A STUDY ON THE DERMOSCOPY AND QUALITY OF
LIFE OF MYCOSIS FUNGOIDES AND COMPARISON
OF DERMOSCOPY OF EARLY MYCOSIS
FUNGOIDES WITH PLAQUE PSORIASIS AND
DISCOID ECZEMA

A dissertation submitted in the partial fulfilment of the rules and
regulations for MD Branch XX (Dermatology, Venereology and
Leprosy) examination of the Tamil Nadu Dr. M.G.R Medical
University, Chennai, to be held in May 2022

UNIVERSITY REGISTRATION NUMBER: 202020500005



DECLARATION

| hereby declare that the dissertation entitled “A study on the dermoscopy and quality
of life of mycosis fungoides and comparison of dermoscopy of early mycosis
fungoides with plaque psoriasis and discoid eczema” conducted at Christian Medical
College, Vellore is my original research work done in partial fulfilment of the rules and

regulations for the award of the M.D. degree (Branch XX) in Dermatology,

Venereology and Leprosy of the Tamil Nadu Dr M.G.R Medical University.

CANDIDATE

Dr. Surya Mary Mathew,

Post graduate Registrar in Dermatology, Venereology and Leprosy,
Department of Dermatology, Venereology and Leprosy,

Christian Medical College, Vellore.



CERTIFICATE

This is to certify that the dissertation entitled “A study on the dermoscopy and quality
of life of mycosis fungoides and comparison of dermoscopy of early mycosis
fungoides with plaque psoriasis and discoid eczema ” is a bonafide work done by
Dr. Surya Mary Mathew towards the partial fulfilment of rules and regulations for MD
degree (Branch XX) in Dermatology, Venereology and Leprosy examination of the

Tamil Nadu Dr. M.G.R Medical University, to be conducted in May 2022.

GUIDE

Dr. Leni George,

Professor,

Department of Dermatology, Venereology and Leprosy,

Christian Medical College, Vellore.



CERTIFICATE

This is to certify that the dissertation entitled “A study on the dermoscopy and quality
of life of mycosis fungoides and comparison of dermoscopy of early mycosis
fungoides with plaque psoriasis and discoid eczema ” is a bonafide work done by
Dr. Surya Mary Mathew towards the partial fulfilment of rules and regulations for MD
degree (Branch XX) in Dermatology, Venereology and Leprosy examination of the

Tamil Nadu Dr. M.G.R Medical University, to be conducted in May 2022.

PRINCIPAL HEAD OF THE DEPARTMENT

Dr Anna B. Pulimood, Dr. Dincy Peter C.V.,

Christian Medical College, Professor and Head,

Vellore. Department of Dermatology, Venereology and
Leprosy

Christian Medical College, Vellore



Curiginal

Document Information

Analyzed document PLAGIARISM docx (D123647024)

Submitted 2021-12-24T13:33:00.0000000
Submitted by Surya Mary Mathew

Submitter email suryamathewl9@gmailcom

Similarity 4%

Analysis address suryamathewl9.mgrmu@analysis.urkund com

Sources included in the report
SA review manuscript.doc
Docurment review manuscript.doc (D118443191)
w URL: https:/ fwwrwe.nebinlmonih.gov/pmcfarticles/PMC 2895213/
Fetched: 2021-11-13T11:44:41 2370000
w URL: https:/fwwnwe nebinlmonib.gov/pmefarticles/PMC2958192/
Fetched: 2020-11-19T03:44:56.3530000
w URL: https://emedicine. medscape.com/article/2139720-clinical
Fetched: 2021-07-07T15:24-07 2600000
w URL: https:/ fwanw ncbionlm nih_gov/books/NBES1957 2/
Fetched: 2020-08-05T03:16:02. 3800000
URL: https://ijdvl.com/phototherapy-as-a-treatment-of-early-stage-mycosis-fungoides-and-
w predictive-factors-for-disease-recurrence-a- 17 -year-retrospective- study/
Fetched: 2021-12-24T13:33:31 8770000
s‘ ShadaAli.DegreeProjectinMedicine.2020.docx
Document Shadalli DegreeProjectinMedicine 2020 docx (D92548248)
w URL: https./ fwww.degruyter.com/document/doi/10.7556/jaca 2018.101 /html
Fetched: 2021-12-06T09:04:26 4870000
SA thesis plagiarism check.docx
Docurment thesis plagiarsm check.docx (DE7564303)
w URL: https://pubmed.nebinlm. nih.gev/22404051f
Fetched: 2021-12-24T13:34:05 2500000
w URL: https:/ fwwrwe.ncbinlmonih.gov/pmelarticles/PMCT117634/
Fetched: 2021-07-27T02:03:48.3830000
w URL: https:/ fwwrw.mdpi.com/2075-4418/11/9/172 1/ pdf

Fetched: 2021-12-24T13:33:56.0000000

oo
oo

oo
(mm)

oo
oo



ANTIPLAGIARISM CERTIFICATE

This is to certify that this dissertation work titled “ A study on the dermoscopy and
guality of life of mycosis fungoides and comparison of dermoscopy of early
mycosis fungoides with plague psoriasis and discoid eczema ” of the candidate
Dr. Surya Mary Mathew with Registration number 202020500005 for the award of the
M.D. degree in the branch of Dermatology, Venereology and Leprosy has been
submitted for verification. | personally verified the urkund.com website for the purpose
of plagiarism check. | found that the uploaded thesis file contains from introduction to

conclusion pages and result shows 4 percentage of plagiarism in the dissertation.

GUIDE
Dr. Leni George,
Professor,

Department of Dermatology, Venereology and Leprosy

Christian Medical College, Vellore.



ACKNOWLEDGEMENTS

This dissertation would be incomplete without expressing my gratitude to the people
involved in its conceptualization and completion.

First, | thank God Almighty for his constant presence in the conduct of my dissertation
every step of the way.

| express my deep appreciation to all the patients who consented to be involved in this
study without whom it would not have become a reality.

My sincere gratitude to my guide, Dr. Leni George, Professor in the department of
Dermatology, Venereology and Leprosy for her mentorship and guidance throughout
this process.

| extend my gratefulness to Dr. Susanne A. Pulimood, Professor and Dr. Dincy Peter
C.V., Professor and Head, Department of Dermatology, Venereology and Leprosy for
their guidance in every step of this thesis. I also thank Dr. Priya Kurian, Dr. Mahabal
Gauri Dinesh and Dr Sheethal Jose for their valuable advice.

| am indebted to Dr. Biju George, Head of department of Haematology for helping me
with his expertise in the field of Haematology and for his mentorship.

I would like to thank Mrs. Linda Robert for coordinating and helping me in patient
recruitment and clerical work.

I would like to thank my friends and co-PGs in the department of Dermatology who
helped me throughout my study in various ways — Dr. Trisha Nandy, Dr. Lydia Sharon,

Dr. Hannah Alice, Dr. Paulin Sudhan, Dr. Savio Jacob and Dr. Namrata Carol.



I would like to thank my statistician Mrs. Grace Rebekah for her precious time and input
while analysing my work.

| would like to thank my parents Mr. T.J. Mathew and Mrs. Suma Mathew, my sister
Indu Elizabeth Mathew and other family members for their presence, constant support
and words of encouragement.

Finally, I would like to thank Dr. Abraham Koshy, my husband who helped me to

organize my work and was my pillar of strength through the whole process.



LIST OF ABBREVIATIONS

AECTCL- Aggressive epidermotropic T-cell lymphoma
ATL- Adult T-cell leukemia/ lymphoma

BSA- Body surface area

C-ALCL- Primary cutaneous anaplastic large cell lymphoma
CCR- C-C Chemokine receptor

CD- Cluster of differentiation

CHOP-Cyclophosphamide,Hydroxydaunorubicin (doxorubicin), Oncovin (Vincristine)

and Prednisolone

CLA- Cutaneous lymphocyte associated antigen
CTCL- Cutaneous T-cell lymphoma

DLQI- Dermatological life quality index

EASI- Eczema area and severity index

EBV- Epstein Barr Virus

FMF- Folliculotropic mycosis fungoides
HRQoL- Health related Quality of life

IQR- Interquartile range

IRB- Institutional review board



IRR- Incidence rate ratio

JAK/STAT- Janus kinase and signal transducer and activator of transcription

MF- Mycosis fungoides

NHL- Non-Hodgkin’s lymphoma

NOS- Not otherwise specified

NK- Natural killer cells

PASI- Psoriasis activity and severity index

PCL- Primary cutaneous lymphoma

PCR- Polymerase chain reaction

PP- Plaque psoriasis

PUVA- Psoralens and ultraviolet light A

QoL- Quality of life

SCNV- Somatic copy number variations

SS- Sezary syndrome

TCR- T-cell receptor

Tcm- Central memory cells

Th- T-helper

Twmm- Migratory memory T-cells

Trm- SKin resident memory cells
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WHO-EORTC- World Health Organisation- European organisation for research and

treatment of cancer
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INTRODUCTION

Cutaneous T-cell lymphomas (CTCLs) consist of a heterogeneous collection of Non-
Hodgkin’s lymphomas (NHL) that arise from skin-tropic memory T lymphocytes (1).
CTCL encompasses such diverse presentations as Sezary syndrome in which patients
present with erythroderma, lymphadenopathy and circulating clonal malignant T cells
and mycosis fungoides, in which malignant cells reside primarily in infiltrated skin
lesions. Mycosis fungoides, the most common type of cutaneous T-cell lymphoma is
generally associated with an indolent clinical course and is characterized by clinical
features like well-defined erythematous scaly patches and plagues evolving into tumor
often resembling other benign inflammatory conditions (1). Distinction of mycosis
fungoides from other benign dermatologic conditions can be challenging, requiring

inputs from clinical presentation, pathologic evaluation and molecular studies.

Dermoscopy is a non-invasive technique that aids in diagnosis and differentiation of
various inflammatory skin conditions by recognising various characteristic
dermoscopic features (2—4). The subtle surface features that are highlighted can give
valuable information to the treating physician and can replace skin biopsy in patients
not fit to undergo minor invasive procedures. Very little literature is available on the
dermoscopic features of mycosis fungoides. Thus, our study focuses on the
dermoscopic features of mycosis fungoides and its comparison with its close mimics,
plague psoriasis and discoid eczema in our population which would help in early

recognition, diagnosis and thus optimal management of mycosis fungoides.
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AIMS AND OBJECTIVES

AlIM:

To study the dermoscopic features of mycosis fungoides and compare the features of early
mycosis fungoides with that of plaque psoriasis and discoid eczema and assess the quality of

life of patients with mycosis fungoides.

OBJECTIVES:

Primary Objective:

To compare the dermoscopic features of patch and plaque stages of mycosis fungoides

with that of plaque psoriasis and discoid eczema.

Secondary Obijectives:

a) To describe the dermoscopic features of all stages of mycosis fungoides.

b) To assess the quality of life of patients with mycosis fungoides.
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REVIEW OF LITERATURE

1. BACKGROUND

Mycosis fungoides (MF) is the most common cutaneous T-cell lymphoma, accounting
for approximately 40% of all cutaneous lymphomas and 54%-65% of CTCLs (5,6).
The overall incidence of CTCL is 10.2 per million persons. More than half of these
cases are mycosis fungoides, with an incidence of 5.6 per million persons. The 2018
update of World Health Organization—European Organization for Research and
Treatment of Cancer (WHO-EORTC) classification for primary cutaneous lymphomas
shows the various entities of cutaneous T-cell and cutaneous B-cell lymphomas. The

classification of cutaneous T-cell lymphomas is enlisted below (7).
A. Cutaneous T-cell lymphomas
1. Mycosis fungoides

Mycosis fungoides variants:

a) Folliculotropic mycosis fungoides, b) Pagetoid reticulosis, ¢) Granulomatous

slack skin
2. Sezary syndrome (SS)
3. Adult T-cell leukemia/ lymphoma (ATL)
4. Primary cutaneous CD 30+ lymphoproliferative diseases
a) Primary cutaneous anaplastic large cell lymphoma (C-ALCL)

b) Lymphomatoid papulosis
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5. Subcutaneous panniculitis like T-cell lymphoma

6. Extranodal NK/T-cell lymphoma, nasal type

7. Chronic active EBV infection

8. Primary cutaneous peripheral T-cell lymphoma, rare subtypes

a) Primary cutaneous y/6 T-cell lymphoma, b) CD8" aggressive epidermotropic

cutaneous T cell lymphoma (AECTCL) (provisional), ¢) Primary cutaneous

CD4* small/medium T-cell lymphoproliferative disorder (provisional), d)

Primary cutaneous acral CD8* T-cell lymphoma (provisional)

9. Primary cutaneous peripheral T-cell lymphoma, NOS

Mycosis fungoides shows a male preponderance with a male: female ratio of 2:1 and
incidence rate ratio (IRR) 1.6. It mostly develops after the fourth to fifth decade of life
while 1.8-7% of cases that develop at an early age show a characteristic female
preponderance. The incidence increases with age, with the highest incidence at more
than 70 years of age. Blacks have a higher incidence rate than whites (IRR 1.57). Black
patients are diagnosed at an earlier age with a median age of diagnosis of 53 years
compared with 63 years for whites with worse survival than white patients regardless

of age and stage of presentation (1,6,8).

In the retrospective cross-sectional study by Amorim et al. from Brazil on clinical and
epidemiological profile of patients with early stage mycosis fungoides, there was male

predominance with 55/102 patients (53.92%) being males and 47/102 female patients
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(46.08%) with a male: female ratio of 1.2:1. The mean age of presentation was 55.16 +
15.97 years, the minimum age being 10 years and maximum being 83 years (6).
Similarly, in the retrospective study by Desai et al, the male: female was found to be
1.1:1. The mean age at diagnosis was 53.7 + 16.5 years with a minimum age of 8 years

and maximum age of 91 years (9).

In the study by Bilgic et al. from Turkey, the median age of presentation of mycosis
fungoides patients was 46.5 years (19 years-68 years). The median duration of disease
was found to be 7.5 months ranging from 1 month to 7 years. The male: female ratio
was found to be 2:3 with 12/20 females (60%) and 8/12 males (40%) (10). Lallas et al.
found that the mean age of mycosis fungoides patients was 57.2 years with male: female
ratio of 2.1:1(11). In the study by Xu et al, the mean age was 35.6 years and male:
female ratio was 1.2:1(12) while in Ozturk et al, the mean age was 62 + 12.4 years with

male: female ratio of 0.7:1 (13) and Ghahramani et al. had a mean age of 61 years (2).

Till date, there is little literature available on the epidemiology of cutaneous lymphomas
in India since the majority of cases are case reports. In a 10-year retrospective study by
George R et al., thirty-three patients were included in the study with 31 patients with
NHL and 2 patients with Hodgkin’s disease. Among the patients with NHL group, there
were 20 patients with CTCL and mycosis fungoides was found to be the most common

among CTCLs (55.5%) (14).

In a large retrospective study conducted by Doshi BR et al., it was found that the
frequency of occurrence of cutaneous lymphomas was 0.7 per 100 biopsy specimens.
The study constituted 90 males (63.82%) and 51 females (36.17%). The male to female

ratio was 1.76:1. There were 94.32% patients with T-cell lymphoma of which mycosis
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fungoides constituted 73.04% of cases which was the most common cutaneous
lymphoma. The maximum number of mycosis fungoides patients belonged to the
second and third decade of life. The male: female ratio among the mycosis fungoides
cases was 3:2 (15). In the 6-year retrospective study by Khader et al. from Kozhikode,
Kerala, 35 cases of primary cutaneous lymphomas (PCL) were studied of which 33
cases (94.3%) were T-cell, and 2 cases (5.7%) were B-cell lymphomas. The average
age reported was 52.66 years, and the male to female ratio was found to be 2.5:1.
Mycosis fungoides (57.1%) was found to be the most common T-cell lymphoma

followed by ATL (17.1%) (16).

In a descriptive study from the regional cancer centre in south India by Amirtham et al.,
37 patients with cutaneous lymphoma were studied. Primary cutaneous lymphoma
accounted for 28 cases (75.6%) and secondary involvement was seen in 9 cases
(24.4%). The most common type among PCL was cutaneous T-cell lymphomas,
accounting for 50% cases. Mycosis fungoides was the most common type among the
cutaneous T-cell lymphomas, accounting for 6 cases (42.9%). The male: female ratio in
the study was found to be 1.8:1 with 24 (64.9%) males and 13 (35.1%) females. The

mean age reported was 41 years (17).

2.PATHOPHYSIOLOGY

Although the cause of mycosis fungoides is unknown, the leading hypothesis is the
chronic antigen stimulation theory first described in 1974 by Tan and colleagues.
Chronic antigen or superantigen stimulation is thought to lead to clonal expansion of

T-cell and malignant transformation (1).
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2.1 Malignant T-cell origin:

Mycosis fungoides originate from skin tropic memory CD4+ T-cell similar to Sezary
syndrome (CD8+ and CD4— CD8- subtypes may also be seen). However, demonstration
of different T-cell surface phenotypes and molecular profiles shows that malignant cells
originate from distinct memory T-cell subsets such as the skin resident memory T-cells
(Trm) in mycosis fungoides. Sezary syndrome cells originate from central memory T

(Tcwm) cells (CCR7+, CD27+, and L-selectin+) (1,18,19).

Trv cells are skin resident stationary polarized effector T-cells responsible for
producing high amounts of inflammatory cytokines which results in a clinical
presentation limited to the skin manifesting as patches, plagues or tumors which remain
stable for years. A small set of patients can present with a progressive form of the
disease with involvement of blood, lymph nodes and viscera. In comparison with Trw,
Tcwm in Sezary syndrome tend to be more proliferative with active recirculation in blood,

lymph nodes and skin(18).

Campbell et al showed that mycosis fungoides malignant T-cells are CCR4+/CLA+ and
L-selectin-/CCR7- (Trm), While Sezary syndrome malignant T-cell are CCR4+/L-
selectin+/CCR7+ (Tcm). The molecular profile of these T-cell types correlates with the
clinical profile of their malignant counterpart. Skin Trm are non-migratory populations,
and patients with mycosis fungoides clinically have fixed skin lesions with discrete
borders. In contrast, Tcwm recirculate between skin, blood and lymph nodes (19). Patients
with migratory memory T-cells (Tmm) phenotype presents with ill-defined but discrete

skin lesions.
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Figure 1: Skin tropic T-cell subtypes (1)

Table 1: Distinct T-cell origins of Mycosis fungoides and Sezary syndrome

Diagnosis T cell origin Surface markers
CCR4+
1. Mycosis fungoides Resident memory CLA+
(Trm) CCR7-
L-selectin -
2. Mycosis fungoides/ Migratory memory CCR4+
Sezary syndrome (Tmm) CLA+
(MF/SS) CCR7+
L-selectin +/-
3. Sezary syndrome Central memory (Tcwm) CCR4+
CCR7+
L-selectin +

2.2 Genomic alterations:

Mycosis fungoides/ Sezary syndrome (MF/SS) have complex and varied genomic

abnormalities. Striking findings include the role of various chromosomal
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abnormalities. The somatic copy number variations (SCNVSs) are favoured over single
nucleotide variants (SNVs) with 92% of mutations arising from SCNVs. The
chromosomal aberrations often occur on chromosomes 8, 10, and 17 (1).

The various affected pathways in MF/SS include those involved in T-cell activation,
function, migration, and differentiation; cytokine signalling; modification of chromatin;

cell cycle, survival and proliferation along with DNA damage response(1).

2.3 Immunopathogenesis:

Immunosuppression is directly proportionate to the malignant T-cell burden and driven
by abnormalities in the JAK/STAT signalling pathway. The tumor microenvironment
changes from a T-helper 1(Th1) to a T-helper 2 (Th2) phenotype with advancing stages.

These changes are reversible with depletion of malignant T-cells (1).

Early Stage Advanced Stage
Patch Tumor
Overall
immune- Th1 Th2
phenotype
liniiina Cytotoxic CD8+ T cells, Tumor associated macrophages (M2),
infiltrate and NK cells eosinophils
m—%&”’*ﬁ% I1L4, IL13, IL15, IL 23, ILS, IL16, IL17A,
Cytoldnes 1 7R 22,125

Stat5B activation, increased STAT3, STAT6
Molecular L . . Oncogenic miR155, mIR21 expression
pathogenesis Abnormalities in JAK/STAT signaling  |ncreased GATA3 (Loss of ZEB1)
Increased SOC3 signaling
Loss/decreased STAT4 signaling (promoter of Thl differentiation)

Figure 2: Immunopathogenesis of MF/SS (1)

27



3. CLINICAL FEATURES
3.1 MYCOSIS FUNGOIDES:
Mycosis fungoides is characterized by long- standing, scaly, patches and plagues
preferentially involving the buttocks and body areas infrequently exposed to sunlight
(“‘bathing trunk’’) and slow evolution over years from patches to plaques (early-stage)
and in some patients to tumors or erythroderma which is diffuse erythema and scaling

covering more than 90% of body surface area seen in advanced stages (1,20).

The percentage of patients progressing from limited plaques and patches to extensive
plagues, tumours or even erythroderma is about 34%. Mycosis fungoides is
characterized by asymptomatic subtle, fine, scaly and mildly atrophic (wrinkled)
erythematous patches. They may be associated with some pruritus. Plagues are more
polymorphic, persistent, erythematous with the same distribution. Some individual
plagues may increase in size and become large whereas some show regression, giving
rise to rare arcuate lesions which shows significant variation in degree of scaling, border
definition and colour. The psoriasiform scaling can be a striking feature in mycosis
fungoides. The overall thickness of plaques have some prognostic significance

according to recent evidence (1,6).

The various subtypes of mycosis fungoides by the WHO-EORTC with varied clinical
and histopathological findings include (1):

a) Folliculotropic mycosis fungoides (FMF), b) Pagetoid reticulosis and

¢) Granulomatous slack skin.
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The various clinicopathological variants of mycosis fungoides includes (1):

a) Bullous, b) Hypopigmented, c¢) Ichthyosiform, d) Mycosis fungoides palmaris et
plantaris (keratoderma-like), e) Pigmented purpuric dermatosis-like, f) Papular,

g) Poikilodermatous, h) Psoriasiform, i) Pustular, j) Solitary/unilesional, k)
Syringotropic and 1) Verrucoid types.

The clinical mimickers of mycosis fungoides in patients of colour include the following
(21):

a) Plaque psoriasis, b) Discoid eczema, c) Parapsoriasis, d) Pityriasis lichenoides
chronica, e) Lichen planus pigmentosus inversus, f) Progressive macular
hypomelanosis, g) Inflammatory vitiligo, h) Actinic reticuloid and i) Digitate
dermatosis.

3.2 PLAQUE PSORIASIS:

Plaque psoriasis (PP) is characterized by sharply demarcated, erythematous, scaly
patches or plagques. While plaque psoriasis can occur anywhere on the body, commonly
affected areas include the scalp, trunk, gluteal fold, and extensor surfaces such as the
elbows and knees (22). These clinical features may resemble the patch and plaque stage

of early mycosis fungoides, which makes the diagnosis difficult.

3.3 DISCOID ECZEMA:

Discoid eczema presents with a round or oval shaped, crusted or scaly plaques with
excoriations. Discoid eczema can be due to different aetiologies. Eczema is
characterized by intensely pruritic, erythematous papules and vesicles with excoriations

and serous exudates which later presents with lichenified papules and plaques with
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excoriations (23). The above features may closely mimic the patch and plaque stage of

early mycosis fungoides. Hence, the chances of misdiagnosis rises.

4. DIAGNOSTIC METHODS

4.1 MYCOSIS FUNGOIDES:

The diagnosis of MF/SS is challenging and depends on clinical features, pathologic
findings and molecular studies. It can resemble various benign inflammatory
dermatoses and early diseases may lack typical histopathological findings even after
serial biopsies. T-cell receptor (TCR) rearrangement studies may show false negativity
in early diseases (24-27). The diagnostic algorithm for diagnosis of mycosis fungoides
includes clinical features, histopathology, immunopathology and T-cell clonality

molecular studies (1,28).

The diagnostic criteria for mycosis fungoides includes (29):

1. Clinical criteria includes basic and additional criteria:
a) Basic criteria-Persistent and/or progressive patches/thin plaques

b) Additional criteria - i) Non-sun exposed location, ii) Size/shape variation
iii)Poikiloderma
(2 points for basic criteria and two additional criteria & 1 point for basic
criteria and one additional criteria)

2. Histopathological criteria includes basic and additional criteria:

a) Basic criteria- Epidermotropism without spongiosis
b) Additional criteria- i) Lymphoid atypia, ii) Pautrier’s microabscess
iii)Superficial dermal perivascular or lichenoid infiltrate

(2 points for basic criteria and two additional criteria & 1 point for basic

30



criteria and one additional criteria)
3. Molecular biological criteria includes monoclonal TCR gene
rearrangement
(1 point for clonality)
4. Immunopathologic criteria
Epidermal discordance of CD2, CD3, CD5, CD7 or CD8
(1 point for the criteria)

A total of 4 points is required for the diagnosis of mycosis fungoides based on any
combination of points from the clinical, histopathologic, molecular biological and

immunopathologic criteria.

4.2 PLAQUE PSORIASIS:

The gold or reference standard is conventionally accepted to be a clinical diagnosis
based on the pattern recognition of clinical features, made by a qualified dermatologist.
There are no valid clinical examination-based diagnostic criteria for psoriasis at present
to support diagnosis of psoriasis and help in standardisation of disease definition in
research. The diagnosis may be supported, when required, by a histopathology of the

lesion (30).
4.3 DISCOID ECZEMA:

There is no standard criteria for diagnosing discoid eczema except for atopic dermatitis.
Discoid eczema is usually diagnosed by the typical clinical appearance of crusted scaly
plaques after ruling out superficial fungal infections and bacterial infections by skin
scrapings, patch tests and swabs for culture. The diagnosis may be supported by a skin

biopsy (31).
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5. DERMOSCOPY

Dermoscopy is a non-invasive technique that aids in diagnosis of both inflammatory
diseases as well as pigmented and non-pigmented neoplastic skin conditions by
permitting the visualization of features that are not visible to the naked eye (2-4). By
assessment of characteristic vascular structures, colours and other patterns, dermoscopy

can improve diagnostic accuracy for several dermatologic conditions (3,4).

5.1 MYCOSIS FUNGOIDES:
There are very few studies in literature that have described the various dermoscopic
findings in mycosis fungoides. The specific dermoscopic features reported in literature

that suggest a diagnosis of mycosis fungoides includes the following (10-12):

a) Regular-appearing white structureless areas, b) Fine short linear vessels, ¢) Dotted

vessels, d) Dotted + linear vessels forming a spermatozoa-like vascular structures,

e) Y- shaped arborizing vessels with regular, clustered and patchy vessel arrangement,

f) White and yellow scales with patchy, peripheral and diffuse scale distribution,

g) Orange-yellow patchy areas, h) Light red and dull red background, i) Yellow
ulceration, j) Perifollicular accentuation and comedo-like openings in follicular mycosis

fungoides (FMF).

Other dermoscopic findings seen in mycosis fungoides patients include ring shaped
vessels, hairpin like vessels, comma shaped vessels, red globules, glomeruli like vessels

and purpuric dots.
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Table 2: The various dermoscopic findings reported in literature on mycosis

fungoides and corresponding studies

Reported
dermoscopic
findings in MF

STUDIES CITED

Ghahramani
etal (2)

Lallas
et al
(11)

Xu et al | Ozturk
(12) et al
(13)

Bilgic et
al (10)

A. VASCULAR STRUCTURES

1. Dotted vessels

16% (patch)
100%(plaque)

56.3%

67.7% 29.4%

35%

2. Dotted + linear

65%

3. Fine short
linear vessels

83% (patch)

93.8%

90.3% | 82.3%

4. Red globules*

5. Glomerular *
vessels

6. Spermatozoa
-like structures

74.2% | 29.4%

7. Rings/hairpin-
like vessels

9.7% -

8.Y-shaped
arborising vessels

- 29.4%

9. Vessel arrangement

a) Patchy

25.8% |-

80%

b) Regular

67.7% |-

15%

c) Cluster

6.9% -

5%

B. SCALE CHARACETRISTICS

10. Scale colour

a) White scales

50% (patch)

18.8%

3.2% 70.5%

80%

b) Yellow-white
scales

100%(plaque)

5%

11. Scale distribution

a) Patchy

36.6%

b) Peripheral

3.3%

c) Diffuse

16.6%
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12. Yellow crusts* | -

C. BACKGROUND COLOURS

13. Background colour

a) Light red 16% (patch) | - 9.7% - 45%
b) Dull red 50% (patch) | - 83.9% |- 10%
100%(plaque)
c) Brown* - - - - -
d) Yellow - - - - 10%
14. Structureless | 100% - - 352% |-
patches
15. Orange- 100%(plaque) | 90.6% | 90.3% |88.2% | 35%
yellow
patchy areas

D. OTHER DERMOSCOPIC FINDINGS

16.Perifollicular
accentuation

100% (FMF)

17.Comedo-like 60% (FMF) - - - -

openings

18. Crystalline 33% (patch | - - - -
structures stage MF)

*Red globules, glomerular vessels, yellow crusts and brown background colour
were not seen in mycosis fungoides lesions in the above studies.

Vascular structures in mycosis fungoides:
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Figure 3: Vascular structures on dermoscopy in mycosis fungoides; Adapted from
Ayhan E et al (32)
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Figure 4: Vascular arrangement on dermoscopy in mycosis fungoides; Adapted
from Ayhan E et al (32)

In a study by Lallas et al. where dermoscopic features in 32 patients from European
descent with patch-stage mycosis fungoides were analysed and compared with the
dermoscopic features of 35 patients with chronic dermatitis, they reported that the most
prevalent features in patch stage early mycosis fungoides were fine short linear vessels
in 30/32 cases (93.8%) and orange-yellowish patchy areas in 29/32 cases (90.6%).
Additionally, they described a characteristic subtype of linear vessels, i.e., spermatozoa-
like structures (specific vascular structure with a dotted and a short curved linear vessel
resembling a spermatozoa) seen in 16/32 (50%) mycosis fungoides cases. The fine
short, linear vessels and orange-yellowish patchy areas were found to be of high
sensitivity (93.7% and 90.6%, respectively) and specificity (97.1% and 99.7%,
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respectively) for the accurate differential diagnosis of mycosis fungoides. Spermatozoa-
like structure was a highly specific marker of mycosis fungoides (99.7%), but with a
low sensitivity (50%). The other findings included dotted vessels in 18/32 cases (56.3%)

and white scales in 6/32 cases (18.8%) (11).

In a prospective study, Ghahramani et al. recruited 15 patients with primary cutaneous
lymphoma, including 7 patients with mycosis fungoides and the characteristic
dermoscopic features of patch and plaque stages of mycosis fungoides were
interconnected white structureless patches (100%) which encircle small fine linear
vessels (71.4%) producing an overall trabeculated to fenestrated pattern along with
spermatozoa-like structures (57.1%) and white scales (57.1%) (2).

In a retrospective study done by Xu et al. on 101 patients, 31 patients with mycosis
fungoides, 36 patients with chronic dermatitis and 34 patients with plaque psoriasis
were examined dermoscopically, histopathologically and immunohistochemically. This
study confirmed the repetitive dermoscopic features of mycosis fungoides in Chinese
patients. The most common dermoscopic structures observed were linear vessels and

orange-yellowish patchy areas (28/31 cases in both accounting for 90.3%).

The frequency of spermatozoa-like structures constituted 23/31 cases (74.2%) which
was higher than the previous studies by Lallas et al. and Ghahramani et al. (2,11). The
authors also assessed the vessel distribution and arrangement in mycosis fungoides,

which was found to be regular arrangement in most cases (21/31 cases; 67.7%)(12).

36



A study conducted by Ozturk et al., where dermoscopic features of patients with stage
I1A mycosis fungoides were compared with that of plaque psoriasis, the most common
features were orange-yellow patches in 15/17 cases (88.2%) along with short, fine and
linear vessels in 14/17 cases (82.3%), and geometric white scales in 12/17 cases
(70.5%). Unlike the previous studies, it was observed that there is a relatively high
prevalence of scales in mycosis fungoides patients. The prevalence of these scales were
geometric white scale (12/17 cases), perifollicular white scale (8/17 cases), collarette
white scale (6/17 cases) and diffuse lamellar white scale (1/17 cases) (13).

In the descriptive study by Bilgic et al. to evaluate the role of dermoscopy in the
differential diagnosis of various common inflammatory disorders, they included
mycosis fungoides (n = 20), plaque psoriasis (n = 50), pityriasis rosea (n = 30), lichen
planus (n = 30) and nummular dermatitis (n = 20) patients. The most common
dermoscopic findings observed in mycosis fungoides patients were white scales in
16/20 cases (80.0%) along with dotted and linear vessels in 13/20 cases (65.0%) in a
regular (15%) or patchy distribution (80%). The background was light red in 45% cases

and orange-yellow in 35% cases(10).

In a prospective study by Bosseila et al. in Egyptian population, where 25 mycosis
fungoides patients were recruited, of which 16 (64%) were classic patch and plaque
stage mycosis fungoides, 7 (28%) were hypopigmented and 2 (8%) poikilodermatous
mycosis fungoides. It was observed that 16 patients (64%) had dotted vessels, 12
patients (48%) had linear vessels, 4 patients (16%) each showed comma shaped vessels

and yellowish areas (33).
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The dermoscopic features seen in other relevant variants of mycosis fungoides include:
a) Poikilodermic variant of mycosis fungoides (34):

- Reticular brown areas on a pinkish-white or white background with

- Dotted and hairpin vessels or dotted and glomerular vessels.

b) Erythrodermic mycosis fungoides:

The study by Errichetti et al. involving a patient with erythrodermic mycosis fungoides
dermoscopically revealed the presence of dotted and serpiginous vessels
(spermatozoon-like shape) over whitish-pinkish background along with white scale
(34,35).

¢) Hypopigmented mycosis fungoides:

In the retrospective analysis of dermoscopic features of mycosis fungoides in patients
with skin of colour, Nakamura et al. observed patchy amorphous, white pink areas with
reduced natural pigment network (36).

d) Folliculotropic mycosis fungoides (FMF):

Ghahramani et al. had five patients with FMF in their study. The most common findings
found in the study were perifollicular accentuation (5/5 cases), white scales (5/5 cases),
comedo-like openings, structureless patches (both present in 3/5 cases) and crystalline
structures (2/5 cases) (2). A study by Jurakic Toncic et al. found that perifollicular
accentuation (white halo around hair follicles) was an early feature of folliculotropism
(37). Caccavale et al. also reported perifollicular erythema surrounding comedo-like
lesions, white structureless areas replacing lost hair follicles along with fine short linear,

glomerular and dotted vessels as the dermoscopic features seen in FMF (38).
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5.2 PLAQUE PSORIASIS:

The dermoscopic features seen in plaque psoriasis include (39,40):

a) Regularly distributed red dots, b) Red globular rings, c) Light red background

colour and d) White superficial scales.

In the study by Errichetti et al., it was shown that the presence of uniform dotted vessels
on a red background along with diffuse white scales have a good diagnostic accuracy

for psoriasis, with specificity of 88.0% and sensitivity of 84.9% (39).

In a study conducted by Joanna Golinska et al., the most common features seen in a
patient with plaque psoriasis included red dots and globules distributed in a diffuse
pattern seen in 170/306 cases (55.6%). These red dots and globules represented either
bushy vessels or twisted loops on higher magnification. The other patterns of vessel
distribution noted were patchy and polygonal seen in 117/306 cases (38.2%) and 19/306
cases (6.2%) respectively. The scales were observed in 277/306 cases (90.5%). White
scales were seen in 200/306 cases (65.4%) and yellow scales in 77/306 cases
(25.2%)(41).

Lallas et al., in their study observed that dotted vessels were commonly observed in a
regular distribution seen in 73/83 cases (88%) and white scales were seen in 58/83 cases
(70%) (40). In the study by Ghahramani et al., they observed dotted vessels in 100%
cases, white scales in 70% (50/83 cases), light red background seen in 41% (34/83
cases) and dull red background in 58% (48/83 cases). Yellow scales were not seen in

any patients in the study(2).
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5.3 DISCOID ECZEMA:

The characteristic dermoscopic features of eczema include(39,40):

a) Yellow scales, b) Sero-crusts, ¢) Dotted vessels distributed in clusters or randomly
(non-specific arrangement), d) Rail-like appearance of white scales and e) Brownish-

salmon coloured dots/red globules.

Errichetti et al. described the hallmark features of eczema as dotted vessels which were
arranged in clusters or randomly (unspecific arrangement), yellow scales and sero-
crusts (yellow clod sign) along with haemorrhages which could be a result of intense
itching. Chronic cases of eczema showed uniform dotted vessels surrounded by a white
halo which was a sign of lichenification. Glomerular vessels or globular vessels were
seen with stasis dermatitis. Brownish-salmon-coloured globules/dots denoting
spongiotic vesicles were seen in chronic hand eczema. “Rail-like” appearance (white

scales having a double free edge) were seen with asteatotic eczema (39).

In the study by Lallas et al., in eczematous dermatitis the vessels were more commonly
arranged in a patchy distribution (24 /41 cases; 59%) along with yellow scales (25 /41
cases; 61%). In the study by Ghahramani et al., they observed dotted vessels in 86%
cases (30/35 cases), fine short linear vessels in 3% cases (1/35 cases). White scales were
seen in 66% (23/35 cases) and yellow scales in 57% cases (20/35 cases). The light red
background was seen in 15% (6/35 cases) and dull red background in 66% (27/35
cases)(40). In Vazquez Lopez et al., the vascular pattern seen in all the patients with

discoid eczema were red dots and red globules (42).
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54 COMPARISON OF DERMOSCOPIC FEATURES OF MYCOSIS

FUNGOIDES WITH PLAQUE PSORIASIS AND DISCOID ECZEMA

Mycosis fungoides manifesting at an early stage as scaly infiltrated erythematous
patches or plagues remains a diagnostic challenge as its clinical presentation may
closely mimic inflammatory skin diseases such as discoid eczema and plaque psoriasis
(11). Clinical misinterpretation of early mycosis fungoides as plaque psoriasis or
discoid eczema often delays biopsy and histological examination. There is clinical and
histologic overlap of mycosis fungoides with other benign inflammatory dermatosis,
including psoriasis and eczema which delays the diagnosis. Optimal management of

mycosis fungoides depends on accurate and precise diagnosis (12).

Dermoscopy is a technique that helps in diagnosis of various skin lesions by permitting
the visualization of features by assessing characteristic vascular structures and patterns.
Dermoscopy is considered to be an intermediate method between clinical diagnosis and
histopathological diagnosis of the lesion, since the latter remains the gold standard for
diagnosis (43). It has recently been shown that early patch stage mycosis fungoides
lesions display a characteristic dermoscopic pattern of fine short linear vessels, orange-
yellow patchy areas, and spermatozoa-like vascular structures, allowing the disease to

be more easily differentiated from chronic dermatitis and psoriasis.

Lallas et al., have studied the dermoscopic pattern of early stage mycosis fungoides
(n=32) and compared it with the dermoscopic features observed in chronic dermatitis
(n=35). The dermoscopic examination was based on (i) dotted vessels; (ii) fine short
linear vessels; (iii) spermatozoa-like structures; (iv) orange-yellowish patchy areas; (v)

white scales; and (vi) yellow scales. The results showed that mycosis fungoides lesions
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exhibited a characteristic dermoscopic pattern consisting of fine short linear vessels,
orange-yellowish patchy areas and characteristic spermatozoa-like vascular structures
which was found to be highly specific for the diagnosis of mycosis fungoides while
chronic dermatitis mainly consisted of markedly increased dotted vessels (85.7%) along
with white scales (65.7%) and yellow scales (57.1%)(11).

The dermoscopic findings, histologic features, clinical characteristics, and demographic
data of mycosis fungoides were analysed and compared with that of psoriasis and
eczematous dermatitis by Ghahramani et al. and the results showed that characteristic
dermoscopic findings like interconnected white structureless patches, fine short linear
vessels and spermatozoa-like structures seen in patch stage of mycosis fungoides were
not found in psoriasis and eczematous dermatitis. They showed more dotted vessels,

white scales and yellow scales (2).

A study conducted by Xu et al. showed that the dermoscopic features of early mycosis
fungoides were linear vessels (sensitivity 90.3%, specificity 92.9%), regular
arrangement of blood vessels, orange-yellow patchy areas (sensitivity 90.3%,
specificity 91.4%) and spermatozoa-like structures (sensitivity 74.2%, specificity
100%). These dermoscopic findings helped in differentiating mycosis fungoides from
chronic dermatitis and plaque psoriasis which present with similar clinical features.
Chronic dermatitis presented with dotted vessels in most cases (35/36 cases; 97.2%)
with a patchy distribution (24/36 cases; 51.1%) over a dull red background (24/36;
66.7%) along with yellow scales (23/36 cases; 63.9%) while plague psoriasis most

commonly presented with dotted vessels in a regular arrangement (33/34 cases; 97.1%)
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over a light red background (24/44 cases; 70.6%) along with white scales (24/34 cases;
79.6%) (12).

According to the study conducted by Ozturk et al. where the dermoscopic features in
patients with stage I1A (with no detailed information about the clinical morphology of
the lesions) mycosis fungoides (n = 17) were compared with patients with psoriasis (n
= 17). The most common features observed in mycosis fungoides were the orange-
yellow patches in 15/17 cases (88.2%), short, fine and linear vessels in 14/17 cases
(82.3%), and geometric white scales in 12/17 cases (70.5%) while dotted and red
globular vessels were seen only in 1/17 cases (5.8%). The most prevalent features
observed in patients with psoriasis were dotted vessels in 16/17 cases (94.1%), diffuse
lamellar white scales in 15/17 cases (88.2%) and dotted/ red globular vessels in 12/17
cases (70.5%). Among the scales observed, the geometric white scales were more
common in patients with mycosis fungoides while diffuse lamellar white scales were
common in patients with psoriasis (13).

In a recent article on ‘Dermoscopy in differential diagnosis of inflammatory dermatoses
and mycosis fungoides’, Bilgic et al. evaluated the role of dermoscopy in the differential
diagnosis of various common inflammatory disorders including mycosis fungoides (n
= 20), plaque psoriasis (n = 50), pityriasis rosea (n = 30), lichen planus (n = 30), and
nummular dermatitis (n = 20). The findings from the dermoscopic examination were
recorded based on a) Background colour: Light red, dull red, yellow, yellow-orange, b)
Vessel type: Dotted and dotted + linear vessels, spermatozoa-like vessels, ¢) Vessel
arrangement: Regular, clustered, patchy and ring-like, d) Scale colour: White, yellow,

and yellow-white, e) Scale distribution: Patchy, peripheral, diffuse, and central, f)
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Additional findings: Spermatozoa-like vessels and yellow clods. The results showed
dotted +linear vessels (65%) in a patchy distribution pattern (80%) with white (80%)
and yellow-white scales (5%) in mycosis fungoides, regularly arranged (76%) dotted
vessels (96%) with white scales (76%) in plaque psoriasis and dotted vessels (100%) in
patchy distribution pattern (70%) with yellow-white scales (50%) in nummular

dermatitis.

6. HISTOPATHOLOGY
The anatomo-clinical correlation of dermoscopic with histopathologic findings is thus

Important in our study as the gold standard of diagnosis is histopathology.

6.1 MYCOSIS FUNGOIDES:

The histopathology of mycosis fungoides includes the following (29):

1. Atypical lymphoid cells with hyperchromatic, irregular or cerebriform nuclear
contour, with size slightly larger than normal lymphocytes. These cells are called
mycosis cells, Sezary cells or Lutzner cells.

2. Atypical haloed lymphocytes present individually within the epidermis

3. Single lymphoid cells arranged linearly with pagetoid spread along the basal layer of
the epidermis (buckshot distribution with pericellular halos)

4. Increased number of lymphocytes (not necessarily atypical) relative to other
dermatitis, present individually or in collections in an epidermis devoid of spongiotic
microvesiculation (termed as ‘‘Disproportionate epidermotropism’’).

5. Vacuolar interface dermatitis

6. Mixed inflammatory cell infiltrates consisting of lymphocytes, histiocytes and
eosinophils surrounding vessels in the upper dermis.
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7. Fibrosis in the papillary dermis
There are no definite histopathologic correlates for reported dermoscopic features of
mycosis fungoides. The proposed histopathological correlates of the dermoscopic

features are given in Table 3.

Table 3: The dermoscopic features and their proposed histopathologic correlate in

mycosis fungoides (2,13,39)

DERMOSCOPIC FEATURES HISTOPATHOLOGIC FEATURES

a) Regular white structureless areas Epidermotropism, atypical pleomorphic
cells and lichenoid infiltrate

b) Fine short vessels Dilated vessels

c) Dotted vessels Dilated tortuous irregular vessels which
spare the centre of lesions

d) Spermatozoa like structures Capillaries along the dermal papillae
extending horizontally to subpapillary
dermis

e) White and yellow scales Hyperkeratosis,  parakeratosis  and
acanthosis

6.2 PLAQUE PSORIASIS:

The characteristic histopathological features for plaque psoriasis includes psoriasiform
epidermal hyperplasia, dilated capillaries in the papillary dermis, suprapapillary
thinning, Munro’s microabscesses, spongiform pustules of Kogoj and a perivascular

infiltrate of lymphocytes, histiocytes and few neutrophils (12,40).
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Table 4: The dermoscopic features and their histopathologic correlate in plaque

psoriasis (39)
DERMOSCOPIC FEATURES HISTOPATHOLOGIC FEATURES
a) Uniformly distributed red dotted | Dilated vertically arranged capillaries
vessels within the regularly elongated dermal
papillae

b) Diffuse white scales Parakeratosis

) Red globules Dilated and tortuous capillary loops

d) Glomeruli like vessels Irregular tortuous capillaries

e) Light or dull red background Dilated capillaries

6.3 DISCOID ECZEMA:

The histopathological criteria for eczema includes presence of acanthosis and

spongiosis of the epidermis with a parakeratotic crust of serum and neutrophils and a

slight infiltration of lymphocytes, histiocytes and eosinophils surrounding vessels in the

upper dermis (12,40).

Table 5: The dermoscopic features and their histopathologic correlate in eczema

(39):

DERMOSCOPIC FEATURES

HISTOPATHOLOGIC FEATURES

a) Dotted vessels distributed in clusters or

randomly (non-specific arrangement)

Dilated capillaries in irregularly elongated

dermal papillae

b) Yellow scales and serocrusts

Hyperkeratosis and spongiosis/ exocytosis
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c) Uniform dotted vessels surrounded by a | Lichenoid infiltrates

white halo

7. IMMUNOHISTOCHEMISTRY IN MYCOSIS FUNGOIDES

The mycosis fungoides tumor cells are usually CD3+ and CD4 + and CD8 -. CD4/CD8
ratio greater than 4-6 suggest diagnosis of mycosis fungoides as they denote
proliferation of CD4+ neoplastic cells. However, CD4 positivity can also be seen in
histiocytes and Langerhans cells. Lesional skin showing loss of pan T-cell markers like
CD2, CD5, and CD7, in CD4+ T cells also supports the diagnosis of mycosis fungoides.
In early mycosis fungoides, loss of CD2 and CDS5 is rare. Expression of CD2 or CD5
by less than 50% of infiltrating T cells is specific but only about 10% sensitive.
However, diminished expression is more frequent in early mycosis fungoides.
Decreased CD7 expression of less than 10% infiltrating lymphocyte was found to be
93-100% specific and 41-80% sensitive for mycosis fungoides diagnosis (44). In
hypopigmented mycosis fungoides, a predominant CD8+ epidermotropism was seen
(45).

Polymerase chain reaction (PCR) or Southern blot analysis detection of T-cell receptor
(TCR) monoclonality is seen in mycosis fungoides. However, PCR is found to be more
sensitive than Southern blot analysis. Around 83% of early mycosis fungoides cases

showed clonal TCR gene arrangement by PCR analysis (44).
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8. STAGING OF MYCOIS FUNGOIDES

TNMB classification (1,46):

Skin

T1- Limited patches, papules and plaques covering <10% of the skin surface; may

further stratify into T1a (patch only) versus T1b (plague * patch)

T2- Patches, papules and plaques covering >10% of the skin surface; may further

stratify into T2a (patch only) versus T2b (plague * patch)

T3 One or more tumours (>1 cm diameter)

T4 Confluence of erythema covering >80% body surface area

Node

NO No clinically abnormal peripheral lymph nodes; biopsy not required

N1 Clinically abnormal peripheral lymph nodes; histopathology Dutch grade 1 or NCI

LNO-2
N1a Clone negative, N1b Clone positive

N2 Clinically abnormal peripheral lymph nodes; histopathology Dutch grade 2 or NCI

LN3
N2a Clone negative, N2b Clone positive

N3 Clinically abnormal peripheral lymph nodes; histopathology Dutch grades 3—4 or

NCI LN4; clone positive or negative

NX Clinically abnormal peripheral lymph nodes; no histological conformation
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Visceral
MO No visceral organ involvement

M1 Visceral involvement (must have pathology confirmation and organ involved

should be specified)

Blood

B0 Absence of significant blood involvement; <5% of peripheral blood lymphocytes

are atypical (Sezary cells)

BOa Clone negative, BOb Clone positive (identical to skin T-cell clone)

B1 Low blood tumour burden; > 5% of peripheral blood lymphocytes are atypical

(Sezary cells) but does not meet the criteria of B2

Bla Clone negative, B1b Clone positive (identical to skin T-cell clone)

B2 High blood tumour burden; >1000/uL Sezary cells with positive clones

Table 6: Staging of Mycosis fungoides

Stage T (tumour) N (node) M (metastasis) | B (blood)
IA Tla/b NO MO B0-1

IB T2a/b NO MO BO-1

A T1-2 N1 MO B0-1

1]5] T3 NO-2 MO B0-1
1A T4 NO-2 MO BO

1B T4 NO-2 MO Bl

IVA1 T1-4 NO-2 MO B2
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IVA2 T1-4 N3 MO BO-2

VB T1-4 NO-3 M1 B0-2

9. SEVERITY SCORES IN PSORIASIS AND ECZEMA

9.1 PLAQUE PSORIASIS

The severity of plaque psoriasis was determined using the Psoriasis activity and severity
index (PASI) score. The PASI is a clinician-rated measure of psoriasis severity in four
locations: head, upper limbs, trunk, and lower limbs. For each location, a score is
calculated based on psoriasis severity and surface area involvement. The severity score
iIs comprised of three attributes (erythema [redness], induration [thickness],
desquamation [scaling]) rated on a scale from O (none) to 4 (very severe) and summed
for a severity score ranging from 0-12. The surface area score ranges from 0 (0%) to 6
(90-100%). Each of the four body location scores is calculated as the severity sum score
multiplied by the surface area score (possible range = 0—72). Each location score is then
multiplied by a specific correction score (head =0.1, upper limbs=0.2, trunk=0.3,
lower limbs = 0.4), with the adjusted scores summed to produce a total score ranging
from 072 (47,48).The overall score divides the disease into mild, moderate and severe

plaque psoriasis. PASI score sheet is given in Annexure 6.

9.2 DISCOID ECZEMA

The severity of discoid eczema was calculated using the Eczema area and severity index
(EASI) score. An EASI score is a tool used to measure the extent (area) and severity

of eczema. Severity score is recorded for each of the four regions of the body. The
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severity score is the sum of the intensity scores for four signs. The four signs include
redness (erythema, inflammation), thickness (induration, papulation, swelling-
acute eczema),  scratching  (excoriation) and lichenification (lined  skin,
furrowing, prurigo nodules-chronic eczema). The average intensity of each sign in each
body region is assessed as: none (0), mild (1), moderate (2) and severe (3). For each
region, the intensity for each of four signs is recorded and the severity score is
calculated. For each region, multiply the severity score by the area score and by a
multiplier. The multiplier for each site being 0.1 for head, 0.2 for upper limbs, 0.3 for
trunk and 0.4 for lower limbs. The total scores for each region are added to determine
the final EASI score. The minimum EASI score is 0 and the maximum EASI score is

72 (49). EASI score sheet is given in Annexure 7.

10. DERMATOLOGICAL LIFE QUALITY INDEX (DLQI)

Mycosis fungoides can cause highly visible, pruritic and painful lesions that can be
debilitating to patients, interfering with their ability to sleep, perform daily activities
and social functioning. The significant psychosocial burden of mycosis fungoides is
related not only to clinical symptoms, but also to stressors inherent in living with a
potential haematologic malignancy (eg. prognosis, therapeutic toxicities and substantial
financial strain). Given the severe symptom burden and chronic nature of mycosis
fungoides, effective assessment of DLQI is essential to guiding patient-centred care in
the population (50). A few studies have tried to assess the health related quality of life

(HRQoL) and other quality of life (QoL) indices of patients with mycosis fungoides,

51



however studies which evaluate the dermatological quality of life in patients with

myecosis fungoides are currently lacking in literature (51,52).

The DLQI is a questionnaire (Annexure 5) which was developed by Finlay and Khan.
It has been described as the most established dermatological life quality instrument. It
consists of 10 questions regarding the impact of a skin disease on the daily life activities
and feelings of the patient. Each question is scored from 0 (not at all) to 3 (very much).
A total of 30 points is the maximum score, where 0-1 is regarded as no effect, 2-5 small,
6-10 moderate, 11-20 very large and 21-30 as an extremely large effect on the patient’s

life(53).

In a prospective randomised clinical trial conducted by Graier et al., DLQI of early
mycosis fungoides patients and the effect of PUVA therapy on them were studied.
Among 24 patients who were enrolled, 7/24 patients (29%) had no impairment of
quality of life (DLQI 0-1), 4/24 cases (17%) had strong impairment (DLQI >10), 7/24
cases (29%) had moderate impairment (DLQI 6-10) and 6/24 cases (25%) had slight
impairment (DLQI 2-5) of quality of life by mycosis fungoides prior to treatment (54).
In a recent article on ‘Clinical severity measures and quality-of-life burden in patients
with MF/SS: comparison of generic and dermatology-specific instruments’ by C.M.
Herbosa et al., they performed a comprehensive assessment of QoL in MF/SS using an
extensive battery of validated two generic instruments such as Health Utilities Index
Mark 3 (HUI3) and RAND 36-Item Short-Form Health Survey (SF- 36), as well as three
dermatology-specific QoL instruments such as Skindex-29, visual analogue scale for
itch (VAS itch) and 5-D pruritus scale. The results showed that patients with MF/SS

scored significantly worse than controls on all QoL instruments used, with advanced
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stage (11B-1VB) disease having the worst QoL impairment. Early-stage (IA-I1A) and
advanced-stage MF/SS patients had significantly reduced overall health status and
worst skin-specific impairment than controls, with advanced-stage disease reporting the
most severe skin-specific burden. Clinical severity measures had a weak correlation

with generic and moderate correlation with dermatology-specific instruments (50).

In summary, there is very few literature available regarding dermoscopic features
In mycosis fungoides and their comparison with its mimics like plaque psoriasis
and discoid eczema. Hence, we decided to study their dermoscopic features and
compare these in our population. As studies which evaluate the DLQI in patients with
mycosis fungoides are lacking in literature, we decided to assess the dermatological
quality of life in patients with mycosis fungoides in an Indian setting. We are hoping
that the information we collect is going to help throw more light on these particular
diseases and the patient’s quality of life and thus help in early diagnosis and treatment

of the disease.
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MATERIALS AND METHODS

STUDY DESIGN

This is a hospital based, single centre, cross sectional observational study on the
dermoscopic features of mycosis fungoides and their comparison with the dermoscopic
features of plaque psoriasis and discoid eczema and dermatological quality of life in

patients with mycosis fungoides.

STUDY SETTING

The study was conducted in the Department of Dermatology, Venereology and Leprosy
Unit -2 at Christian Medical College, Vellore, a tertiary care hospital in VVellore, Tamil
Nadu. The patients were recruited from the in-patient and out-patient departments of

Dermatology at Christian Medical College, Vellore.

STUDY DURATION

This study was conducted between October 2020- September 2021 (12 months)

STUDY POPULATION

Patients with clinical features of mycosis fungoides, plaque psoriasis and eczema

fulfilling the following criteria were included in the study.

Inclusion criteria for cases and controls:

1. Patients aged 18 years and above with biopsy proven mycosis fungoides and patients
with clinical features of classical plaque psoriasis and discoid eczema

2. Patients willing to participate in study.
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Exclusion criteria for cases and controls:

1. Atypical cases of psoriasis and eczema

2. Palmoplantar psoriasis, scalp psoriasis, flexural psoriasis, erythrodermic psoriasis
and pustular psoriasis

3. Hand and foot eczema, allergic contact dermatitis, seborrheic dermatitis and
erythroderma secondary to eczema

4. Cases where histopathology of mycosis fungoides is not clear
5. Not willing to participate in the study
SAMPLE SIZE

With reference to mycosis fungoides having a dotted vessel of 56.3% and dermatitis at
85.7% on dermoscopy with power at 80% and alpha error at 5% we need to study at
least 36 mycosis fungoides lesions and 36 psoriasis and eczema lesions. Thus, 36 lesions
of mycosis fungoides, 18 patients of plaque psoriasis and 18 patients of discoid eczema

were included in the study. The formula for calculating sample size is given below

H, B =P, H, B =F,

2
{z . 2P 1-Fj+zw iz (1-P1)+P2(1—P2)}
1-—
2

(Pl - Pz )2

5 P +P
2
1"‘1 : Proportion in the first group
P, : Proportion in the second group
o : Significance level
1-B  : Power
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METHODOLOGY

All patients aged 18 years and above with mycosis fungoides, classical plaque psoriasis
and discoid eczema diagnosed on the basis of history and clinical features and were
willing to be a part of the study were screened after the patient information sheet was
given (Annexure 2) and written informed consent (Annexure 3) was taken. Data
collection was done using a proforma (Annexure 4) which included demographic details

and relevant history and clinical examination to obtain the patient profile.

o Patient selection
Clinical examination was done and description including morphology and distribution
and total body surface area of all lesions suggestive of mycosis fungoides, classical
plaque psoriasis and discoid eczema were recorded.
Mycosis fungoides: Patients who fulfilled the following diagnostic clinical criteria
were included in the study- a) Basic criteria- Persistent and/or progressive patches/thin
plaques; b) Additional criteria - i) Non-sun exposed location ii) Size/shape variation

and iii) Poikiloderma

Psoriasis: Patients with characteristic features of psoriasis which includes sharply
demarcated, erythematous, scaly patches or plaques appearing anywhere on the body,
commonly affected areas including the scalp, trunk, gluteal fold, and extensor surfaces

such as the elbows and knees were included in the study.

Discoid eczema: Patients who presented with lichenified papules and plaques and had

classic historical features of intensely pruritic, erythematous papules and vesicles with
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excoriations and serous exudates were included in the study. All discoid eczema cases
with different aetiologies like dry discoid eczema, atopic dermatitis, asteatotic eczema
and stasis eczema, that presents with scaly plaques over trunk and extremities were also

included in the study.

e Dermoscopy
Dermoscopy was done on three lesions each in all enrolled patients. Patients with a
history of use of topical steroids or immunomodulators and the duration of use of
topicals were recorded as it could modify dermoscopic features. However, such patients
were recruited after stopping the topicals for a period of 1 week and dermoscopic
features were recorded at the second visit. Clinical and dermoscopy photographs were
obtained using a FotoFinder Systems GmbH Medicam 800 (software version from 2.1)
at 20x or 60x magnification from the lesions. FotoFinder (FotoFinder Systems GmbH,
Bad Birnbach, Germany) video dermatoscope is an immersion dermoscopy non-
polarized system equipped with a video camera with lenses providing magnifications
ranging from 20X to 120X. The contact medium used was radiographic jelly (ROYAL
— composed of triethanolamine, monopropylene glycol, preservatives). The images

obtained were visualized on a monitor and stored on a computer.

Dermoscopic screening was done over the entire lesion and their features were noted.
Dry dermoscopy was done to visualise the scale characteristics while a magnification
of 20X from the lesions was used to view the overall dermoscopic patterns and finer

details were seen in 40X and 60X magnification.
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e Histopathology and immunohistochemistry

The suspected mycosis fungoides patients with no history of using topical steroids or
immunomodulators within a period of 1 week underwent biopsy for histopathological
confirmation of the diagnosis with immunohistochemistry profile. The biopsy was

performed from the most indurated lesions of the patients.

The histopathological features that were assessed include: i) Atypical irregular
lymphoid cells within the epidermis, ii) lymphocytes disposed as solitary units and
aligned in the basal layer of the epidermis (epidermotropism), iii) lymphohistiocytic
infiltrate surrounding the vessels, iv) lack of spongiosis of the epidermis and v)
psoriasiform epidermal hyperplasia. In immunohistochemistry, the lesions were

assessed whether they were positive for CD3, CD4 and negative for CD7.

Only patients with a histopathological confirmation for mycosis fungoides were
included in the study. Subsequently, the dermoscopic features of biopsy proven mycosis
fungoides (patch and plague stages), classical plaque psoriasis and discoid eczema were
compared with each other. The dermoscopic findings were broadly categorised into
vascular structures, scale characteristics, background colours and other dermoscopic

findings. The following variables were included under each category:

a) Vascular structures:

i) Fine short linear vessels; ii) Dotted vessels; iii) Red globules; iv) Glomerular vessels
v) Ring/Hairpin vessels; vi) Spermatozoa-like structures; vii) Y- shaped arborizing

vessels; viii) Vessel arrangement: a) regular, b) clustered and c) patchy
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b) Scale characteristics:

1) White scales; ii) Yellow scales; iii) Scale distribution: a) patchy, b) peripheral and c)

diffuse;

¢) Background colour:

i) Regular-appearing white structureless areas; ii) Orange-yellow patchy areas; iii)

Background colour: a) light red and b) dull red c) brown; iv) Yellow crusts;

d) Other dermoscopic findings:

1) Perifollicular accentuation in folliculotropic mycosis fungoides and ii) Comedo-like

openings in folliculotropic mycosis fungoides.

In patients with mycosis fungoides, clinical staging was done while severity scores like
Psoriasis Area and Severity Index (PASI) (Annexure 6) and Eczema Area and Severity
Index (EASI) (Annexure 7) were done for psoriasis and eczema respectively.

The Dermatology life quality index questionnaire (DLQI) (Annexure 5) was
administered by the investigator to all the patients with mycosis fungoides. Scores were

calculated and recorded in the DLQI questionnaire.

STATISTICAL METHODS

Data entry was done using EPI Data 3.1. Data analysis was reported using SPSS 21.0.
Descriptive statistics was reported using Mean + SD for continuous variables,
frequency and percentage for categorical variables. A comparison between the groups

for continuous variables was reported using two independent sample t test which are
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normally distributed. Non-normal data was reported using Mann Whitney's U test.
Categorical variables were reported using Chi Square/Fisher's exact test. P value <0.05

was considered statistically significant.
IRB APPROVAL

The study was approved by the Institutional Review Board. (IRB approval no -13456).

Details present in Annexure 1.
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RESULTS

Forty-eight patients who attended our dermatology outpatient department were
prospectively recruited during the study period between October 2020 and September
2021 (12 months) of which 12 patients had Mycosis fungoides and 18 patients each had
Plaque psoriasis and Discoid eczema. Three lesions from each recruited patient were
studied for dermoscopic features. Features of patch and plague stage of mycosis
fungoides were recorded and compared with that of plaque psoriasis and discoid
eczema. All 36 lesions of mycosis fungoides, 54 lesions each of plaque psoriasis and

discoid eczema were recorded separately.

1. DEMOGRAPHIC PROFILE

1.1 MYCOSIS FUNGOIDES

1.11 DEMOGRAPHIC FEATURES OF MYCOSIS FUNGOIDES

Among the mycosis fungoides patients, it was observed that the median age at
presentation was 42.5 years with a IQR of 30-45.8. The maximum number of patients

were in their fourth decade of life (40-50 years).

Table 7: Demographic features of mycosis fungoides group of patients

Demographic features Mycosis fungoides (n=12)
1. Median age at presentation (IQR) 42.5 years (30-45.8)
(Minimum-Maximum) (18 years-72 years)

2. Median age at onset (IQR) 32.5 years (24.3-40.5)
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(Minimum-Maximum) (14 years-69 years)

3. Median duration of disease (IQR) 66 months (34.5-129)

(Minimum-Maximum) (3 months-180 months)

4. Gender distribution n (%)

a) Males 9 (75%)
b) Females 3 (25%)
c) Male: Female ratio 3:1

(IQR- Interquartile range)

1.12 LOCATION OF RESIDENCE OF MYCOSIS FUNGOIDES PATIENTS

There were 58.3% patients who belonged to an urban area and 41.7% who were from a

rural location.

1.13 GEOGRAPHICAL DISTRIBUTION OF MYCOSIS FUNGOIDES

PATIENTS

There were 41.7% patients who hailed from Tamil Nadu followed by 25% from West
Bengal. There were 16.7% patients from Kerala and 8.3% each from Andhra Pradesh

and Bihar.

1.14 OCCUPATION OF MYCOSIS FUNGOIDES PATIENTS

There were 25% of the patients who were professionals. Laborers and farmers, business
people and homemakers each comprised 16.7% of the disease group. Each group of

retired employees, private employees and students accounted for 8.3%.
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1.2 PLAQUE PSORIASIS AND DISCOID ECZEMA (CONTROL

POPULATION)

1.21 DEMOGRAPHIC FEATURES OF CONTROL POPULATION

Table 8: Demographic features of plague psoriasis and discoid eczema group of

patients
Demographic features Plaque psoriasis Discoid eczema
(n=18) (n=18)
1. Median age at presentation | 42.5 years (36,51.8) 38.5 years (29.8-56.5)

(IQR)

(Minimum-Maximum)

(18 years-80 years)

(18 years-81 years)

2. Age of maximum number of

patients

Fourth decade of life

Third decade of life

3. Median age at onset (IQR)

(Minimum-Maximum)

33.5 years (25.3,48.8)

(15 years-73 years)

32 years (23-55.8)

(5 years-77 years)

4. Median duration of disease

(IQR)

(Minimum-Maximum)

84 months (29,129)

(2 months-288 months)

30 months (5.8-57)

(1 month-300 months)

5. Gender distribution n (%)
a) Males
b) Females

c) Male: Female ratio

13 (72.2%)
5 (27.8%)

2.6:1

13 (72.2%)
5 (27.8%)

2.6:1

(IQR- Interquartile range)

63



1.22 LOCATION OF RESIDENCE OF CONTROL POPULATION

Among patients with plaque psoriasis, 55.6% were from an urban area and the rest

44.4% of the patients were from a rural area.

In our study, among the patients with discoid eczema, it was found that there were

83.3% who were from an urban set up and only 6.7% were from a rural area.

1.23 GEOGRAPHICAL DISTRIBUTION OF CONTROL POPULATION

In plague psoriasis group, majority of patients were from West Bengal (38.9%) and
33.3% from Tamil Nadu. Among the rest of the patients, 11.1% were from Andhra
Pradesh and 5.6% each were from the states of Bihar and Tripura. Patients from

Bangladesh formed 5.6%.

Among the discoid eczema group, the majority (38.9%) belonged to West Bengal and
33.3% from Tamil Nadu. The remaining 16.7% were from Jharkhand and 5.6% each

from Kerala and Bihar.

1.24 OCCUPATION OF CONTROL POPULATION

In plaque psoriasis patients, it was observed that there were 22.2% each who were
employed in private firms and were homemakers. There were 16.7% patients who were
laborers and farmers, 11.1% each in the groups of business people, government service

and students and 5.6% were professionals.

Among discoid eczema patients, there were 22.2% who were leading a retired life,

16.7% each of private employees, homemakers and students, 11.1% each who were
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involved in business and working as professionals and 5.6% patient who were laborers

and farmers.

AGE DISTRIBUTION
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Figure 5: Distribution of patients in different age groups in each study population

The maximum number of mycosis fungoides and plaque psoriasis patients were in the
age group of 41-50 years while discoid eczema patients were equally distributed in the

age groups of 21-30 years,31-40 years and 41-50 years.

2. CLINICAL PROFILE

2.1 MYCOSIS FUNGOIDES

2.11 CLINICAL VARIANTS

Among the 12 patients in the mycosis fungoides group, 5 patients (42%) had classical
mycosis fungoides. The unusual variants of mycosis fungoides seen included

hypopigmented mycosis fungoides in 3 patients (25%), poikilodermatous mycosis

65



fungoides in 2 patients (16.7%) and 1 patient (8.3%) each with erythrodermic mycosis

fungoides and Sezary syndrome.

CLINICAL VARIANTS OF MYCOSIS FUNGOIDES

m CLASSICAL MYCOSIS FUNGOIDES m HYPOPIGMENTED MYCOSIS FUNGOIDES
POIKILODERMATOUS MYCOSIS FUNGOIDES = SEZARY SYNDROME
m ERYTHRODERMIC MYCOSIS FUNGOIDES

Figure 6: Clinical variants of mycosis fungoides in the study

2.12 CLINICAL FEATURES

Of the 12 patients included in the study, 1 patient presented with only patches, nine
patients with patches and plaques; of whom four patients had nodules/tumours. One
patient had erythroderma with coalescing lichenoid plaques with few areas of
depigmentation. The patient with Sezary syndrome had erythroderma with lichenified
areas and infiltrated papules. The majority of patients presented with itchy erythematous
scaly patches or plaques over the trunk and extremities with no extensor predilection.
The extremities were predominantly involved in 6 patients followed by the trunk in 4
patients and 2 patients were in erythroderma. Hypopigmented mycosis fungoides
presented as hypopigmented to achromic patches with a predominant trunk and

extremities distribution. Poikilodermatous mycosis fungoides presented as diffuse
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patches consisting of mottled hyper- and hypo-pigmentation, telangiectasias and
atrophy. There were 2 patients (16.7%) who reported winter exacerbations and none of
the patients had photosensitivity. Significant loss of weight was noted in 1 patient
(8.3%) with Sezary syndrome. Significant lymphadenopathy was present in 4 patients

(33.3%) while none of the patients had hepatomegaly or splenomegaly.

a) Sun-exposed and non-sun exposed lesions: On examination, it was observed that
the majority of the lesions, 30/36 (83.3%) were present on non- sun exposed areas
predominantly over extremities and trunk while the rest, 6/36 lesions (16.7%) were

present on sun exposed areas.

b) Body surface area (BSA): There were 11 patients (91.7%) with body surface area
(BSA) involvement of >10%. Of which, 3 patients had 10%-25%, 3 patients had 25%-
50%, 2 patients with 50%-75% and 3 patients with >75% BSA involvement. There was

only 1 patient (8.3%) with BSA <10%.

2.13 STAGING OF MYCOSIS FUNGOIDES

The staging of mycosis fungoides was done based on the TNMB classification. The
stage of presentation in the majority of mycosis fungoides patients in our study was
Stage IB in 5/12 patients (41.7%) followed by 2/12 patients (16.7%) in Stage 1A and
1B while 1/12 patients (8.3%) were in Stage IA, I11A and IVAL. There were no patients

in stages I11B, IVA2 and IVB in our study.
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STAGING OF MYCOSIS FUNGOIDES
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Figure 7: Frequency of mycosis fungoides patients under each stage of mycosis

fungoides.

2.14 TREATMENT

There were 6 newly diagnosed cases of mycosis fungoides while 6 patients were known
cases of mycosis fungoides who presented with new onset lesions. Among the 12
patients with mycosis fungoides, 2 patients (16.7%) had been on topical
immunomodulators alone, 6 patients (50%) on topical corticosteroids alone and 3
patients (25%) had been on methotrexate along with topical medications in the past
while the Sezary syndrome patient (8.3%) had been on pegylated interferon.
Subsequently, 2 patients (16.7%) had received chemotherapy with CHOP regimen
(cyclophosphamide, hydroxydaunorubicin (doxorubicin), oncovin (vincristine) and
prednisolone). During the month prior to the study, three out of 12 cases (25%) were on
topical or systemic treatment while the rest, 9/12 cases (75%) were not on any treatment.

Out of the 3 patients on treatment, 1 patient (8.3%) was solely on systemic treatment, 1
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patient (8.3%) was on topical corticosteroid and the other (8.3%) was on phototherapy.

However, dermoscopy was done after 1 week of stopping the topical medications.

2.2 PLAQUE PSORIASIS

2.21 CLINICAL FEATURES

Among the 18 patients with plague psoriasis, all had erythematous scaly plaques
predominantly over the extensor aspect of the body with 11 patients (61.1%) having
seasonal exacerbation of lesions. 10 patients (55.6%) had winter exacerbations while 1
patient (5.6%) had summer exacerbation. A family history of psoriasis was present in 5
patients (27.8%). Nail involvement was present in 2 patients (11.1%) while none of the
patients were noted to have arthritis. There were 11 patients (61.1%) with >10% body

surface area (BSA) involvement and 7 patients (38.9%) with BSA involvement <10%.

2.22 PSORIASIS ACTIVITY AND SEVERITY INDEX (PASI)

The mean Psoriasis Activity and Severity Index (PASI) score calculated from our group
of plague psoriasis patients was 7.93 + 4.57 (Range: 2-16.2). According to PASI scores,
there were 8 patients (44.4%) with mild, 8 patients (44.4%) with moderate and 2 patients

(11.1%) with severe psoriasis.

2.23 TREATMENT

Of the 18 patients, 12 (66.7%) had history of prior treatment; 7 (38.9%) who had used
topical steroids and 5 (27.8%) who had been on Methotrexate. During the month prior

to the study, 16 patients (88.9%) were not on any treatment while 1 (5.6%) of them was
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on Apremilast and Cyclosporine and the other was on topical corticosteroid and vitamin

D analogue.

2.3 DISCOID ECZEMA

2.31 CLINICAL FEATURES

Among the 18 patients with discoid eczema, all the patients had lesions predominantly
over the extremities. There were 5 patients (27.8%) with seasonal exacerbation with 3
(16.7%) having winter exacerbation alone and 2 patients (11.1%) having both summer
and winter exacerbations. Seven patients (38.9%) had a personal history of atopy and 4
patients (22.2%) gave a positive family history of atopy. Four patients in the study group
had atopic eczema. There were 2 patients (11.1%) with body surface area (BSA)

involvement of >10% and 16 patients (88.9%) with BSA <10%.

2.32 ECZEMA AREA AND SEVERITY INDEX (EASI)

The mean Eczema Area and Severity Index (EASI) score calculated from our group of
discoid eczema patients was 4.64 + 4.15 (Range: 1.2-14.1). According to EASI scores,
there were 14 patients (77.8%) with mild eczema, 4 patients (22.2%) with moderate

eczema and none with severe or very severe eczema.

2.33 TREATMENT

Of the 18 patients with discoid eczema, 13 patients (72.2%) had history of prior
treatment; 12 (66.7%) had been on topical corticosteroids alone and 1 (5.6%) had been

on topical immunomodulators and corticosteroids. During the month prior to the study,
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three out of 18 patients (16.7%) had been on topical corticosteroids while 15 patients

(83.3%) were not on any treatment.

3. HISTOPATHOLOGY AND IMMUNOHISTOCHEMISTRY OF

MYCOSIS FUNGOIDES

Histopathological examination and immunohistochemistry were done from 3 lesions

each from all the 12 patients with mycosis fungoides.

All the patients were noted to have the characteristic histopathological findings of 1)
atypical irregular lymphoid cells within the epidermis, 2) lymphocytes disposed as
solitary units and aligned in the basal layer of the epidermis and 3) lymphohistiocytic
infiltrate surrounding the vessels. Lack of spongiosis of the epidermis was seen in 9
mycosis fungoides patients (75%) while 3 patients (25%) showed minimal spongiosis.
Among the 12 patients with mycosis fungoides, psoriasiform epidermal hyperplasia was
seen in 7 patients (58.3%) of which 2 had hypopigmented, 2 had poikilodermatous, 3

had classical mycosis fungoides and 1 with Sezary syndrome.

Immunohistochemistry was positive for CD3, CD4 and negative for CD7 in all patients
with mycosis fungoides. CD8 predominance was seen in 2/3 patients (66.7%) with
hypopigmented mycosis fungoides and 1/2 patients (50%) with poikilodermatous

mycosis fungoides.

4. DERMOSCOPY

The dermoscopic features from each lesion of mycosis fungoides, plaque psoriasis and
discoid eczema were recorded. In our study, the dermoscopic findings were broadly

categorised into vascular structures, scale characteristics, colour and others.
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These findings were recorded based on the following variables: a) Regular-appearing
white structureless areas, b) Fine short linear vessels, ¢) Dotted vessels, d) Red globules,
e) Glomerular vessels, f) Ring/ Hairpin-like vessels, g) Spermatozoa-like vascular
structures, h) Y- shaped arborizing vessels, i) Regular, clustered or patchy vessel
arrangement, j) White scales, k) Yellow scales, |) Patchy, peripheral or diffuse scale
distribution, m) Orange-yellow patchy areas, n) Light red, dull red or brown
background, o) Yellow crusts, p) Perifollicular accentuation, and q) Comedo-like

openings.

4.1 MYCOSIS FUNGOIDES

4.11 VASCULAR STRUCTURES IN MYCOSIS FUNGOIDES

The most common dermoscopic finding among vascular structures seen in mycosis
fungoides lesions was fine short linear vessels seen in 22/36 lesions (61.1%) followed

by dotted vessels seen in 20/36 lesions (55.6%).

Glomerular vessels were seen in 12/36 lesions (33.3%) while Y-shaped arborising

vessels were seen in 11/36 lesions (30.6%) and red globules in 10/36 lesions (27.8%).

Spermatozoa-like structures and hairpin vessels were seen in 9/36 lesions (25%) each.

The vessel arrangement in the majority of our study participants was clustered in 15/36
lesions (41.7%) followed by patchy in 14/26 lesions (38.9%) while none of the lesions

showed a regular arrangement.

In our study, a radial arrangement of vascular structures around the lesion was noted in

3/9 patients (25%) of mycosis fungoides.
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Table 9: Dermoscopic features of vascular structures in mycosis fungoides

Dermoscopic finding MY COSIS FUNGOIDES

(n=36 lesions)
n (%)

1. Dotted vessels 20 (55.6%)

2. Fine short linear vessels 22 (61.1%)

3. Red globules 10 (27.8%)

4. Glomerular vessels 12 (33.3%)

5. Ring/ Hairpin-like vessels 9 (25%)

6. Spermatozoa-like structures 9 (25%)

7. Y-shaped arborising vessels 11 (30.6%)

8. Vessel arrangement

a) Regular -

b) Clustered 15 (41.7%)

c) Patchy 14 (38.9%)

VASCULAR STRUCTURES IN MYCOSIS FUNGOIDES

Y shaped arborising
vessels
30.60%

Spermatoza like
structures
25%

Dotted vessels
55.60%

Ring/hair pin like
vessels
25%
Fine short linear
vessels
61.90%

Red globules
27.80%

Figure 8: Frequency of vascular structures seen in mycosis fungoides lesions
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VESSEL ARRANGEMENT IN MYCOSIS
FUNGOIDES

Clustered

41.7%

M Clustered ® Patchy

Figure 9: Distribution of vessel arrangement seen in mycosis fungoides lesions

Patchy vessel arrangement (20X) Clustered vessel arrangement (20X)

4.12 SCALE CHARACTERISTICS IN MYCOSIS FUNGOIDES

White scales were seen in 27/36 lesions (75%) while yellow scales were seen only in
8/36 lesions (22.2%). The scale distribution was patchy in the majority of lesions 26/36
(72.2%) while diffuse arrangement was seen in 1 lesion (2.8%). Peripheral arrangement

was not seen in any lesion.
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Table 10: Dermoscopic features of scales seen in mycosis fungoides lesions

Dermoscopic finding MY COSIS FUNGOIDES
(n=36 lesions)
n (%)
1. Scale colour
a) White scales 27 (75%)
b) Yellow scales 8 (22.2%)

2. Scale distribution

a) Patchy 26 (72.2%)

b) Peripheral -

c) Diffuse 1 (2.8%)

3.Yellow crusts 3 (8.3%)

White scales with diffuse distribution(20X) Yellow scales with patchy distribution (20X)

4.13 BACKGROUND COLOURS IN MYCOSIS FUNGOIDES

The background colour was brown in majority of the lesions with 20/36 lesions (55.6%)
while light red colour was seen in 10/36 lesions (27.8%) and dull red seen in 6/36 lesions

(16.7%).
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Regular appearing white structureless areas were seen in 21/36 lesions (58.3%) and

orange-yellow patchy areas were found in 23/36 lesions (63.9%).

Table 11: Background colours seen in mycosis fungoides lesions

Dermoscopic finding MYCOSIS FUNGOIDES
(n=36 lesions)
n (%)
1. Background colour
a) Light red 10 (27.8%)
b) Dull red 6 (16.7%)
c) Brown 20 (55.6%)

2Regular appearing white
structureless areas 21(58.3%)

3.0range-yellow patchy areas | 23 (63.9%)

Light red background (40X) Dull red background (40X) Brown background (40X)

4.14 OTHER DERMOSCOPIC FINDINGS IN MYCOSIS FUNGOIDES

Perifollicular accentuation and comedo-like openings were seen only in 3/36 lesions

(8.3%) each in our study.

76



Table 12: Other dermoscopic findings seen in mycosis fungoides

Dermoscopic finding MY COSIS FUNGOIDES
(n=36 lesions)
n (%)
1.Perifollicular accentuation 3 (8.3%)
2.Comedo-like openings 3 (8.3%)

4.2 COMPARISON OF DERMOSCOPIC FEATURES OF MYCOSIS

FUNGOIDES WITH PLAQUE PSORIASIS AND DISCOID ECZEMA

4.21 VASCULAR STRUCTURES

In our study, dotted vessels were seen only in a little more than half the number of
lesions of mycosis fungoides i.e., 20/36 lesions (55.6%) whereas it was a prominent
feature in plaque psoriasis with 53/54 lesions (98.2%) and discoid eczema with 49/54
lesions (90.7%). This was found to be statistically significant (p <0.001) for plaque

psoriasis and discoid eczema.

Fine short linear vessels were seen in 22/36 lesions (61.1%) of mycosis fungoides while
it was seen only in 11/54 lesions (20.4%) of plaque psoriasis and 21/54 lesions (38.9%)
of discoid eczema. This finding was found to be statistically significant (p <0.001) for

mycosis fungoides.

Spermatozoa-like structures were another finding which was limited to mycosis
fungoides with 9/36 lesions (25%) with neither plaque psoriasis or discoid eczema

showing a similar finding.
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Red globules were found only in 10/36 mycosis fungoides lesions (27.8%) while plaque
psoriasis and discoid eczema had 40/54 lesions (74.1%) and 28/54 lesions (51.9%)

respectively.

Glomerular vessels were seen in 12/36 mycosis fungoides lesions (33.3%) while plaque
psoriasis had 31/54 lesions (57.4%) and discoid eczema had 15/54 lesions (27.8%),

which was statistically significant for plaque psoriasis (p= 0.004).

Ring/hairpin-like vessels were seen in 9/36 mycosis fungoides lesions (25%) whereas
plague psoriasis showed 12/54 (22.2%) of them while discoid eczema showed only as
few hair pin vessels with 3/54 lesions (5.6%). This finding was statistically significant

(p=0.02) for mycosis fungoides.

The vessel arrangement seen in the majority of mycosis fungoides patients were
clustered type (15/36; 41.7%) and patchy type (14/36; 38.9%). Regular type
arrangement was not seen in any mycosis fungoides or discoid eczema lesions while
plagque psoriasis patients in our study had 51/54 lesions (94.4%) showing regular vessel
arrangement. Clustered arrangement was seen in 2/54 lesions (3.7%) of plaque psoriasis
and 14/54 lesions (25.9%) of discoid eczema which was statistically significant for
mycosis fungoides (p <0.001) while patchy vessel arrangement was seen in 1/54 lesions

(1.9%) of plaque psoriasis and 37/54 lesions (68.5%) of discoid eczema.
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Table 13: Comparison of dermoscopic findings of vascular structures in mycosis

fungoides (MF) with that of plaque psoriasis and discoid eczema

Dermoscopic finding MYCOSIS PLAQUE DISCOID p value
FUNGOIDES | PSORIASIS ECZEMA | (significant
(n=36 lesions) | (n=54 lesions) | (n=54 lesions) | if <0.05)

n (%) n (%) n (%)

1. Dotted vessels 20 (55.6%) 53 (98.2%) 49 (90.7%) <0.001

2.Fine short linear 22 (61.1%) 11 (20.4%) 21 (38.9%) <0.001

vessels

3. Red globules 10 (27.8%) 40 (74.1%) 28 (51.9%) <0.001

4. Glomerular vessels | 12 (33.3%) 31 (57.4%) 15 (27.8%) 0.004

5.Ring/hairpin-like 9 (25%) 12 (22.2%) 3 (5.6%) 0.02

vessels

6.Spermatozoa-like 9 (25%) - - -

structures

7.Y-shaped arborising | 11 (30.6%) - 1 (1.9%) <0.001

vessels

8.Vessel arrangement

a) Regular - 51 (94.4%) -

b) Clustered 15 (41.7%) 2 (3.7%) 14 (25.9%) <0.001

c) Patchy 14 (38.9%) 1 (1.9%) 37 (68.5%) <0.001

4.22 SCALE CHARACTERISTICS

In our study, white scales were seen in 27/36 mycosis fungoides lesions (75%) while it

was seen in all lesions (100%) in plaque psoriasis and discoid eczema patients. This

was found to be statistically significant (p <0.001) for both plaque psoriasis and discoid

eczema.

Yellow scales were seen in only 8/36 lesions of mycosis fungoides (22.2%) while 39/54

plaque psoriasis lesions (72.2%) and 35/54 discoid eczema lesions (64.8%) had the
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same finding. This was again found to be statistically significant (p <0.001) for both

plaque psoriasis and discoid eczema.

The scale distribution seen in majority of mycosis fungoides lesions was patchy found
in 26/36 lesions (72.2%) and 47/54 discoid eczema lesions (87%) while patchy scales
were seen only in 21/54 plaque psoriasis lesions (38.9%). This was found to be

statistically significant (p <0.001) for both plaque psoriasis and discoid eczema.

Diffuse scale distribution was seen in only 3/36 mycosis fungoides lesions (8.3%) while
28/54 lesions (51.9%) of plaque psoriasis had the same distribution and discoid eczema

had none.

Peripheral scales were not seen in any mycosis fungoides lesions while 5/54 plaque
psoriasis lesions (9.3%) and 7/54 discoid eczema lesions (12.9%) showed the same
finding. Yellow crusts were seen in only 3/36 lesions (8.3%) of mycosis fungoides while
it was seen in 17/54 lesions (31.5%) of plaque psoriasis and 33/54 lesions (61.1%) of
discoid eczema. This finding was found to be statistically significant (p <0.001) for

discoid eczema.
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Table 14: Comparison of dermoscopic findings of the scales seen in mycosis

fungoides with that of plaque psoriasis and discoid eczema.

Dermoscopic MYCOSIS PLAQUE DISCOID p value

finding FUNGOIDES | PSORIASIS ECZEMA | (significant
(n=36 lesions) | (n=54 lesions) | (n=54 lesions) | if <0.05)

n (%) n (%) n (%)

1. Scale colour

a) White scales 27 (75%) 54 (100%) 54 (100%) <0.001

b) Yellow scales 8 (22.2%) 39 (72.2%) 35 (64.8%) <0.001

2.Scale distribution

a) Patchy 26 (72.2%) 21 (38.9%) 47(87%) 0.001

b) Peripheral - 5 (9.3%) 7(12.9%) <0.001

c) Diffuse 1 (2.8%) 28 (51.9%) - <0.001

3.Yellow crusts 3 (8.3%) 17 (31.5%) 33 (61.1%) <0.001

4.23 BACKGROUND COLOURS

In our study, the background colour seen in the majority of mycosis fungoides lesions

was brown, found in 20/36 lesions (55.6%). The brown background colour was seen in

3/54 lesions (5.6%) of plaque psoriasis and 25/54 lesions (46.3%) of discoid eczema.

Light red background colour was seen in majority of plaque psoriasis lesions with 49/54

(90.7%) while only 10/36 lesions (27.8%) of mycosis fungoides and 1/54 lesions (1.9%)

of discoid eczema showed the same. This was statistically significant for plaque

psoriasis (p <0.001). Dull red background colour was seen only in 6/36 lesions (16.7%)
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of mycosis fungoides, 2/54 lesions (3.7%) of plagque psoriasis and 28/54 lesions (51.9%)

of discoid eczema which was statistically significant (p <0.001) for discoid eczema.

Regular appearing white structureless areas were seen exclusively in mycosis fungoides

comprising 21/36 lesions (58.3%). Orange yellow patchy areas were another finding

seen exclusively in mycosis fungoides and was found in 23/36 lesions (63.8%). Plaque

psoriasis and discoid eczema did not show both these features.

Table 15: Comparison of dermoscopic findings of background colour seen in

mycosis fungoides with that of plaque psoriasis and discoid eczema.

Dermoscopic finding | MYCOSIS PLAQUE DISCOID | pvalue
FUNGOIDES PSORIASIS ECZEMA | (significant
(n=36 lesions) | (n=54 lesions) | (n=54 lesions) | if <0.05)

n (%) n (%) n (%)

1. Background colour

a) Light red 10 (27.8%) 49 (90.7%) 1 (1.9%) <0.001

b) Dull red 6 (16.7%) 2 (3.7%) 28 (51.9%) <0.001

c) Brown 20 (55.6%) 3 (5.6%) 25 (46.3%) 0.001

2.Regular appearing
white structureless
areas

21 (58.3%)

3.0range-yellow
patchy areas

23 (63.8%)

4.24 OTHER DERMOSCOPIC FINDINGS

In our study, perifollicular accentuation and comedo-like openings were seen

exclusively in 3/36 lesions of mycosis fungoides (8.3%). None of the lesions of plaque

psoriasis and eczema showed the above dermoscopic findings.
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Table 16: Comparison of other dermoscopic findings seen in mycosis fungoides

with that of plaque psoriasis and discoid eczema.

Dermoscopic finding | MYCOSIS PLAQUE DISCOID p value
FUNGOIDES PSORIASIS ECZEMA | (significant if
(n=36 lesions) | (n=54 lesions) | (n=54 lesions) | <0.05)
n (%) n (%) n (%)
1.Perifollicular 3 (8.3%) - - -
accentuation
2.Comedo-like 3(8.3%) - - -
openings

5. DERMATOLOGICAL LIFE QUALITY INDEX (DLQI)

Dermatological Life Quality Index (DLQI) score was calculated for all patients with

mycosis fungoides. The mean DLQI score calculated for our patients was 8.42 £+ 8.709.

The minimum DLQI score was 1 and maximum score was 27. DLQI score calculated

from mycosis fungoides group of patients was used to categorise them into no effect,

small effect, moderate effect, large effect and extremely large effect on patient’s quality

of life.

Table 17: Frequency of each DLQI category in mycosis fungoides lesions

DLQI (score) n (%)
No effect on patient’s life (0-1) 3 (25%)
Small effect on patient’s life (2-5) 4 (33.3%)
Moderate effect on patient’s life (6-10) 1 (8.3%)
Large effect on patient’s life (11-20) 2 (16.7%)
Extremely large effect on patient’s life (21-30) 2 (16.7%)
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CLINICAL AND DERMOSCOPIC IMAGES

Fig. A: Erythrodermic mycosis fungoides Fig. B: Dotted vessels with patchy vessel

arrangement in mycosis fungoides (40X)

¥ s ‘ 'r -
Fig. C: Hairpin vessels in mycosis fungoides ~ Fig. D: Orange-yellow patchy areas (blue arrow) in

(blue arrow) ( 60X) mycosis fungoides (20X)

Fig. E: Structureless white areas (blue star) and Fig. F: Spermatozoa-like structures (blue arrows)

spermatozoa-like structures (40X) in mycosis fungoides (60X)
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Fig. G: Patch stage of mycosis fungoides with dermoscopic image showing structureless areas (blue star)

(20X)

Fig. H: Plaque stage of mycosis fungoides and corresponding dermoscopic image showing fine short linear

vessels (blue arrows) (60X)

Fig. I: Tumor stage of mycosis fungoides and corresponding dermoscopic image showing fine short linear

vessels (blue arrow) and hairpin loop vessels (blue star) (60X)
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Fig. J: Ulcerated mycosis fungoides and corresponding dermoscopic image showing red globules and

orange-yellow patchy areas (blue arrow) (40X)

Fig. K: Nodular stage of mycosis fungoides & dermoscopic image showing glomerular vessels (blue star)

and Y-shaped arborising vessels (blue arrow) (60X)

Fig. L: Radial arrangement of vessels around the lesion in mycosis fungoides (blue arrow) (40X)
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Fig. M: Poikilodermatous mycosis fungoides and dermoscopic image showing structureless areas, orange-

yellow patchy areas and fenestrated pattern (20X)

Fig. O: Plaque psoriasis and dermoscopic image showing dotted vessels in a regular pattern over a light

red background (40X)
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Fig. R: Dermoscopic image of discoid eczema

Fig P:Plagque psoriasis dermoscopy with white scales (40X)

Fig. S: Dermoscopic image of discoid eczema showing

showing red globules (blue arrow) (60X) yellow crusts and scales (20X)
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DISCUSSION

1. DEMOGRAPHIC PROFILE

1.1 AGE

The median age at presentation of patients with mycosis fungoides in our study was
42.5 years. This was comparable to various other studies which are mentioned in Table
18. The youngest patient was 18 years of age and oldest patient was 72 years of age
which was similar to the study by Bilgic et al. in which the minimum age was 19 years
and maximum age was 68 years (10). The maximum number of patients belonged to
the fourth decade (40-50 years) which was seen in the study by Larocca et al. as well
(2). The median duration of disease before diagnosis was 48 months (IQR-34.5,129)
with a minimum of 3 months and maximum of 180 months. This delay in diagnosis
could be due to multiple factors, including the lack of awareness of skin cancers in
India, non-specificity of initial skin lesions and lack of advanced health care facilities.
A comparable data was recorded by Amorim et al. where the disease duration was 51.1
+ 63.0 months ranging from 2 months to 360 months (6) but this was conflicting with
the data by Bilgic et al. in which the median disease duration was much lower which

was 7.5 months ranging 1 month to 84 months (10).

Among the plaque psoriasis group, the median age at presentation in our study was 42.5
years with the ages ranging from 18 years- 80 years of age with the majority of patients
in the fourth decade of life. However, the literature shows a bimodal age distribution
where the initial presentation occurs at 18-39 years and the second peak at 50-69 years
of age (22,55-58).
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The median age at presentation of patients with discoid eczema in our study was 38.5
years with ages ranging from 18 years- 81 years and most of the patients who presented
were in the third decade of life. Similar findings were seen in a study by Chougule et
al. where the mean age was 40.5 years (59) while in atopic eczema, 45% cases begin in
first 6 months of life, 60% by first year and 85% by 5 years while adult-onset atopic

eczema can develop any time during life (23).

1.2 GENDER DISTRIBUTION

The gender distribution in our study compared with other studies is given in Table 18.
In our study, among patients with mycosis fungoides, there was a male preponderance
(75% males and 25% females) with a male: female ratio of 3:1. Similarly, male
preponderance was seen in majority of other studies. In contrast to our study, a female
preponderance was seen in the study by Bilgic et al. and Ozturk et al. in which the male:

female ratio was 2:3 and 7:10 respectively (10,13).

In the plague psoriasis and discoid eczema group of patients, there was a male
predominance with 72.2% and 27.8% females with a male: female ratio of 2.6:1 in both.
In contrast to our study, majority of the studies showed no differences in frequency of
psoriasis between genders, however there were a few case reports where there was a

female predominance (22,55,60,61).

In discoid eczema, there was contradicting data in literature compared to our study

where there was a slight female preponderance (23,59).
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Table 18: Overall demographic profile of mycosis fungoides patients in our study

compared with available literature

Studies cited Study period | Study Population | Mean age Male:
design (years) Female

ratio

Lallas at al. January- R Italian 57.2 2.1:1

(n=32)(11) August 2011

Bilgic et al. 2017- 2018 R Turkish 46.5 3:2

(n=20)(10)

Xuetal. (n=31) | May 2013- |R Chinese 35.6 1.2:1

(12) January 2015

Ozturk et al. 2017 P Turkish 62+12.4 0.7:1

(n=17)(13)

Ghahramani et | 2014- 2015 P American 61 -

al. (n=15)(2)

Sidiropoulou et | Till 2018 R Greek 60.2+16.6 |1.9:1

al. (n=636)(62)

Imam et al. 2005-2008 R American Whites-63 2:1

(n=2273) (8) Blacks-53

Amorimetal. | 2000-2015 R Brazil 55.2+159 |1.2:1

(n=102)(6)

Desai et al.|1998-2013 R American 53.7+165 |1.1:1

(n=393)(9)

Khader et al. 2010-2015 P Indian 52.66 2.5:1

(n=35)(16)

Amirtham et al. | 2006-2016 R Indian 41 1.8:1

(n=37) (17)

Doshi B R et al. | 2004-2008 R Indian 31 1.76:1

(n=31)(63)
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Present study | 2020-2021 P-Cross- | Indian 406+128 |3:1

(n=12) sectional

(P-Prospective, R-Retrospective)
1.3 LOCATION OF RESIDENCE

Among mycosis fungoides patients, majority of patients belonged to an urban area
(58.3%). Similarly, in plaque psoriasis as well as discoid eczema patients, majority of
patients belonged to an urban set up (55.6% in plaque psoriasis and 83.3% in discoid
eczema). This data is consistent with the concept that people living in urban areas had

more access to health care facilities compared to people living in rural areas.
There were no comparable data in any other studies with regard to location of residence.
1.4 GEOGRAPHICAL DISTRIBUTION OF PATIENTS

Among mycosis fungoides patients, majority of patients were from Tamil Nadu
(41.7%). As our centre was located in South India, this explains the majority population
hailing from South Indian states accessing our centre and following up in the same

hospital.

2. CLINICAL PROFILE

2.1 MYCOSIS FUNGOIDES

2.11 CLINICAL VARIANTS IN MYCOSIS FUNGOIDES

In our study, the majority presented as classical mycosis fungoides as in the literature.
The other clinical variants of mycosis fungoides seen in this study included

hypopigmented mycosis fungoides (25%), poikilodermatous mycosis fungoides
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(16.7%), erythrodermic mycosis fungoides (8.3%) and Sezary syndrome (8.3%) which
was higher than what is seen in other studies. According to literature, hypopigmented
mycosis fungoides accounts for 3% of mycosis fungoides cases in adults,
poikilodermatous mycosis fungoides accounts for 11% of all mycosis fungoides cases

while Sezary syndrome makes 3% of all cutaneous lymphomas (64,65).

2.12 CLINICAL FEATURES OF MYCOSIS FUNGOIDES

Our clinical findings corroborate with the clinical profile of mycosis fungoides patients
in literature. In our study, among the 36 lesions studied in the mycosis fungoides group,
majority of the patients presented as either patch or plaque lesions. There were 2 patients
each who presented with nodules and tumors. The extremities were predominantly
involved followed by trunk while 2 patients were in erythroderma, of which one patient
had Sezary syndrome. Hypopigmented and poikilodermatous mycosis fungoides also
showed a similar distribution and the clinical findings were similar as shown in various
studies (45,66,67). The lesions showed a chronic progressive evolution of lesions with
gradual increase in size and extent of lesions over a long period of time. Significant loss
of weight was noted in the patient with Sezary syndrome possibly due to the
haematological dissemination in Sezary syndrome. Significant lymphadenopathy was
present in 33.3% while none of the patients had hepatomegaly or splenomegaly while
Amorim et al. had 6.8% patients with lymphadenopathy and 100% patients had

hepatosplenomegaly (6).
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a) Sun-exposed and non-sun exposed lesions

The majority of lesions, 83.3% were present on non- sun exposed areas with only 16.7%
present on sun exposed areas which was similar to the findings seen in Amorim et al.
(97.1%-non-sun exposed and 2.9 %-sun exposed areas) (6) and Pimpinelli et al. (29)
where the classical presentation was seen along the bathing trunk distribution over non

sun-exposed areas.

b) Body surface area (BSA)

Majority of patients (91.7%) had BSA involvement of >10% which was higher

compared to the study by Amorim et al where there were 46.1% with BSA <10%(6).

2.13. STAGING OF MYCOSIS FUNGOIDES

The stage in majority of mycosis fungoides patients in our study was Stage 1B (41.7%)
followed by Stage Il1A and IIB (16.7%) as majority of patients were having early
mycosis fungoides. However, Bilgic et al. had the majority of patients who belonged to

Stage 1A (60%) followed by Stage IB (35%) and Stage 1A (5%)(10).

2.2 PLAQUE PSORIASIS

2.21 CLINICAL FEATURES

Among the plaque psoriasis patients, all clinical features were consistent with available
literature on the clinical presentation of plaque psoriasis, which consisted of itchy
erythematous scaly papules and plaques over extensor aspects of extremities and trunk

(22,56).
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More than half of the patients (61.1%) had BSA involvement of >10% which was

comparable to Bilgic et al. (56% with BSA >10%).

2.3 DISCOID ECZEMA

2.31 CLINICAL FEATURES

Among patients with discoid eczema, all the patients had clinical features comparable
to data in literature where the lesions were intensely pruritic erythematous papules or
plagques with serous exudate present predominantly over extremities in case of classical
discoid eczema while there was a flexural predilection in case of atopic eczema (23).
There were 27.8% patients who had seasonal exacerbation of lesions. There were 38.9%
who had a history of atopy and 22.2% with a positive family history of atopy. This was
comparable to the data by Chougule et al. (59). The majority of patients (88.9%) had

BSA involvement <10%.

3. HISTOPATHOLOGY AND IMMUNOHISTOCHEMISTRY OF

MYCOSIS FUNGOIDES

The histopathological features found in all patients included atypical irregular lymphoid
cells within the epidermis, lymphocytes disposed as solitary units and aligned in the
basal layer of the epidermis and lymphohistiocytic infiltrate surrounding the vessels
which was consistent with the available literature by Errichetti, Pimpinelli,

Ghahramani, Bilgic, Ozturk and Xu et al. (2,10,12,13,29,39).

In all the cases, the diagnosis was further corroborated by immunohistochemistry
showing positive CD3, CD4 and negative CD7 in all patients with mycosis fungoides

as seen in studies by Lallas and Xu et al. (11,12). Hypopigmented mycosis fungoides
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were classically found to have a CD8 predominance as seen in various studies
(45,66,68-70). The hypopigmentation in hypopigmented mycosis fungoides was

thought to be caused by CD8 cytotoxic T-cells damaging the melanocytes (36).
4. DERMOSCOPY

The dermoscopic features in our study were broadly categorised into vascular

structures, scale characteristics, colour and other dermoscopic findings.
4.1 MYCOSIS FUNGOIDES

4.11 VASCULAR STRUCTURES IN MYCOSIS FUNGOIDES

In our study, the most common vascular structure observed on lesional dermoscopy was
fine short linear vessels (61.1%) followed by dotted vessels (55.6%). Similarly, there
were multiple studies where fine short linear vessels and dotted vessels were found to
be the most common vascular finding. The studies where there were higher percentage
of patients with the above findings compared to our study included Ghahramani et al.,
Lallas et al., Xu et al. and Ozturk et al. (2,11-13). In contrast to the above literature,
Bilgic et al. had only 35% with dotted vessels and none with fine short linear vessels

(10).

In our study, Y-shaped arborising vessels (30.6%) and red globules (27.8%) were seen
in a small percentage of patients which was similar to the study by Ozturk et al. (13).
The glomerular vessels were seen in 33.3% patients which was not seen in any other

studies.

96



Spermatozoa-like structures as well as hairpin vessels were seen in 25% each of the
lesions in our study. Other studies which showed a higher incidence of spermatozoa-
like structures include Ghahramani et al. (66%), Xu et al (74.2%) and Lallas et al. (50%)
while Ozturk et al. (29.4%) was comparable to our study (2,11-13). Hairpin vessels

were seen only in 9.7% in the study by Xu et al. (12).

The vessel arrangement seen in majority in our study was clustered (41.7%) and patchy
(38.8%). This was in contradiction with the available literature:- Xu et al. where the
most common vessel arrangement seen was regular (67.7%) (12) and Bilgic et al. where

the commonest vessel arrangement observed was patchy (80%) (10).

4.12 SCALE CHARACTERISTICS IN MYCOSIS FUNGOIDES

According to our findings, the most common scale seen was white scales (75%). Other
literature which shows a similar finding include Bilgic et al., Ozturk et al, and
Ghahramani et al. (2,10,13). However, there were fewer patients with white scales
compared to our study seen in Lallas et al. (18.8%) and Xu et al. (3.2%) (2,11,12).
Yellow scales were seen only in 22.2% in our study while Bilgic et al. had a lesser

incidence (5%) (10).

In the present study, the scale distribution was patchy in majority (72.2%) which was
similar to Bilgic et al. (36.6%) (10). Yellow crusts in mycosis fungoides patients were

seen in 8.3% in our study, which was not seen in any other studies.
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4.13 BACKGROUND COLOURS IN MYCOSIS FUNGOIDES

In our study, the background colour was brown in the majority of lesions (55.6%).
Brown background was not seen among mycosis fungoides lesions in any literature.
Ghahramani et al. and Xu et al. had maximum patients showing dull red background
(2,12) while Bilgic et al. had majority of patients showing light red background (45%).

Yellow background was seen only in the study by Bilgic et al. (10).

In our study, regular appearing white structureless areas were seen in 58.3% while it
was seen in all the cases in Bilgic et al. and 35.2% in Ozturk et al. (10,13). In our study,
orange-yellow patchy areas were found comparatively in lesser number of patients
(63.9%) while it was seen in higher percentage of patients in Ghahramani et al. (100%),
Lallas et al. (90.6%), Xu et al. (90.3%) and Ozturk et al. (88.2%) and was lower in

Bilgic et al. (35%) (2,10-13).

4.14 OTHER DERMOSCOPIC FINDINGS IN MYCOSIS FUNGOIDES

In our study, perifollicular accentuation and comedo-like openings were seen in only
8.3%. In Ghahramani et al., perifollicular accentuation was seen in 100% patients with
folliculotropic mycosis fungoides and comedo-like openings were seen in 60% patients
with folliculotropic mycosis fungoides. Our study did not have any patients with
folliculotropic mycosis fungoides. Crystalline structures were not seen in our study, but

33% cases showed the same in Ghahramani et al. (2).
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Table 19: Dermoscopic findings of mycosis fungoides (MF) in available literature

and the present study

Reported STUDIES CITED
dermoscopic
findings in MF
Ghahramani | Lallas | Xuetal. | Ozturk | Bilgic et | Present
etal. (2) et al | (12) et al |al. (10) |study
(11) (13)
A. VASCULAR STRUCTURES
1. Dotted vessels | 16% (patch) | 56.3% | 67.7% 29.4% | 35% 55.6%
100%(plaque)
2. Dotted + linear | - - - - 65% -
3. Fine short 83% (patch) |93.8% [90.3% |823% |- 61.1%
linear vessels
4. Red globules - - - - - 27.8%
5. Glomerular - - - - - 33.3%
vessels
6. Spermatozoa 66% 50% 74.2% |294% |- 25%
-like structures
7. Rings/hairpin- | - - 9.7% - - 25%
like vessels
8.Y-shaped - - - 29.4% | - 30.6%
arborising vessels
9. Vessel
arrangement
a) Patchy - - 25.8% | - 80% 38.9%
b) Regular - - 67.7% |- 15% -
c) Cluster - - 6.5% - 5% 41.7%
B. SCALE CHARACTERISTICS
10. Scale colour
a) White scales 50% (patch) | 18.8% | 3.2% 70.5% | 80% 75%
100%(plaque)
b) Yellow-white - - - - 5% 22.2%
scales
11. Scale distribution
a) Patchy - - - 36.6% | 72.2%
b) Peripheral - - - - 3.3% -
c) Diffuse - - - - 16.6% 2.8%
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12. Yellow crusts | - - - - - 8.3%

C. BACKGROUND COLOURS

13. Background colour

a) Light red 16% (patch) | - 9.7% - 45% 27.8%

b) Dull red 50% (patch) | - 83.9% |- 10% 16.7%

100%(plaque)

c) Brown - - - - - 55.6%

d) Yellow - - - - 10% -

14. Structureless | 100% - - 352% |- 58.3%

patches

15. Orange- 100%(plaque) | 90.6% |90.3% |88.2% | 35% 63.8%
yellow
patchy areas

D. OTHER DERMOSCOPIC FINDINGS

16.Perifollicular 100% (FMF) | - - - - 8.3%

accentuation

17.Comedo-like 60% (FMF) - - - - 8.3%

openings

18. Crystalline 33% (patch) | - - - - -
structures

4.2 COMPARISON OF DERMOSCOPIC FEATURES OF MYCOSIS

FUNGOIDES WITH PLAQUE PSORIASIS AND DISCOID ECZEMA

4.21 VASCULAR STRUCTURES

In our study, fine short linear vessels were seen in a higher proportion of patients with

mycosis fungoides (61.1%) compared to plaque psoriasis (20.4%) and discoid eczema

(38.9%). Likewise, other studies showed a higher incidence of fine short linear vessels

in mycosis fungoides patients when compared to plaque psoriasis and discoid eczema

such as Ghahramani et al., Lallas et al. (2,40), Xu et al. and Ozturk et al. (2,11-13). So,

we can consider this to be a distinguishing feature of mycosis fungoides. As described
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in other studies, the most common structure seen in mycosis fungoides were fine short

linear vessels.

According to our findings, dotted vessels were seen only in approximately half of the
patients (55.6%) with mycosis fungoides while the majority of lesions of plaque
psoriasis (98.2%) and discoid eczema (90.7%) showed dotted vessels. Similar findings
were seen in Bilgic et al. (10), Xu et al. (12), Lallas et al. (40), Ozturk et al. (13) and
Ghahramani et al. (2). Hence, the presence of dotted vessels was more in favor of plaque

psoriasis or discoid eczema than mycosis fungoides.

In our study, red globules were found in a lesser number of patients with mycosis
fungoides (27.8%) compared to plaque psoriasis (74.1%) and discoid eczema (51.9%).
Red globular ring is a less common but specific finding in plaque psoriasis, hence this
finding was consistent with literature (39). Similar finding was observed in Ozturk et

al. with a lower incidence of globules in mycosis fungoides (5.8%) (13).

Glomerular vessels were seen in a smaller proportion of patients with mycosis
fungoides (33.3%) and discoid eczema (27.8%) compared to plaque psoriasis (57.4%)
in our study. Glomerular vessels were classically described in 65% of psoriasis patients
in a study by Kim et al. (32,71). None of the available literature showed glomerular

vessels in mycosis fungoides patients.

Corroborating with the literature, our results showed that spermatozoa-like structures
were observed exclusively in mycosis fungoides although it was found only in 25%
lesions while neither plagque psoriasis or discoid eczema had a similar finding. Similarly

in studies by Xu et al. and Ghahramani et al., only mycosis fungoides cases had
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spermatozoa-like structures (2,12). However, Ozturk et al. had both mycosis fungoides

(29.4%) and plaque psoriasis (5.8%) showing the same feature (13).

In our study, the vessel arrangement seen in majority of mycosis fungoides patients
were clustered (41.7%) and patchy (38.9%) while plaque psoriasis had majority with
regular arrangement (94.4%) and discoid eczema had majority with patchy arrangement

(68.5%).

In contrast to the findings in our study, other studies such as Bilgic et al. had majority
lesions showing patchy vessel arrangement in mycosis fungoides (80%) while in plaque
psoriasis, similar to our study, the majority was found to have regular arrangement
(76%) and discoid eczema had patchy distribution (70%). In contrast to our study, Xu
et al. had majority with regular arrangement (67.7%) in mycosis fungoides while in
plaque psoriasis, majority had regular arrangement (85.3%) and discoid eczema had

patchy arrangement in majority (51.1%) (10,12).

In our study, we found that there was a radial arrangement of vascular structures
surrounding the lesion which was seen in 25% patients of mycosis fungoides. However,

such a finding was not reported in other literature.
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Table 20: Vascular structures in dermoscopy of mycosis fungoides (MF) compared

to plaque psoriasis and discoid eczema in available literature and the present study

Reported STUDIES CITED
dermoscopic
findings in MF
Ghahramani | Lallas | Xuetal. | Ozturk | Bilgic et | Present
etal. (2) et al | (12) et al |al. (10) |study
(11) (13)
A. VASCULAR STRUCTURES
1. Dotted vessels
Mycosis fungoides | 16%(patch) 56.3% |67.7% |29.4% |35% 55.6%
100%(plaque)
Plaque psoriasis 100% - 97.1% |94.1% | 96% 98.2%
Discoid eczema 86% 85.7% |97.2% |- 100% 90.7%
2. Dotted + linear
Mycosis fungoides | - - - - 65% -
Plaque psoriasis - - - - 4% -
Discoid eczema - - - - - -
3. Fine short linear vessels
Mycosis fungoides | 83% (patch) |93.8% |90.3% |82.3% |- 61.1%
Plaque psoriasis - - 14.7% 11.7% | - 20.4%
Discoid eczema 3% 29% |- - - 38.9%
4. Red globules
Mycosis fungoides | - - - 5.8% - 27.8%
Plaque psoriasis - - - 705% |- 74.1%
Discoid eczema - - - - - 51.9%
5. Glomerular vessels
Mycosis fungoides | - - - - - 33.3%
Plaque psoriasis - - - - - 57.4%
Discoid eczema - - - - - 27.8%
6. Spermatozoa-like structures
Mycosis fungoides | 66% 50% 74.2% |29.4% |- 25%
Plaque psoriasis - - - - - -
Discoid eczema - - - - - -
7. Rings/hairpin-like vessels
Mycosis fungoides | - - 9.7% - - 25%
Plaque psoriasis - - 441% | - 10% 22.2%
Discoid eczema - - 8.3% - - 5.6%
8. Y-shaped arborising vessels
Mycosis fungoides | - - - 29.4% | - 30.6%
Plaque psoriasis - - - 5.8% - -
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Discoid eczema | - - | - | - - | 1.9%
9. Vessel arrangement

a) Patchy

Mycosis fungoides | - - 25.8% | - 80% 38.9%
Plaque psoriasis - - 4% - 12% 1.9%
Discoid eczema - - 51.1% | - 70% 68.5%
b) Regular

Mycosis fungoides | - - 67.7% |- 15% -
Plaque psoriasis - - 15% - 76% 94.4%
Discoid eczema - - 15% - - -

c) Clustered

Mycosis fungoides | - - 6.5% - 5% 41.7%
Plaque psoriasis - - 1% - 2% 3.7%
Discoid eczema - - 6.5% - - 25.9%

4.22 SCALE CHARACTERISTICS

According to our findings, white scales were seen in three fourths of mycosis fungoides
patients while it was seen in all lesions in plaque psoriasis and discoid eczema patients.
Similar findings were observed by Bilgic et al. and Ghahramani et al. (2,10). However,
Xu et al. and Lallas et al. had a lesser incidence of white scales among mycosis

fungoides lesions in their study (11,12,40).

Yellow/ yellow-white scales were seen in only a minority of patients with mycosis
fungoides (22.2%) compared to plaque psoriasis lesions (72.2%) and discoid eczema
(64.8%). This was similar to the findings of Bilgic et al., Ghahramani et al., Xu et al.
and Lallas et al. who also found higher incidence of yellow scales in eczema group of

population when compared to mycosis fungoides and plaque psoriasis (2,10,12,40).

In our study, the scale distribution seen in the majority of mycosis fungoides lesions
was patchy (72.2%). Plaque psoriasis had majority of diffuse scale distribution (51.9%)

and discoid eczema had patchy distribution in majority (87%), consistent with already
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available literature (32,39). Similar to our study, Bilgic et al. reported that mycosis

fungoides patients had a majority patchy distribution (36.6%) while plague psoriasis

(54%) and nummular dermatitis (95%) had patchy distribution in the majority (10).

Table 21: Scale characteristics in dermoscopy of mycosis fungoides (MF)

compared to plaque psoriasis and discoid eczema in available literature and the

present study
Reported STUDIES CITED
dermoscopic
findings in MF
Ghahramani | Lallas | Xuetal. | Ozturk | Bilgic et | Present
etal. (2) et al | (12) et al |al. (10) |study
(11) (13)
B. SCALE CHARACTERISTICS
10. Scale colour
a) White scales
Mycosis fungoides | 50% (patch) | 18.8% | 3.2% 70.5% | 80% 75%
100%(plaque)
Plaque psoriasis 70% - 79.6% | 5.8% 76% 100%
Discoid eczema 66% 65.7% |16.7% |- 20% 100%
b) Yellow-white scales
Mycosis fungoides | - - - - 5% 22.2%
Plaque psoriasis - - 11.8% |- 24% 72.2%
Discoid eczema 57% 57.1% | 63.9% - 80% 64.8%
11. Scale distribution
a) Patchy
Mycosis fungoides | - - - - 36.6% 72.2%
Plaque psoriasis - - - - 54% 38.9%
Discoid eczema - - - - 95% 87%
b) Peripheral
Mycosis fungoides | - - - - 3.3% -
Plaque psoriasis - - - - - 9.3%
Discoid eczema - - - - - 12.9%
c) Diffuse
Mycosis fungoides | - - - - 16.6% 2.8%
Plaque psoriasis - - - - 44% 51.9%

Discoid eczema
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12. Yellow crusts

Mycosis fungoides

8.3%

Plaque psoriasis

31.5%

Discoid eczema

61.1%

4.23 BACKGROUND COLOURS

In our study, the background colour seen in the majority of mycosis fungoides lesions

was brown (55.6%). Plaque psoriasis had light red background in the majority (90.7%)

while discoid eczema had 51.9% with dull red background and brown in 46.3%. In the

study by Bilgic et al., the majority of mycosis fungoides lesions (45%), plaque psoriasis

(40%) and eczema (50%) were found to have a light red background while brown

background was not observed by them (10). In Xu et al., mycosis fungoides (83.9%)

and discoid eczema (66.7%) had a predominant dull red background while plaque

psoriasis had a predominant light red background (70.6%) (12). Ghahramani et al. had

dull red background in majority of mycosis fungoides patients and plaque psoriasis

patients while dermatitis had dull red in majority (12).Thus, the available literature

showed comparable findings of background colour in cases of plaque psoriasis and

discoid eczema while findings in mycosis fungoides were different.

Regular appearing white structureless areas were seen in more than half of the patients

of mycosis fungoides (58.3%) in our study as seen in Ghahramani et al. where it was

seen only in mycosis fungoides (2). However, in Ozturk et al., it was seen in mycosis

fungoides patients (35.2%) as well as psoriasis patients (5.8%) (13).

Orange-yellow patchy areas were another finding seen exclusively in mycosis

fungoides lesions in our study (63.8%). Similarly, it was an exclusive finding among
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myecosis fungoides patients in Ghahramani et al. and Lallas et al. (2,11). Although Bilgic

et al., Xu et al. and Ozturk et al. also showed orange yellow patchy areas, it was not an

exclusive finding (10,12,13).

Table 22: Background colour in dermoscopy of mycosis fungoides (MF) compared

to plaque psoriasis and discoid eczema in available literature and the present study

Reported STUDIES CITED
dermoscopic
findings in MF
Ghahramani | Lallas | Xuetal. | Ozturk | Bilgic et | Present
etal. (2) et al |(12) et al |al (10) |study
(11) (13)
C. BACKGROUND COLOURS
13. Background colour
a) Light red
Mycosis fungoides | 16% (patch) | - 9.7% - 45% 27.8%
Plaque psoriasis 41% - 70.6% | - 40% 90.7%
Discoid eczema 15% - 25% - 50% 1.9%
b) Dull red
Mycosis fungoides | 50% (patch) | - 83.9% |- 10% 16.7%
100%(plaque)
Plaque psoriasis 58% - 23.5% |- 38% 3.7%
Discoid eczema 66% - 66.7% | - 40% 51.9%
c) Brown
Mycosis fungoides | - - - - - 55.6%
Plaque psoriasis - - - - - 5.6%
Discoid eczema - - - - - 46.3%
d) Yellow
Mycosis fungoides | - - - - 10% -
Plaque psoriasis - - - - 20% -
Discoid eczema - - - - 5% -
14. Structureless patches
Mycosis fungoides | 100% - - 352% |- 58.3%
Plaque psoriasis - - - - - -
Discoid eczema - - - - - -

15. Orange- yellow patchy areas
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Mycosis fungoides | 100%(plaque) | 90.6% | 90.3% 88.2% 35% 63.8%
Plaque psoriasis - - 8.8% 11.7% | 5% -
Discoid eczema - - 8.3% - 5% -

4.24 OTHER DERMOSCOPIC FINDINGS

In our study, perifollicular accentuation and comedo-like openings were seen

exclusively in 8.3% of mycosis fungoides lesions. This dermoscopic finding was found

only in folliculotropic mycosis fungoides in available literature (2).

Table 23: Other dermoscopic findings in mycosis fungoides (MF) compared to

plaque psoriasis and discoid eczema in available literature and the present study

Reported STUDIES CITED
dermoscopic
findings in MF
Ghahramani | Lallas | Xuetal. | Ozturk | Bilgic et | Present
etal. (2) et al |(12) et al |al. (10) |study
(11) (13)
D. OTHER DERMOSCOPIC FINDINGS
16. Perifollicular accentuation
Mycosis fungoides | 100% (FMF) | - - - - 8.3%
Plaque psoriasis - - - - - -
Discoid eczema - - - - - -
17. Comedo-like openings
Mycosis fungoides | 60% (FMF) - - - - 8.3%

Plaque psoriasis

Discoid eczema

18. Crystalline structures

Mycosis fungoides

33% (patch)

Plaque psoriasis

Discoid eczema
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5. DERMATOLOGICAL LIFE QUALITY INDEX (DLQI)

Dermatological life quality index (DLQI) score was calculated for all patients with
myecosis fungoides. In our study, the majority (33.3%) reported a small effect on their
quality of life due to mycosis fungoides while 25% had no effect on quality of life. This

may be a reflection of the resilience of the patient population with chronic illness.

The mean dermatology life quality index in our study was 8.42 + 8.709 which showed
that mycosis fungoides had an overall moderate impact on the quality of life of patients

in our study.
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CONCLUSION

The salient findings observed in our study were:

1. The mean age at presentation of patients with mycosis fungoides in our study was

40.6 £ 12.8 years. The maximum number of people were in their fourth decade of life.

2. In mycosis fungoides, there was a male predominance with a male: female ratio of

3:1.

3. Most of the mycosis fungoides lesions (n=36) had either plaque or patch stage while

1 patient was in erythroderma and 1 had Sezary syndrome.

4. The unusual clinical variants of mycosis fungoides seen in our study were
hypopigmented mycosis fungoides (n=3) and poikilodermatous mycosis fungoides

(n=2).

5. Majority of mycosis fungoides patients (83.3%) presented with lesions on non-sun

exposed areas and only 16.7% were present on sun exposed areas.

6. Majority of the patients were in early stage of mycosis fungoides with 41.7% in Stage

IB and 16.7% in Stage 1A and IIB.

7. The most common dermoscopic finding among vascular structures seen in mycosis
fungoides lesions was fine short linear vessels seen in 22 lesions (61.1%) followed by
dotted vessels seen in 20 lesions (55.6%) with clustered distribution in 41.7% and

patchy distribution in 38.9%.
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8. Majority of mycosis fungoides lesions (75%) showed white scales while yellow
scales were seen only in 22.2% with patchy distribution in majority of lesions (72.2%)

and diffuse arrangement in 2.8%.

9. Regular appearing white structureless areas were seen in 58.3% of mycosis fungoides

lesions and orange-yellow patchy areas were found in 63.8% lesions.

10. The background colour seen in majority of the lesions of mycosis fungoides (55.6%)

was brown.

11. The unique dermoscopic features seen exclusively in mycosis fungoides included
spermatozoa-like structures (25%), regular appearing white structureless areas (58.3%)

and orange-yellow patchy areas (63.8%).

12. The characteristic findings seen on dermoscopy which were statistically significant
for mycosis fungoides in comparison to plaque psoriasis and discoid eczema included:
a) Vascular structures: Fine short linear vessels (p <0.001), Y-shaped arborising vessels
(p <0.001) and clustered vessel arrangement (p <0.001), b) Scale characteristic: Patchy

scale distribution (p = 0.001) and c¢) Background colour: Brown background (p = 0.001).

13. Dotted vessels were seen only in 55.6% of patients with mycosis fungoides while
the lesions of plaques psoriasis and discoid eczema were typified by dotted vessels with

98.2% and 90.7% respectively.

14. The overall impact of mycosis fungoides on the quality of life as assessed by DLQI

was moderate.
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LIMITATIONS

1. Our study was limited by the lack of observer blinding.

2. Due to the rarity of the disease, the sample size of patients with mycosis fungoides

was small.

3. We did not do a polarized dermoscopy of the lesions and hence may have missed

some additional features.

RECOMMENDATIONS

1. Dermoscopy should be performed in all patients with suspected mycosis fungoides.

2. The specific dermoscopic features of mycosis fungoides and its comparison with its
close mimics plaque psoriasis and discoid eczema in our population helps in early

recognition, diagnosis and thus optimal management of mycosis fungoides.

3. Dermoscopy can be used as an adjunct in the clinical diagnosis of mycosis fungoides

thereby saving the need for a diagnostic biopsy in certain scenarios.
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ABSTRACT

Title of abstract: A study on dermoscopy and quality of life of mycosis fungoides and
comparison of dermoscopy of early mycosis fungoides with plaque psoriasis and

discoid eczema.

Department: Department of Dermatology, Venereology and Leprosy Unit Il

Name of candidate: Dr Surya Mary Mathew

Degree and subject: M.D. Dermatology, Venereology and Leprosy

Name of Guide: Dr Leni George

INTRODUCTION: Mycosis fungoides is the most common type of cutaneous T-cell
lymphoma in which malignant skin-tropic memory T-lymphocytes reside primarily in
infiltrated skin. It is often challenging to distinguish early mycosis fungoides clinically
and pathologically from inflammatory processes of the skin. This study aims to survey
the dermoscopic features of all stages of mycosis fungoides and compare the patch and
plague stages of mycosis fungoides with its mimics like plaque psoriasis and discoid
eczema and to discern whether any patterns might potentially serve as specific sign and

thus help in early diagnosis, treatment and prognosis of the disease.

OBJECTIVES: To study the dermoscopic features of all stages of mycosis fungoides
and compare the features of patch and plaques stages of mycosis fungoides with that of
plaque psoriasis and discoid eczema and assess the dermatological quality of life of

patients with mycosis fungoides.
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METHODS: In this cross-sectional observational study conducted over a period of 12 months
in a tertiary care centre in South India, thirty-six lesions with an established diagnosis of
mycosis fungoides were prospectively recruited and their dermoscopic features were studied.
The patch and plaque stages of mycosis fungoides were compared with the dermoscopic
features of plagque psoriasis and discoid eczema. The Dermatology life quality index scores of

mycosis fungoides patients were calculated and recorded.

RESULTS: The most common dermoscopic finding among vascular structures seen in
mycosis fungoides lesions was fine short linear vessels followed by dotted vessels. The most
common scale characteristic seen was white scales and background colour was brown.
Spermatozoa-like structures, regular appearing white structureless areas and orange-yellow
patchy areas were observed only in mycosis fungoides lesions while neither plaque psoriasis
or discoid eczema had a similar finding. Dotted vessels were seen only in half of patients with
mycosis fungoides while the lesions of plaques psoriasis and discoid eczema were typified by
dotted vessels. The overall impact of mycosis fungoides on the quality of life as assessed by

dermatological life quality index was moderate.

CONCLUSION: The specific dermoscopic features of mycosis fungoides and its
comparison with its close mimics plaque psoriasis and discoid eczema in our population
helps in early recognition, diagnosis and thus optimal management of mycosis
fungoides. Thus, dermoscopy can be used as an adjunct in the clinical diagnosis of
mycosis fungoides thereby aiding in early diagnosis prior to confirmation with biopsy

and distinguishing it from its clinical mimics.

Keywords: Mycosis fungoides, plaque psoriasis, discoid eczema, dermoscopy
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ANNEXURE 2: PATIENT INFORMATION SHEET
Patient information sheet- English

Study title: A study on dermoscopy and quality of life in mycosis fungoides (MF) and
comparison of dermoscopy of early MF with plaque psoriasis(PP) and discoid eczema.

Study title (for lay public): To study the skin-surface features under magnification of patients
with some skin diseases

Date: / /

Principal investigator: Dr Surya Mary Mathew, Department of Dermatology, CMC Vellore.

We are inviting you to take part in a research study. Before you decide, it is important
for you to understand why we are doing the research and what it will involve. Please
read the following information carefully and discuss it with others if you wish. Ask us
if there is anything that is not clear or if you want more information. Take time to decide
whether you wish to take part or not.

Purpose of research: Mycosis fungoides(MF) is a common type of skin cancer. It
typically appears at an early stage as scaly lesions and thus is difficult to correctly
identify as its appearance may closely resemble other skin diseases such as eczema and
psoriasis. When MF is mistaken for psoriasis or eczema, it often delays biopsy
examination and thus delays early identification and required treatment. We would like
to look at the various findings that we could see through an instrument called a
dermatoscope. A Dermatoscope (skin-surface microscope) is an instrument that is used
to visualize skin under magnification. There are certain patterns that are seen on skin-
surface microscopy that are specific to MF, psoriasis and eczema which helps in early
identification of each of these conditions. We want to do a study on this as there is
inadequate research on this subject. This study will help in recognizing the specific
patterns seen on skin surface microscopy in early MF, psoriasis and eczema and also
help in its comparison with each other. Thus our study will be useful for making an
early recognition and adequate management of MF. This study will also help in finding
out how MF affects the quality of life of the people who are affected with it.

Expected duration of the Subject’s participation: You will be examined by the
doctor only once in the study period.

Description of the procedures: The doctor will do the detailed skin examination and
will note down the information in a special form. Examination of skin in different
magnifications will be done and photographs will be taken using a special instrument
called Video dermatoscope. A skin biopsy will be done when there is clinical suspicion
of MF. We will also ask specific questions about how the disease affects quality of life
of the patient. At the end of the study, we will analyze all the data obtained so far and
correlate it with previously done studies.

Risks or discomforts to the Subject:
Nil
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Benefits to the Subject: Dermoscopic findings help in the clinical diagnosis of MF,
psoriasis and eczema before doing a biopsy and thus assist us in making early diagnoses
and make appropriate plan for further treatment. It also helps in evaluating how MF
affects their quality of life.

Benefits to others: This study will help us get a better understanding of various
dermoscopic features of MF, psoriasis and eczema in patients and how MF affects their
quality of life .The data we collect will be useful for early recognition and treatment of
MF.

Confidentiality: Your name and address will not be revealed at any point of time. All
information that is collected about you during the course of the research will be kept
strictly confidential unless we are required by law to share any information.

Participation: It is up to you to decide whether to take part or not. You are still free to
withdraw from the study at any time, without giving any reason. A decision to withdraw,
or a decision not to take part, will not affect the standard of care you receive.

Contact person: Dr Surya Mary Mathew
Post Graduate Resident,

Department of Dermatology,

Christian Medical College,

Vellore, Tamil Nadu

Mobile- 8428775792
Office-04162282054
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Patient information sheet- Hindi
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Patient information sheet- Tamil
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Patient information sheet- Bengali
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Patient information sheet- Telugu
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Patient information sheet- Malayalam
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ANNEXURE 3: INFORMED CONSENT

INFORMED CONSENT-ENGLISH

Study Title: A study on dermoscopy and quality of life in mycosis fungoides (MF) and
comparison of dermoscopy of early MF with plaque psoriasis (PP) and discoid eczema

Subject’s Name: Age:

(1) I confirm that I have read and understood the information sheet dated for
the above study and have had the opportunity to ask questions. [ ]

(i1) 1 understand that my participation in the study is voluntary and that | am free to
withdraw at any time, without giving any reason, without my medical care or legal
rights being affected. [ ]

(iii) I understand that the Ethics Committee and the regulatory authorities will not need
my permission to look at my health records both in respect of the current study and any
further research that may be conducted in relation to it, even if | withdraw from the trial.
| agree to this access. However, | understand that my identity will not be revealed in
any information released to third parties or published. [ ]

(iv) I agree not to restrict the use of any data or results that arise from this study provided
such a use is only for scientific purpose(s) [ ]

(v) I consent to allow all my medical images to be used by health professionals for
education and training and to be used in paper or electronic health publications [ ]

(vi) I agree to take part in the above study. [ ]

Signature or Thumb impression of the Subject

Signatory’s Name: Date: / /

Signature of the Investigator: Date: / /

Study Investigator’s Name:

Signature or thumb impression of the Witness:

Date: / /

Name & Address of the Witness:
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Informed consent- Hindi
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Informed consent- Tamil
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(iv) @b& b lLIEMEOIHHSI 6T(LOLD 6THSC6UT(H SIHAILILD D0 (Lplg QUSMETTILILD LILEHTLI(REHSHi6IEnE
sLEUUGSS LM CLeir slefimy HIshl gUUsQaTaTHCMsT, SiSHemaw Lsum{  elghehme
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Informed consent- Bengali
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Informed consent- Telugu
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Informed consent- Malayalam
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ANNEXURE 4: PROFORMA

Serial no.-

Date:

Name- Hospital no.-

Age-

Address-

Contact number-

Gender- 1. Male 2. Female
Education-

Occupation-

Locality- 1. Urban 2. Rural

FINAL DIAGNOSIS:

Mycosis fungoides Yes/No
Plaque psoriasis Yes/No
Discoid Eczema Yes/No
HISTORY

Age of onset of the disease (in years):

Duration of disease (in months):

Duration between symptom onset and diagnosis(months/years):

History of itchy oozy lesions:

History of itchy scaly lesions over extensor surfaces
Any seasonal variations:

If yes what: Summer/Winter

Any history of atopy:

History of similar lesions in past:

Histopathology confirmed:

YES/NO
YES/NO
YES/NO

YES/NO
YES/NO
YES/NO
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Any topical/systemic treatment taken during the last month YES/NO
If yes, what:
a) Topical YES/NO
b) Phototherapy YES/NO
c) Systemic YES/NO
History of use of immunosuppressant YES/NO
If yes, what
a) Topical immunomodulators YES/NO
Duration of application
b) Topical Steroid: YES/NO
Duration of application
c) Systemic Immunosuppressants: YES/NO
d) Chemotherapy YES/NO
If yes, what:
History of any malignancies in past: YES/NO
Family history of similar skin lesions: YES/NO
Other underlying skin conditions YES/NO
If yes, what condition:
Any systemic complaints YES/NO
If yes, what
EXAMINATION:
Characteristics of lesions from three representative sites:
LESION 1:
Site of the lesion Size of the | Corresponding Exposed/Unexposed
lesion(cms) morphology
(Patch/Plague/Tumor)
Head
Neck
Trunk
Upper limbs
Lower limbs
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LESION 2:

Site of the lesion Size of the | Corresponding Exposed/Unexposed
lesion(cms) morphology
(Patch/Plaque/Tumor)
Head
Neck
Trunk
Upper limbs
Lower limbs
LESION 3:
Site of the lesion Size of the | Corresponding Exposed/Unexposed
lesion(cms) morphology
(Patch/Plaque/Tumor)
Head
Neck
Trunk
Upper limbs
Lower limbs

Body surface area (%):
<10%

>[=10%
Erythroderma

Auspitz sign:

Nail involvement:
Arthritis:

If yes what

PASI score:

YES/NO

YES/NO
YES/NO
YES/NO

Mild/Moderate/Severe

EASI score: Mild/ Moderate/Severe/Very severe
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SYSTEMIC EXAMINATION:

Lymphadenopathy YES/NO

Hepatomegaly YES/NO

Splenomegaly YES/NO

STAGING (for MF)
Stage T (tumour) N (node) M (metastasis) | B (blood)
1A Tla/b NO MO B0O-1
IB T2alb NO MO B0O-1
IHA T1-2 N1 MO B0O-1
1B T3 NO-2 MO BO-1
A T4 NO-2 MO BO
1B T4 NO-2 MO Bl
IVAl T1-4 NO-2 MO B2
IVA2 T1-4 N3 MO B0-2
VB T1-4 NO-3 M1 B0-2

STAGE:
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BODY CHART
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DERMOSCOPY:
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1. Regular-appearing white structureless areas

Lesion 1 Lesion 2 Lesion 3
Regular-appearing
white structureless
areas
2. Dotted vessels
Lesion 1 Lesion 2 Lesion 3
Dotted vessels
3. Fine short linear vessels
Lesion 1 Lesion 2 Lesion 3
Fine short linear
vessels
4. Red globules
Lesion 1 Lesion 2 Lesion 3
Globules
5. Glomerular vessels
Lesion 1 Lesion 2 Lesion 3
Glomerular vessels
6. Ring/ Hairpin-like vessels
Lesion 1 Lesion 2 Lesion 3
Ring/  Hairpin-like
vessels
7. Spermatozoa-like structures
| | Lesion 1 | Lesion 2 | Lesion 3
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Spermatozoa like

structures

8. Y- shaped arborizing vessels

Lesion 1 Lesion 2 Lesion 3
Y- shaped arborizing
vessels
9. Vessel arrangement
Lesion 1 Lesion 2 Lesion 3
a) Regular
b) Clustered
c) Patchy
10. White scales
Lesion 1 Lesion 2 Lesion 3
White scales
11. Yellow scales
Lesion 1 Lesion 2 Lesion 3
Yellow scales
12. Scale distribution
Lesion 1 Lesion 2 Lesion 3
a) Patchy
b) Peripheral
c) Diffuse
13. Orange-yellow patchy areas
Lesion 1 Lesion 2 Lesion 3
Orange yellowish
patchy areas
14. Background colour
| | Lesion 1 | Lesion 2 | Lesion 3
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a) Light red

b) Dull red

c) Brown

15. Yellow crusts

Lesion 1 Lesion 2 Lesion 3

Yellow crusts

16. Perifollicular accentuation

Lesion 1 Lesion 2 Lesion 3

Perifollicular
accentuation

17. Comedo-like openings

Lesion 1 Lesion 2 Lesion 3

Comedo like openings

Histopathological features:

Atypical irregular lymphoid cells within the epidermis YES/NO
Lymphocytes disposed as solitary units and aligned in the basal layer of the epidermis YES/NO
Lymphohistiocytic infiltrate surrounding the vessels YES/NO
Lack of spongiosis of the epidermis: YES/NO
Psoriasiform epidermal hyperplasia YES/NO
Immunohistochemistry: positive for CD3, CD4 and negative for CD7
YES/NO
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ANNEXURE 5: DLQI QUESTIONNAIRE

DERMATOLOGY LIFE QUALITY INDEX

Hespatal Nos Distas
Mame:
Addrass: Diagnosis:

The aim of this questionnaire is to measare how much your skin problem has affected your life

Seoore:

OVER THE LAST WEEK. Please tick Bl one box for each gquestion,

1. Orver the last week, hew itehy, sone,
painfol or stinging has your skin

hesn?

2. Onrer the last wreak, hovwr embarrassed
or self conscions have you been becauss
of your skin™

a, Crver the last weak, howr fsch hag youd
skin interfered with you going
shopping or locking after your home or
garden?

4. Ower the last wreek, howr mech has yover
skin influsnced the clothes

¥ou Wwearr

5. Orrer the Inst wreek, howr musch has sour
skin affected any secial o
leiguwre seirnbws?

G. Owar the last wresk, hoar muech has yover
akin made 1 diffscult for

yeu o do any spoert?

7. Owver the last wesk, has your slcin prevented
you from working or stondying™

If "No®, ower the last vreek how much has
your sicin been a problem at

work or stndying?

A, Crver the last weelk, how msch hag your
skin created problems with your
partaer o any of your closs frends
o1 Telatives?

0, Ower the last wreek, hoar mech has yover
skin caused any sexual
difficulties™

10, Over the last week, how much of &
problem has the treatment for your
akin bean, for example by making
your home me=sy, or by talang up tma?

Vary much
A lot

A lirrle

Not at all

Very much
Aot

A Liggle

Mot at ail

Vary much
Alot

A Little

Mot at all

Very much
A lot

A hirtle

Met at all

Very much
Aot

A hittle
HNot at all

Venr much
A bot

A hrtle

Hot at ail

Tes
No

A lot
A dirtle
Mot at all

Vary much
A lot

A Hila

Mot at all

Venr much
A ot

A little

HNot at all

Vary much
A ot

A hittla

Mot at all

gaoooa oooo agoo ooo oo Doaooo ooaoo oooo aoooao oooo oooa

]

Mot relevant O
Nat relevant 0
Mot relevant O

MNat relevant O

Nat relevant O

Mot relevant O
Not relevant O

Mot relevant O

Flease check you have answered EVERY question, Thank you.
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ANNEXURE 6: PSORIASIS ACTIVITY AND SEVERITY INDEX (PASI)
SCORE SHEET

Scoring key
Score 0 1 2 3 4 5 6
Erythema Ver
Induration | None Slight Moderate | Severe S y
. evere
Scaling
Area % 0 <10 10-29 30-49 50-69 70-89 90-100
Upper Lower
Head limbs Trunk limbs
Erythema
Induration
Scaling
Sum (E++S)
Areascore
Sum x Area
Correction x0.1 x02 x03 x 04
+ + + =
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ANNEXURE 7: ECZEMA AREA AND SEVERITY INDEX (EASI) SCORE

SHEET

Body
region

Erythema

Edema/

Excoriation

Lichenification

Area
score

Multiplier

Score

Head/neck

Trunk

Upper
extremities

Lower
extremities

FINAL EASI SCORE (0-72)
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: DATA SHEET

ANNEXURE 8
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KEY TO THE DATA SHEET

slno Serial no <IDNUM>

date Date <dd/mm/yyyy>

name Name

hospno Hospital no _

age Age HH#

address Address

contno Contact number HEHEH R

gender Gender # 1=Male, 2=Female

educat Education

occupat Occupation

localit Locality # 1=Urban, 2=Rural
FINAL DIAGNOSIS

mycosis Mycosis fungoides # 1=Yes, 2=No

dlqi If mycosis fungoides yes, DLQI H

plaque Plaque psoriasis # 1=Yes, 2=No

discoid Discoid Eczema # 1=Yes, 2=No
HISTORY

onsetage Age of onset of the disease (in years) ##

disedur Duration of disease (in months) HiH

onsetdiag  Duration between symptom onset and diagnosis(months)  ###

itchoozy History of itchy oozy lesions # 1=Yes, 2=No

itchscal History of itchy scaly lesions over extensor surfaces # 1=Yes, 2=No

seasvari Any seasonal variations # 1=Yes, 2=No

variyes If seasonal variations yes # 1=Summer, 2=Winter
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atopy Any history of atopy # 1=Yes, 2=No
similesi History of similar lesions in past # 1=Yes, 2=No
histopat Histopathology confirmed # 1=Yes, 2=No
topisyst Any topical/systemic treatment taken during the last week # 1=Yes, 2=No
topiyes If topical/systemic treatment yes, what # 1=Topical, 2=Phototherapy, 3=Systemic
immuno History of use of immunosuppressant # 1=Yes, 2=No
topimmu  Topical immunomodulators # 1=Yes, 2=No
topister Topical Steroid # 1=Yes, 2=No
systimmu  Systemic Immunosuppressants # 1=Yes, 2=No
chemot  Chemotherapy # 1=Yes, 2=No
malig History of any malignancies in past # 1=Yes, 2=No
fskinles Family history of similar skin lesions # 1=Yes, 2=No
skincond  Other underlying skin conditions # 1=Yes, 2=No
skinyes If underlying skin conditions yes, what condition
systcomp Any systemic complaints # 1=Yes, 2=No
compyes If systemic complaints yes, what

ON EXAMINATION
LESION 1
headszl1l  Size of the lesion (cms) head - lesion 1 length Ht #
headsllb  Size of the lesion (cms) head - lesion 1 breadth #Hh#
headcmll  Corresponding morphology head - lesion 1 #1=Patch, 2=Plaque, 3=Tumor
headll head - lesion 1 # 1=Exposed, 2=Unexposed
Neckszl1l  Size of the lesion (cms) Neck - lesion 1 length #H#H#
Necksllb  Size of the lesion (cms) Neck - lesion 1 breadth ##H#
Neckcmll Corresponding morphology Neck - lesion 1 #1=Patch, 2=Plaque, 3=Tumor
Neckl1l Neck - lesion 1 # 1=Exposed, 2=Unexposed

181



Trunszll
Trunsllb
Truncmll
Trunll
uplszll

uplsi1b

Size of the lesion (cms) Trunk - lesion 1 length HitH#

Size of the lesion (cms) Trunk - lesion 1 breadth #H#H#

Corresponding morphology Trunk - lesion 1 # 1=Patch, 2=Plaque, 3=Tumor
Trunk - lesion 1 # 1=Exposed, 2=Unexposed
Size of the lesion (cms) Upper limbs - lesion 1 length  ##.#

Size of the lesion (cms) Upper limbs - lesion 1 breadth ##.#

uplemll Corresponding morphology Upper limbs - lesion 1 # 1=Patch, 2=Plaque, 3=Tumor

uplil Upper limbs - lesion1  # 1=Exposed, 2=Unexposed

Iwlszll  Size of the lesion (cms) Lower limbs - lesion 1 length  ##.#

Iwlsllb  Size of the lesion (cms) Lower limbs - lesion 1 breadth ##.#

Iwlcml1l Corresponding morphology Lower limbs - lesion 1 #1=Patch, 2=Plaque, 3=Tumor
Iwlll Lower limbs - lesion1  # 1=Exposed, 2=Unexposed

LESION 2

examl2 On examination - lesion 2 # 1=Yes, 2=No

headszI2 Size of the lesion (cms) head - lesion 2 length HH

headsl|2b Size of the lesion (cms) head - lesion 2 breadth Hh#

headcml2  Corresponding morphology head - lesion 2 # 1=Patch, 2=Plaque, 3=Tumor
headl2 head - lesion 2 # 1=Exposed, 2=Unexposed
Neckszl2  Size of the lesion (cms) Neck - lesion 2 length HH

Necksl2b  Size of the lesion (cms) Neck - lesion 2 breadth HH

Neckecml2  Corresponding morphology Neck - lesion 2 # 1=Patch, 2=Plaque, 3=Tumor
Neckl2 Neck - lesion 2 # 1=Exposed, 2=Unexposed
Trunszl2  Size of the lesion (cms) Trunk - lesion 2 length HhH#

Trunsl2b  Size of the lesion (cms) Trunk - lesion 2 breadth HiH#

Truncml2 Corresponding morphology Trunk - lesion 2 #1=Patch, 2=Plaque, 3=Tumor
Trunl2  Trunk - lesion 2 # 1=Exposed, 2=Unexposed

uplszl2  Size of the lesion (cms) Upper limbs - lesion 2 length HH#
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uplsl2b  Size of the lesion (cms) Upper limbs - lesion 2 breadth HitH#

upleml2 Corresponding morphology Upper limbs - lesion 2 # 1=Patch, 2=Plaque, 3=Tumor
upll2  Upper limbs - lesion 2 # 1=Exposed, 2=Unexposed
Iwlszl2  Size of the lesion (cms) Lower limbs - lesion 2 length  ##.#

IwlsI2b  Size of the lesion (cms) Lower limbs - lesion 2 breadth ##.#

Iwlcml2  Corresponding morphology Lower limbs - lesion 2# 1=Patch, 2=Plaque, 3=Tumor

Iwll2 Lower limbs - lesion 2 # 1=Exposed, 2=Unexposed
LESION 3
examl3 On examination - lesion 3 # 1=Yes, 2=No

headszI3 Size of the lesion (cms) head - lesion 3 length H#

headsl3b Size of the lesion (cms) head - lesion 3 breadth Hh#

headcmI3  Corresponding morphology head - lesion 3 # 1=Patch, 2=Plaque, 3=Tumor
headl3 head - lesion 3 # 1=Exposed, 2=Unexposed
NeckszI3  Size of the lesion (cms) Neck - lesion 3 length Hi #

Necksl3b  Size of the lesion (cms) Neck - lesion 3 breadth Hi#

Neckcml3  Corresponding morphology Neck - lesion 3 # 1=Patch, 2=Plaque, 3=Tumor
NeckI3 Neck - lesion 3 # 1=Exposed, 2=Unexposed
Trunszl3  Size of the lesion (cms) Trunk - lesion 3 length #Hi #

Trunsl3b  Size of the lesion (cms) Trunk - lesion 3 breadth Hh#

Truncml3  Corresponding morphology Trunk - lesion 3 # 1=Patch, 2=Plaque, 3=Tumor
Trunl3  Trunk - lesion 3 # 1=Exposed, 2=Unexposed
uplszI3  Size of the lesion (cms) Upper limbs - lesion 3 length  ##.#

uplsl3b  Size of the lesion (cms) Upper limbs - lesion 3 breadth ##.#

upleml3 Corresponding morphology Upper limbs - lesion 3 # 1=Patch, 2=Plaque, 3=Tumor
upll3  Upper limbs - lesion 3 # 1=Exposed, 2=Unexposed
Iwlszl3  Size of the lesion (cms) Lower limbs - lesion 3 length  ##.#

IwlsI3b  Size of the lesion (cms) Lower limbs - lesion 3 breadth ##.#
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IwlcmlI3  Corresponding morphology Lower limbs - lesion 3 # 1=Patch, 2=Plaque, 3=Tumor

IwlI3 Lower limbs - lesion 3 # 1=Exposed, 2=Unexposed

bsa Body surface area(%) # 1=Less than 10, 2=More or equal 10
erythr Erythroderma # 1=Yes, 2=No

auspitz  Auspitz sign # 1=Yes, 2=No

nail Nail involvement # 1=Yes, 2=No

arthrit Arthritis # 1=Yes, 2=No

artyes  If Arthritis yes what

pasiscr PASI score HiHEH

easiscr EASI score HitH#

SYSTEMIC EXAMINATION

lymphad Lymphadenopathy # 1=Yes, 2=No
epatom Hepatomegaly # 1=Yes, 2=No
splenom  Splenomegaly # 1=Yes, 2=No
stagmf Staging for MF # 1=1A, 2=1B, 3=IIA, 4=I1B, 5=I11A,
6=I111B, 7=IVA1, 8=IVA2, 9=IVB
DERMOSCOPY
I1reg Regular-appearing white structureless areas - Lesion 1 # 1=Yes, 2=No
I2reg Regular-appearing white structureless areas - Lesion2 # 1=Yes, 2=No
13reg Regular-appearing white structureless areas - Lesion 3 # 1=Yes, 2=No
I1dv Dotted vessels - Lesion 1 # 1=Yes, 2=No
12dv Dotted vessels - Lesion 2 # 1=Yes, 2=No
13dv Dotted vessels - Lesion 3 # 1=Yes, 2=No
I1fine Fine short linear vessels - Lesion 1 # 1=Yes, 2=No
12fine Fine short linear vessels - Lesion 2 # 1=Yes, 2=No
I3fine Fine short linear vessels - Lesion 3 # 1=Yes, 2=No
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11dIv
12dIv
13dlv
I1glob
12glob
13glob
11Glom
12Glom
I13Glom
I1hair
[2hair
I3hair
11Sper
12Sper
13Sper
I11yv
12yv
13yv

Ilva
I2va
I3va
I1white
I2white
I3white
I11Yelw
12Yelw

13Yelw

Dotted + linear vessels - Lesion 1
Dotted + linear vessels - Lesion 2
Dotted + linear vessels - Lesion 3
Globules - Lesion 1
Globules - Lesion 2
Globules - Lesion 3
Glomerular vessles - Lesion 1
Glomerular vessles - Lesion 2
Glomerular vessles - Lesion 3
Hair pin loop vessels - Lesion 1
Hair pin loop vessels - Lesion 2
Hair pin loop vessels - Lesion 3
Spermatozoa like structures - Lesion 1
Spermatozoa like structures - Lesion 2
Spermatozoa like structures - Lesion 3
Y shaped arborizing vessels - Lesion 1
Y shaped arborizing vessels - Lesion 2
Y shaped arborizing vessels - Lesion 3
Vessel arrangement - Lesion 1
Vessel arrangement - Lesion 2
Vessel arrangement - Lesion 3
white scales - Lesion 1
white scales - Lesion 2
white scales - Lesion 3
Yellow scales - Lesion 1
Yellow scales - Lesion 2

Yellow scales - Lesion 3

# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Regular, 2=Clustered, 3=Patchy
#1=Regular, 2=Clustered, 3=Patchy
#1=Regular, 2=Clustered, 3=Patchy
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No
# 1=Yes, 2=No

# 1=Yes, 2=No
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I1Scale  Scale distribution - Lesion 1 # 1=Patchy, 2=Peripheral, 3=Diffuse
I2Scale  Scale distribution - Lesion 2 #1=Patchy, 2=Peripheral, 3=Diffuse
I3Scale  Scale distribution - Lesion 3 #1=Patchy, 2=Peripheral, 3=Diffuse
Ilorang  Orange yellowish patchy areas - Lesion 1 # 1=Yes, 2=No
[2orang  Orange yellowish patchy areas - Lesion2 ~ # 1=Yes, 2=No

I3orang  Orange yellowish patchy areas - Lesion3  # 1=Yes, 2=No

I1color  Background color - Lesion 1 # 1=Light red, 2=Dull red, 3=Brown
I2color ~ Background color - Lesion 2 #1=Light red, 2=Dull red, 3=Brown
I3color  Background color - Lesion 3 #1=Light red, 2=Dull red, 3=Brown
Ilyelcr  Yellow crusts - Lesion 1 # 1=Yes, 2=No
I2yelcr  Yellow crusts - Lesion 2 # 1=Yes, 2=No
I3yelcr  Yellow crusts - Lesion 3 # 1=Yes, 2=No
I1perif  Perifollicular accentuation - Lesion 1 # 1=Yes, 2=No
I2perif  Perifollicular accentuation - Lesion 2 # 1=Yes, 2=No
I3perif  Perifollicular accentuation - Lesion 3 # 1=Yes, 2=No
I1lcomed Comedo like openings - Lesion 1 # 1=Yes, 2=No
I2comed Comedo like openings - Lesion 2 # 1=Yes, 2=No
I3comed Comedo like openings - Lesion 3 # 1=Yes, 2=No

Histopathological features
lympcel  Atypical irregular lymphoid cells within the epidermis  # 1=Yes, 2=No

lympepi Lymphocytes disposed as solitary units and aligned in the basal layer of the
epidermis # 1=Yes, 2=No

lympvess  Lymphohistiocytic infiltrate surrounding the vessels  # 1=Yes, 2=No

sponepi Lack of spongiosis of the epidermis # 1=Yes, 2=No
psorepi Psoriasiform epidermal hyperplasia # 1=Yes, 2=No
cd347 Immunohistochemistry positive for CD3,CD4 and negative for CD7

# 1=Yes, 2=No
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