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Erken MF Tanisi

(Klinik Kriterler)

* Topikal steroid tedavisine direncli ya da tedavi
kesildiginde tekrarlayan inatg¢i lezyon vardir.




Erken MF Tanisi

(Klinik Kriterler)

e Lezyonlar 5 cm den buyik, eritemli skuamli
atopik dermatit ve psoriazis benzeri yama ve
plak lezyonlardir. Genellikle birden fazla

sayidadir.



Erken MF Tanisi

(Klinik Kriterler)

* Poikiloderma (Noktali pigmentasyon,
telenjektazi, epidermal atrofi) MF taklitcisi
lezyonlarda bulunmaz.




Erken MF Tanisi

(Klinik Kriterler)

 Lenfadenopati
— Gec¢ donemde ortaya cikar.
— Deri dist yayitlimin ilk isaretidir.

— Yaygin deri tutulumu bolgelerini drene eden lenf nodlari
oncelikle genisler.




Erken MF Tanisi

(Klinik Kriterler)

e Visseral organ tutulumu
— akciger, dalak, karaciger gastrointestinal sistem




Erken MF Tanisi

(Klinik Kriterler)

e Oncll lezyonlar

— MF direk timor evresi ile baslamaz, oncil lezyonlar vardir.
Tuamor evresinde genellikle yama, plak, nodul ve Ulser bir
arada gorualur.




MF Patolojik Tani

e Mikozis fungoides histolojik olarak klicuk -orta
blyuklukte serebriform ntkleuslu lenfositlerin Gst
dermis ve epidermise infiltrasyonu (epidermotropizm)

ve intraepidermal yuvalanmalar (Pautrier
mikroapseleri) ile karakterizedir.

\ 1 F A o, N at o
1 CAOUCauoOil |

ANNUAL CLINICAL UPDATES IN HEMATOLOGICAL MALIGNANCIES:
A CONTINUING MEDICAL EDUCATION SERIES

Cutaneous T-cell lymphoma: 2011 update on diagnosis,
risk-stratification, and management

Ryan A. Wilcox™



Table 3. Algorithm for the diagnosis of early MF'®

Major Minor
Criteria (2 points) (1 point)
Clinical
Parsistent and’or progressive patches and Any 2 Any 1
plaques plus
{1} Non—sun-exposed location
(2) Sizefshapa varation
{3) Poikiloderma
ologic
Superficial lymphoid infiltrate plus Both Either
(1) Epidermotropism without spongiosis
2) Lymphoid atypia®
Molecularbiologic: gene reamangameant MNAT Presant
Immunopathologic
(1) CD2,3,5 less than 50% of T cells MNat Any 1

(2) CD7 lass than 10%: of T cells
(3) Epidermal discordance from expression of
CD2.3,5 or CO7 on demal T calls

— indicates not applicable.

*Lymphoid atypia is defined as cells with enlarged hyperchromatic nuclei and

irragular or carabriform nuclaar contours.
Mot applicable since it cannot fulfill any major critena.




One Cikan Histomorfolojik
Parametreler

Pautrier mikroapsesi,

. . Smaller BR, Bishap K, Glusac E, el al. Reassessmant of histologic parame-
Etrafinda halo iceren lenfositler, i e degnoss of mycosis fungoides. Am J Surg Pethal 1995191423

1430,
Ekzostoz,

Uygunsuz epidermotropizm,

Dermal lenfositlere oranla daha
blyuk epidermal lenfositler,

SEFEbrIfO rm n u kleer ko ntu r Santucci M, Biggen A, Faller AC, at al. Eficacy of histologic criteria for diag

nosing eary mycosis fungoides: An BORTC cutaneous ymphoma study
group imestgation. Buropean Omganization for Research and Treatmant of

iceren intraepidermal lenfositler,  Zie: an. surg pano 200-2640.50.

Bazalde siralanma gosteren
lenfositler

“Orta -buyuk lenfositler”in
epidermotropizmi







Mycosis fungoides Spongiotic dermatitis






e Bu bulgular spesifik veya sensitif degildir.

e Pautrier mikroapsesi MF olgularinda dahi
%37,5 bulunurken, non MF olgularinda
%2.1‘inde de bulunabilmektedir.

 Bu sebeplerle biopsi raporlari genellikle “MF
ile uyumlu” olarak ¢cikmakta bu da klinisyende
suphe ve hosnutsuzluk yaratmaktadir.



MF Tanisinda lleri Teknikler

* MF olgularinin hemen tamaminda klonal CD4+
hicre proliferasyonu vardir. PCR ile TCR gen
rearrangement bakilarak bu proliferasyon % 52-

90 olguda saptanabilir.



MF Tanisinda lleri Teknikler

* Bu lezyonlardaki tiim hucreler timoral
degildir, bircogu reaktif niteliktedir.

e CD4veCD 8 den

olusan heterojen T-htcre

infiltrasyonu vardir.

e Erken (yama) donemi lezyonlarda lazer
mikrodiseksiyon ile epidermisde monoklonal

T hicre varhgl tes

e Dermisdeki hiicre
T hucrelerinden o

nit edilmektedir.
erin bircogu ise poliklonal

usmaktadir.




MF Tanisinda lleri Teknikler

e Bazi inflamatuar hastaliklarda da
monoklonal tretim olusabilir (6rn PLEVA)




MF Tanisinda lleri Teknikler

 MF icin tanisal histopatolojik kriterler
icermeyen ancak PCR’da klonal T hicre
toplulugu bulunan lezyonlar “klonal dermatit-
abortif /latent lenfoma ” kavraminin
olusmasina yol acmistir.

 Bu lezyonlar uzun sureli takiplerde sadece
histomorfolojik kriterler ile taninan buyuk plak
parapsoOriazis olgularina gore 4 kez daha fazla
MF e donusmuslerdir.

Fung MA, Murphy MJ, Hoss DM, Grant-Kels JM. Practical evaluation and management of cutaneous lymphoma. J Am Acad
Dermatol 2002; 46:325-57.




 MF histopatolojik tanisi icin tam gelismis
plaktan yeni cikan lezyonlara dek cok sayida
biopsi almak gereklidir.

e Biopsiden 2-4 hafta 6nce tim topikal ve
sistemik tedaviler kesilmelidir, aksi takdirde
tani koydurucu kriterlerde silinmeye neden
olunabilir.
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Tanidan Sonra Neler Oluyor?




Tanidan Sonra Neler Oluyor?

Erken lezyon Gecg lezyon

Takip

Eski lezyonda tedavi etkinligi Yeni lezyonlar da MF lezyonu mu?




Ik tani gercekten MF miydi?

Erken lezyon - Geglezyon

Eski lezyonda tedavi etkinligi Yeni lezyonlar da MF lezyonu mu?
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TNMB EVRELEMESI 1979
Mycosis Fungoides Cooperative Group

Table. — Staging of Cutaneous T-Cell Lymphoma: TNMB Classification

e T1 Toplam vucut

T: Skin
T0 Lesions clinically and/or histopathologically

alaninin <%10 tutan § e o s

patchas covering <10% of skin surface
T2 Generalized plagues, papules, or erythematous
patches covering =10% of skin surface

yama, plak, papul p e

Generalized erythroderma

N: Lymph Nodes
N Mo palpable lymphadenopathy, lymph node
[ ) T 2 T I m pathology negative for CTCL
O p a V u C u N Palpable lymphadenopathy; lymph node
pathology negative for CTCL

N2 Mo palpable lymphadenopathy, lymph node
pathology positive for CTCL

a I a n I n I n >% 1 O tu ta n N3 Palpable lymphadenopathy, lymph node
pathology positive for CTGL

M: Viscera
M Mo Mo visceral organ involvement
e r I te I I | ya I I l a p a M1 Visceral organ involvement, pathology present
’ ’ ’ B: Blood
.o BO Atypical circulating cells not present (<5%)
a u | Bi Atypical circulating cells present (=5%)

p p Stage T N M
1A 1 ] 0
IB 2 ] 0
oo i 1A 1-2 1 0
e T3 Tumor C R R T
i 4 01 0
IVA 14 2-3 0
IVB 14 0-3 1

L ] L ]
[ ) I 4 Ya I n e r I t ro d e r m I Adapted from Bunn PA Jr, Lamberg SI. Report of the Committee on
Staging and Classification of Cutaneous T-cell Lymphomas. Gancer

Treat Rep. 1979;63:725-728.

Cancer Confrol 107




Evreleme

Table 1. Tumor-node-metastasis-blood (TNMB) staging 1\|wrz||x>»ti:|u\. the ISCL/EORTC (10)

Skin

Tl Limited patches, papules, and/or plaques covering < 10% of dkin surface

T2 Paches, papules, and/or plaques covering 2 10% of skin surface

T3 One or more tumons (2 1 cm in diameter)

T4 Confluence of erythema covering >80% body surface area

Node*

N0 Nodinically abnormal peripheral lymphnodes, biopsy not required

Nla  Clinically abnormal peripheral lymph nodes, histopathology: demmatopathic lymphadenopathy, clone negative

NIb  Clinically abnormal peripheral lymph nodes, histopathology: dermatopathic lymphadenopathy, clone positive

N2 Clinically abnormal peripheral lymph nodes, histopathology: early involvement of MF, clone negative

N2b  Clinically abnormal peripheral lymph nodes, histopathology: early involvement of MF, done positive

N3 Clinically abnormal peripheral lymph nodes, histopathology: partial or complete effacement of lymph node architecture
Nx  Clinically abnormal peripheral lymph nodes, no histologic confirmation

Vixad

M0 Novisceral organ involvement

M1 Visceral involvement

Blood

B0a  Absence of significant blood involvement, clone negative

Bob  Absence of significant blood involvement, clone positive

Bla  Lowtumor burden: > 5% of peripheral blood lymphocytes are atypical cells but does not meet the criteria of B2, clone negative
Blb  Lowblood wmor burden: > 5% of peripheral blood lymphocytes are atypical cells but does not meet the criteria of B2, clone positive
B2 High blood tumor burden: < 1000/l Sezary cells with positive clone

*For details on histopathological clasification of lymph nodes in MF, see (73, 74).

ISCL, International Soctety for Cutaneous Lymphomas; EORTC, Furopean Organtzation for the Research and Treatment of Cancer; MF, mycosis

fungoides.

e 2007 yilinda ISCL ve

EORTC TNM siniflamasi
revize edilerek onemli
bir prognostik faktor
olan dolasimda atipik
hiicre varligi (B) de
siniflamada
kullanilmaya baslandi.




Evreleme

Table I, Tumor-node-tnetastads-blood (TNME) taging a proposed by the ISCL/EORTC (10)

Slin
Tl
n
T
it
Ni*
NO
Nl
Nib
Na
N2b
N
N
Viged
M0
Ml
Blood
Bl
Bt
bl
Blb
R

Limited ptches, pipuln nd/or ]\hqur\ wrng < 10% of skin surface
Butches, jilpullt\, and/or Elljt;l}t\ nerng 2 10% of skin surface
One or more tmors (2 1 an n diameter)

fl’ﬂ!]ll‘l:\l‘Cll‘lf)'lj\rll‘.d\\l\ﬂlllg 2800% body surfce area

No linially abovomnal peripheral lymuph nodes, Bopsy ok reguied

Clnically aboormal peripheal lymph nodes, hisopathology: demmatopahic ympladenoputy,done negatve
(Clincaly abocrmal perfpheral ymph nodes, histopthelogy: demiatopabic lnphadenopathy done positve

Clicll bormal peripherallmph odes, hisopathology: eay tovlveent of MF, clone negate

(Clincall boorml peeipherallonph node, isopathokogy: eaty vl vesment ofMF,cone pesine

(Clinell booral peepherallaph odes, isopathology: partil er completeeffcment of ynph node archieture

Clifclly aboorml peripheal ymph nodes, no histologic confirmation

No Il\u‘H‘ -I)IH!H \II\\I{\"JIIU]{

Visceral imvolvement

Abgence 1¢‘sig!.‘[hil)lhﬁﬂd u:\le\trt‘.rJLE,\lunt Irgﬂl\t

Absence ‘|t'\;g“.titﬂ)lm'”d imvolvement, chone ostie

Towtomorburde: > $%of pespheral Bood ymphacytesae atypical cellsbut does mot meet te cera o B2, clone negaive

Tow blood tumor burden: > $% of peripheral lood yenphocytesar atyplcal el butdoes ot meet he cieta of B2, cone posiive
High blood ramor burden: < 1000/l Sezary cell with posiive clone

*For detalls on histothologica lasifcaton of ymph nodes in M, e (73, 74).

15, nternaonal Sty for Cutaneous ymphonnas; EORTC Buropean Organization For the Research and Treatmentof Cancer ME,mycosis

f‘ung (hdes
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Erken evre MF hastalari

Evre | Yama ve plak lezyonlar

— evre IA Toplam vucut alaninin
%”10’undan azi

— evre IB %10’dan fazlasi
Evre IIA Yama ve plak donemi

klinik olarak anormal lenf nodu
olan T1, T2 olgular

lleri evre MF hastalari

Tumor (T3) ve eritrodermi (T4),

parsiyel ya da komplet lenf
nodu tutulumu (N3),

visseral metastaz (M1),
yaygin losemik tutulum (B2)

PCR ile kanda ve lenf nodunda
klonalite



EVRELEMEDE LENF NODLARI

Node*

N0 Nodinically abnormal peripheral lymph nodes, biopsy not required

Nla  Clinically abnormal peripheral lymph nodes, histopathology: dermatopathic lymphadenopathy, done negative

NIb  Clinically abnormal peripheral lymph nodes, histopathology: dermatopathic lymphadenopathy, clone positive

N2a  Clinically abnormal peripheral lymph nodes, histopathology: early involvement of MF, clone negative

N2b  Clinically abnormal peripheral lymph nodes, histopathology: early involvement of MF, clone positive

N3 Clinically abnormal peripheral lymph nodes, histopathology: partial or complete effacement of lymph node architecture
Nt Clinically abnormal peripheral lymph nodes, no histologic confimation

Vdssasal

*N evrelemesinde MF/SS hastalarinda histopatolojik olarak “pozitif” veya
“negatif “ olarak degerlendirilen lenf nodlariyla ilgili herhangi bir tanimlama
vermez

*Gecerli siniflamada normal lenf nodlarindan biopsi 6nermemektedir, ancak
1.5 cm’den biyiik sert fikse lenf nodlari icin biopsi 6nerilmektedir.
*Biopsi icin tutulan deri bolgesini drene eden en blylk lenf nodu veya

radyolojik olarak PET gortuntiuleme sisteminde en cok madde tutan lenf nodu
secilmelidir.




Lenf Nodu Tutulumu

Table 5. Histopathologic staging of lymph nodes in mycosis fungoides and Sézary syndrome
Updated ISCL/EORTC

classification Dutch systems® NCI-VA classification*s752
N, Grade 1: dermatopathic lymphadenopathy (DL) LNg: no atypical ymphocytes
LN+: occasional and isolated atypical lymphocytes (not arranged in
clusters)
LN;: many atypical lymphocytes or in 3-6 cell clusters
N, Grade 2: DL; early involvement by MF (presance of cerebriform LN, aggregates of atypical lymphocytes; nodal architecture
nuclei > 7.5 um) preserved
Ns Grade 3: partial effacement of LN architecture; many atypical LNy partial/complete eftacement of nodal architecture by atypical
cerebriform mononuclear cells (CMCs) lymphocytes or frankly neoplastic cells

Grade 4: complete effacement

NCI/VA

(National Cancer Institute-Veterans Administration)

Dutch sistem

e Atipik lenfositlerin e Tutulan lenf nodundaki

e \J oo

buyuklGgu atipik lenfosit orani

e Lenf nodu yapisal
bozulmanin derecesi
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Prognoz

MF disuk dereceli bir lenfomadir.

— Yama evresinden plak, timor ve deri disi yayillim evresine gecis on
yillar icerisinde olur.

Hastalik daha cok yaslilarda ortaya cikar.

— bircok hastada plak ve timor evresine gecis izlenmez.
— Gen¢ hasta grubunda progresyon riski fazladur.

Hastaliktan 6lum yaklasik %15-20 civarinda tahmin

edilmektedir.

— Bir grup hasta ise hizli ve agresif bir seyir gostererek deri disi yayilim
gosterir ve sepsis ve agir enfeksiyon gibi komplikasyonlar nedeni ile
kaybedilir

En dnemli prognostik parametreler evre ve deri

lezyonlarinin tipidir.

— 10 yilhk yasam beklentisi
%10’dan az alan kapsayan sinirli yama/plak MF olgularinda %97-98,
%10’dan fazla alan kapsayan yaygin yama/plak MF olgularinda % 83,
TUmor evresinde %42,

histolojik olarak lenf nodu tutulumu gésterilmis olgularda %20
oranindadir.




TEDAVI




Erken Evre MF Tedavisi

* Erken evre yama plak MF lezyonlarinda prognoz iyi
oldugundan toksik yan etkilerden kacinmak icin
“bekle ve gor” stratejisi uygulanir.

e Dermatolog ve onkolog gbzetiminde deriye yonelik
tedaviler (kortikosteroidler, alkilleyici ajanlar ve
bexarotene) uygulanir. Klinik ve patolojik komplet
remisyon orani %63 kadardir.

* Erken evre MF tedavisinde ultraviole isinlari (UVA
ve UVB) ve total vicut elektron beam tedavisi
kullanilir.




Fototerapi




UVA ve UVB- her ikisi de MF tedavisinde etkilidir.

Ultraviole i1sinlari deride mutajenik ve immtunolojik etkilere sahiptir.
Lenfosit apoptozu fototerapinin en 6nemli etkisidir.

T lenfositler UV i1sinlarina oldukca duyarlidirlar

UVA

UVB

= Psoralen PUVA ile kullanildiginda
(fotokemoterapi) fotoaktivasyon
sonucu DNA baglari olusturur ve
tumor hicresinde apoptoza yol
acar. Komplet remisyon %90
oranindadir.

e Vitiligo ve psoriazis tedavisinde
de kullanilir.

 UVB’den farkli olarak derin
dermise penetre olur, dermal
fibroblasts, dendritik hiicreler,
lenfositler, mast hiicreleri ve
granulositleri etkiler.

Dar veya genis bant UVB ise
psorolan’e ihtiya¢c duymaz.
Klinik ve patolojik cevap
oranlari yuksektir. Ginimuzde
daha cok dar bant
kullanilmaktadir.

UVB UVA'ya oranla daha cok
enerji icerir, ancak derinin derin
katmanlarina erisemez. Bu
nedenle UVB daha ¢ok
Langerhans hucreleri ve

ePI_ ermal keratinositleri
etkiler.
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Phototherapy in the Age of Biologics
i and Heidi Jacobe. MD. MSCS

Daniel Walker, BS. o




lleri Evre MF tedavisi

* lleri evre MF tedavisi coklu disipliner yaklasim gerektirir.
Hastanin yasina performansina hastaligin yayginligina, ve
onceki tedavilere gore kisiye 6zel tedavi plani
uygulanmalidir.

— Topikal tedaviler,
— Biyolojik ajanlar (bexarotene, interferon alfa)
— sistemik kemoterapotikler



MF Klinik Takibinde Kriterler

Patolojinin Yeri

Therapy

Ting XIAO
Li-Xin XIA
Zhen-Hai YANG
Chun-Di HE
Xing-Hua GAO
Hong-Duo CHEN
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No. | Hospital of China Medical University,
155 North Nanjing Street, Shenyang
110001, China

Reprints: H.-D. Chen
<chenhd @cae.cn>

Article accepted on 22/7/2008

Eur J Dermatol 2008; 18 (6): 660-2

Narrow-band ultraviolet B phototherapy
for early stage mycosis fungoides

Recently there have been some reports concerned the treatment of early
stage mycosis fungoides (MF) with narrow-band ultraviolet B (NB-
UVB) phototherapy. In most of the previous reports, NB-UVB photo-
therapy was given three times a week on non-consecutive days. Our aim
was to evaluate the effect of a twice weekly regimen of NB-UVB
phototherapy in the treatment of early-stage MF. Eight patients with
early stage MF received NB-UVB phototherapy twice weekly. Six
patients (75%) had a complete response in a mean of 23.4 treatments,
two (25%) had a partial response. Upon discontinuation of treatment,
four patients with complete response relapsed in a mean time to relapse
of 5 months. The twice weekly regimen of NB-UVB phototherapy is
effective and well-tolerated in the treatment of early stage MF.

Key words: mycosis fungoides, narrow-band ultraviolet B,
phototherapy
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Methods

@r&r Ueatn@ll patients received a work-up of a

complete medical history, a complete physical and skin
examination, some laboratory examinations (including
complete blood cell count, liver and kidney function tests,
serum lactate dehydrogenase levels, CD4/CDS flow cytom-
etry. blood smear for Sezary cells), chest X-ray and skin

L}fmph node biopsy was performed 1in 3 patients
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The clinical response to NB-UVB phototherapy was based

on determiningfie percentage of total body surface arem>

affected by the disease. It was defermined as follows:
complete response (CR), at least 953% clearing of lesions;

patial response (PR), at least 50% but less than 93% clear-
ing: no response (NR), less than 30% clearing [1]. Relapse

was defined as climcally significant disease requiring fur-

ther treatment. The follow-up period ranged from 7 to 60
months (mean = SD, 26.9 = 19.7 months).




ORIGINAL ARTICLE

JEADV 155N 1468-3083

Narrowband UVB phototherapy for early-stage mycosis
fungoides: evaluation of clinical and histopathological changes
G Gikdemir,*+ B Barutcuoglu,+ D Sakiz, £ A Kdsli+

tDermatology Clinic and $Pathology Clinic, Sisli Etfal Research and Training Hospital, Istanbul, Turkey

Determination of clinical and histopathological
response and statistical analysis

Clinical response was defined as follows: complete
response (CR), more than 90% reduction in skin lesions;
partial response (PR), 50—-%90% reduction in the lesions;
and no response (NR), less than 50% reduction in the skin
lesions. Before and after therapy, a skin biopsy specimen
was taken from each patient for histological examination.
The specimens were processed routinely and stained
with haematoxylin—eosin (H&E) for light microscopic
examination. Histopathological response was determined
as IDIIDw5:| CR |thc absence of epidermotropism and
Pautrier microabscesses and marked reduction in a dense

infiltrate of atypical lvmphocytes with irregular nuclei

and mitosis in the epidermis and dermismarked
reduction in epidermotropism and sparsely scattered

atypical lymphocytes in the epidermis and dermi§; NR, po

changes in histological findings.




Efficacy of narrowband UVEB
phototherapy in early stage of
mycosis fungoides

clearing of skin lesions. Biopsies before and at the end
of the treatment were examined to evaluate histological
improvement. Maintenance therapy was accomplished by

67.8 J/cm?) (Table 1). Histological examination of the

control biopsies revealed loss of the characteristic features
of ME There was no correlation between the previous

1 = 1 . - 1 . =TT rTE TTR

Kural Y, Onsun N, Aygin S, Demirkesen C, Buyukbabani N. Efficacy of
narrowband UVB phototherapy in early stage of mycosis fungoides. J Eur Acad
Dermatol Venereol 2006;20: 104-5




Takipte PCR

British Journal of Dermatology 2003; 148: 265-271.

Dermatopathology

Minimal residual disease in mycosis fungoides follow-up can be
assessed by polymerase chain reaction
E.POSZEPCZYNSKA-GUIGNE, M.BAGOT, J].WECHSLER,* J.REVUZ, J-P.FARCET?}

AND M-H.DELFAU-LARUET}

Departments of Dermatology, *Pathology and TImmunology, Henri Mondor Hospital, University Paris XII, APHP, 51 avenue du
Maréchal-de-Lattre-de-Tassigny, 94010 Créteil cedex, France

Tedavi oncesi ve sonrasi kan ve PCR sonuclari
karsilastirilan bir calismada “atipik lenfositler” ve
“epidermotropizm” olmayan biopsiler histolojik olarak
remisyonda kabul edilmis.

Klinik olarak devam eden (persiste) olgularin:

— Histopatoloji %29,

— PCR %77 sinde MF tespit edilebilmis.

Histolojik remisyondaki olgularda % 31 oraninda ise
minimal rezidlel hastalik” tanimlanmis.
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CLINICOPATHOLOGIC CORRELATION

Histopathological Changes Seen in Mycosis
Fungoides Patients After Phototherapy

Duygu Dusmez Apa, MD, Ebru Serinsoz Pfeiffer, MD, PhD, Kiymet Baz, MD,
Emine Arzu Kanik, PhD, and Pinar [nandioglu, MD




TABLE 1. Histomorphologic Parameters

Biopsy Response
Before After Yes No
Histomorphological Feature (m=23) (n=23) Specificity %  Sensitivity % (n=13) (n=10) Specificity %  Sensitivity %

Epidermotropism

Single cells 23 23 0.0 100.0 13 10 0.0 100.0

Halo 23 21 0.0 91.3 11 10 15.4 100.0

Linearly arranged cells 7 2 69.6 8.7 0 2 100.0 200

Pagetoid spread 19 12 174 522 6 6 53.8 60.0

Pautrier microabscesses 13 6 43.8 26.0 2 4 84.6 40.0
Stratum corneum

Normal 12 12 47.8 522 5 7 61.5 70.0

Parakeratosis 5 2 783 8.7 1 1 92.3 10.0

Hiperkeratosis 6 9 73.9 39.1 7 2 46.2 20.0

Absence of spongiotic microvesicles 12 9 47.8 39.1 3 6 76.9 60.0
Epidermis

Normal 6 3 73.9 13.0 2 1 84.6 10.0

Atrophic 16 17 304 73.9 10 7 231 70.0

Hiperplastic 1 2 95.7 8.7 1 2 92.3 20.0
Inflammatory infiltrate

Superficial perivascular 10 6 56,5 26.1 4 2 69.2 20.0

Lichenoid 12 7 47.8 304 3 4 76.9 40.0

No inflammation 1 10 95.7 435 6 4 53.8 40.0

Dilated vessels 6 6 73.9 26.1 4 2 69.2 20.0
Dermal fibrosis

No 15 10 34.8 435 5 5 61.5 50.0

1 8 1 65.2 43 0 1 100 10.0

2 0 10 100.0 435 6 4 53.8 40.0

3 0 2 100.0 8.7 2 0 84.6 0.0
Other dermal cells

Extravasated erythrocytes 5 6 783 26.1 3 3 76.9 30.0

Plasma cells 1 0 95.7 0.0 0 0 100.0 0.0

Eosinophils 4 3 82.6 13.0 2 1 84.6 10.0

Melanophages 14 10 39.1 43.0 3 7 76.9 70.0
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TABLE 2. 55 (P < 0.05) and Cls of the Association Between
Histomorphological Parameters Before and After Therapy

Parameter Feature CI % 88

Single cells Sensitive B5.18 to 100 P = 0.0001
Parakeratosis Specific 563010 9254 P = 0.0066
Epidermal hyperplasia Specific TR.05 to 99.89 P = 0.0001
Mo inflamation Specific THOS5 to 99.89 P =20.0001
Two and 3 dermal fibrosis Specific 8518 to 100.0 P = 0.0001
Erythrocytes Specific 56.30 to 92.54 P = 0.0066
Plasma cells Specific THOS to 99.89 P = 0.0001
Eosmophils Specific 6122 to 95.05 P=0018

ClI, confidence intervals; 55

, Statistical Sigmficance.

TABLE 3. SS (P < 0.05) and Cls of the Association Between

Histomorphological Parameters in Responder and
Nonresponder Groups

Parameter Feature Cl % SS
Linearly arranged cells Specific 75.29 to 100.0 P < 0.0001
Pautrier microabscesses Specific 54.55 to 98.08 P =0.0004
Parakeratosis Specific 63.97 to 99.81 P < 0.0001
Epidermal hyperplasia® Specific 63.97 to 99.81 P < 0.0001
Dermal fibrosis 1 Specific 75.29 to 100.0 P < 0.0001
Dermal fibrosis 3 Specific 54.55 to 98.08 P =0.0004
Plasma cells Specific 75.29 to 100.0 P < 0.0001
Eosinophils Specific 54.55 to 98.08 P =0.0004




Rather than reporting single epidermal atypical cells,
mmportance should be given to more “active™ parameters n
posttreatment skin biopsies. These active parameters may be
“Pautner microabscess™ and “hnearly arranged cells.™ Pre-
treatment biopsies should always be reevaluated and men-
tioned n the final report.

A pathology report of a MF patient who has undergone
successful phototherapy should descnbe changes resulting

from phototherapv—such as fibrosis or “lack of dermal inflam-

mation” and the absence of active epidermal cellular changes
such as “Pautner microabscess™ or “linearly arranged cells.”
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