clinically by a flat brown to black lesion with irregular 
borders. Variations in the colour are possible. Papules or nodules are often 
present (3).

The increased risk of associated malignancies, including non-melanoma skin 
cancers, with cutaneous T-cell lymphoma (CTCL) patients has been well 
documented (4). However, relatively few studies of malignant melanoma in 
CTCL patients have been reported.To our knowledge only 18 cases of patients 
with both MF and melanoma have been reported(5,6,7). The physiopathology of 
this association is not known.

To explain this association, it was suggested that malignancy is related to 
carcinogenic or immunosuppressive effects of MF therapies including electron beam 
irradiation, topical nitrogen mustard and psoral en plus ultraviolet A (PUVA)(4,8). 
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Melanoma has been reported in several MF patients treated with PUVA 
therapy(5,6).Stern et al (9) found a 5-fold increase in the incidence of melanoma 
in psoriasis patients treated with high levels of PUVA when followed up at least 
15 years from the time of the first exposure. PUVA does have a proliferative 
effect on melanocytes as well as immunosuppressive effects (10).

Several cases of malignant melanoma associated with nitrogen mustard therapy 
for MF have already been reported (6,11).

Our case is particularly interesting since the patient did not receive a PUVA or 
total skin electron beam therapy. Heald and al (12) suggested that malignancy 
is related to immunosuppression: MF patients have deficient circulating CD4+ 
T cells and decreased synthesis of interferon-gamma by Th2 T-cell subsets 
resulting in decreased antitumor cytotoxic T-lymphocyte activity (13). 
A Genetic alteration in the p16 tumor suppressor protein was also suggested as 
a possible explanation (14).
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Figures 

Figure1: Mycosis fungoides: Dense dermal infiltration by atypical 
lymphocytes, with sparing of the epidermis. (HEx40). 

Figure2: Mycosis fungoides: High power view demonstrating positive 
immunostaining for CD3 (Gx40)

v

Figure 3: Acral-lentiginous melanoma showing marked acanthosis, elongation 
of the rete ridges, broadened horny layer. (HEx10).

Figure 4:High power view: Atypical melanocytes with large, often bizarre 
nuclei and nucleoli, and cytoplasm filled with melanin granules. (HEx40). 
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