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Fungoide Mycosis. Case report
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Abstract: To report the case of a 63-years-old female referred to the Oculoplastic Eyelid and Orbit Department of the ICO 
"Ramón Pando Ferrer" for two lesions in the left upper eyelid, the biggest one, a 20 mm nodule with a central ulcer full of debris 
and discharge. It was treated with antibiotics without improvement; a biopsy was carried out with a preliminary report of Mycosis 
Fungoides. A similar lesion appeared on the lower eyelid after surgery and was treated with perilesional HeberFERON injections, 
disappearing after three weeks. The final histopathology analysis revealed a Non-Hodgkin skin lymphoma with a high malignancy 
grade. Conclusions: Diagnosing Mycosis fungoides is difficult in early stages or atypical presentations. It's essential to know this 
disease and its stages to set it apart from entities with similar characteristics, aiming for an early diagnosis, treatment, and 
proper follow-up.
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CASE REPORTS / REPORTE DE CASO

Introduction
The first description of Mycosis fungoides (MF) is documen-

ted in Alibert's Dermatology Atlas (1768-1837); he described in 
France the case of a 56-year-old man who presented skin des-
quamation followed by the apparition of several tumors disse-
minated on the body, which aspect and consistency reminded 
the mushrooms, therefore the name. The term is quite ambi-
guous, and it vaguely means "disease that looks like a fungus"1,2.

In 1870, Pierre Antoine Ernest Bazin made a more detailed 
description of the clinical phases: eczematous, plaque, and tu-
moral. After that, in the late XIX century, they discovered that 
the tumors could appear skipping the prior stages, giving this 
variety the name "micosis fungoidee demblée" or «primitive 
mycosis fungoide»1,2.

Some authors refer that this disease shows a preference 
for males (1.6-2:1) and is more common in middle-aged adults 
(50 years), although it has been documented in adolescents. It 
has a higher incidence in highly pigmented races1-6.

Nevertheless, the most frequent Lymphoma type (44%), 
the Non-Hodgkin Extranodal Mature T-Cell Lymphoma that 
affects the skin, is still a rare condition3,9.

The diagnosis for T-Cell Cutaneous Lymphoma (TCCL) is 
based on the histopathological and clinical evidence; the im-
munohistochemistry ascertains the immune-phenotype based 
on the surface markers lymphocytic infiltrates. The markers 
used show the predominance of B-Cells or T-Cells and the 
presence of Natural Killer Lymphocites1,2,5,7.

The tumors can appear over the preexisting plaques, 
showing vertical growth. When the lesions appear, the Novo 
suggests malign T-Cell invasion. At this stage, the entity 
shows a predilection for the face and skin folds. The presence 
of nodules and tumors is frequent, and they tend to ulcer and 
get infected1,3,9.

Ancillary tests include full blood count, peripheral blood 
smear, a skin biopsy (may need more than one), immune- phe-
notypification, T-Cell receptor gene rearrangement test, flow 
cytometry, chest X-ray, CT Scan, PET Scan, and bone marrow 
biopsy to stage the disease1-3,9.

There are different treatment options. The five standard 
procedures are: photodynamic therapy, radiotherapy, chemo-
therapy, pharmacologic therapy, and biologic agents, and new 
treatment options are under investigation1,5,8,9.

Clinical case 
A 63-years-old female was referred to the Oculoplastic 

Department in our hospital, with the chief complaint of two 
lesions in the left upper eyelid.  The lesions appeared 15 days 
before the consultation and were treated with an oral antibio-
tic (ciprofloxacin 500mg twice/day for 7 days). The patient su-
ffered viral conjunctivitis two weeks before the tumor's appa-
rition, and it disappeared with hygienic measures.

The patient had two tumors in the left upper eyelid, close 
to the other, one of them at the nasal area, measured 20mm 
approximately, nodular with a central ulcer full of debris and 
discharge; the second tumor was erythematous, about 3-4mm 
(figure 1). There were not growing regional lymph nodes, and it 
also appeared to concurrent with an infectious process, so the 
antibiotic treatment was extended, adding chloramphenicol 
ointment three times/day for 15 days. The lesions were getting 
worse at the end of this treatment. 

The quick tumoral growth caused ptosis of the left eyelid 
(figure 2). We planned the excision of the masses and palpe-
bral reconstruction under local anesthesia. The procedure had 
good functional and esthetic outcomes. 

After the excision, before the histopathological analysis, a 
new lesion appeared on the lower left eyelid with similar cha-
racteristics and evolution to the upper eyelid ones; and also 
existed erythematous lesions at the right forearm (figure 3). 

The histopathological analysis was compatible with My-
cosis fungoides, but the pathologist wanted a second opinion. 
We decided to infiltrate HeberFERON on the surrounding area 
with this possible diagnosis while waiting for confirmation of 
biopsy because this treatment would be useful for both pos-
sible entities. The treatment was 3.5UI twice a week, for five 
weeks. The tumor reduced its size after the second dose and 
disappeared after the third week (figure 4). The arm lesions 
also disappeared.

The final biopsy determined it was a Non-Hodgkin diffuse 
skin lymphoma, with a high malignancy grade.

Discussion
The first likely diagnosis was an infection of the eyelid 

skin, supported by the lesion's characteristics (full of debris, 
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Figure 1. 63-year-old female with two lesions on the left 
upper eyelid, the biggest one measured  20mm, was nodular 
with a central ulcer full of debris, the other lesion was near, 
resembled an erythematous plaque and measuring 3mm.

Figure 2. The tumoral growth caused eyelid ptosis. This ima-
ge shows the smaller lesion, an erythematous 3mm plaque.

Figure 3. A: Lower left eyelid tumor, was about 1cm, nodular, 
a central ulcer, and eyelid erythema. B and C: On the right 
forearm and upper arm existed erythematous plaques.
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Figure 4. A: Lower eyelid lesion reduced its size after the second dose. B: The tumor disappeared in the third week after the use 
of   HeberFERON. The patient was referred to a dermatology specialist after the diagnosis was confirmed.

yellow discharge, and erythema), the smaller tumor, the inten-
se itching, and viral conjunctivitis that resolved spontaneously. 
The possibility of a malign tumor of the eyelid accompanied by 
sepsis wasn't ruled out, as the sepsis can mask the tumor cha-
racteristics, adding difficulties to the diagnostic process. The 
literature also mentions multiple keratoacanthomata, very in-
frequent10, anyways, we decided to treat the infectious process 
and re-evaluate the tumor to decide the next step.

Because of the rapid growth and eyelid ptosis, we decided 
to remove the tumor. The histopathological diagnosis was skin 
infection vs. keratoacanthoma. The excision with oncological 
margins caused a severe defect on the eyelid and necessary 
reconstruction with a rotated skin graft. While we waited for 
the definitive biopsy result, a new tumor appeared on the lower 
eyelid, with a similar appearance and growth.

The new lesion's apparition made us keep the differential 
diagnosis of a viral infection, as it didn't respond to the antibio-
tics.  It is known that keratoacanthoma can have a viral etiolo-
gy and appear in multiple lesions, although this is controver-
sial10. The presence of multiple malign tumors made us think 
about syndromic causes, although it's relatively infrequent in 
aged patients, and they don't resemble basal carcinomas, so 
we discarded this diagnostic possibility.

The anatomopathological diagnostic impression was an MF, 
and the pathologist required a second specialist opinion, with 
more experience in this kind of disease, as it is an uncommon en-
tity. With this differential diagnosis and the possibility of a viral 
infection, we decided to wait for the biopsy confirmation. Instead 
of performing surgical excision of the lower eyelid lesion, we 
started to infiltrate the surrounding tissue with HeberFERON, 
as it is used in both entities1-3,10. The treatment was 3.5UI twice/
week for five weeks. The tumor reduced its size after the second 
dose and disappeared after the third week.

The final biopsy reported a Non-Hodgkin diffuse skin lym-
phoma clinically on the tumoral phase, with a high malignancy 
grade. We decided to refer the patient to another Institute with 
Dermatological Department.

Every patient with MF diagnosis, likely or confirmed, must 
be referred as soon as possible to a dermatologist to confirm 
the diagnosis and start to treat it accordingly to its phase.

The dermatological affections with eyelid lesions form 
part of a great group of diseases. For its location and way of 
the apparition, the patients look for an ophthalmologist ins-
tead of a dermatologist. Its similitude with other entities as 
eyelid infections, malign eyelid tumors, keratoacanthoma, 
basal cell carcinoma, atypical psoriasis, and others can delay 
diagnosis treatment.

The histopathological typification as an MF is difficult at 
the early phases, as the typical characteristics may be absent. 
Sometimes more than one biopsy is needed to confirm the 
diagnosis and the differential diagnosis with another kind of 
lymphoma has to be made1,3,6,7.

Biological therapy is a treatment to stimulate the patient's 
immune system to combat the tumor. It uses substances pro-
duced by the body or at the lab to urge a response or restore 
cancer's physiological reactions. The Interferon is used to treat 
multiple entities: viral infections, MF, and other tumors. It al-
ters the cell division, slowing down the tumor's growth, giving 
time to the immune system to eliminate it1,3,7,10; therefore, we 
decided to inject HeberFERON on the surrounding tissue, get-
ting great results.

The prognosis of MF is variable and depends on the stage 
in which the diagnosis was made, the subtype, extension, and 
the presence of extracutaneous affection. Nowadays, several 
atypical subtypes have been documented, each very different 
from the classic forms, giving the disease the title of "great 
simulator," the reason why one must keep it in mind as a diag-
nostic possibility1,3,6,7.

MF has a difficult diagnosis in early stages or unusual pre-
sentations and must be a differential diagnosis for eyelid le-
sions with atypical characteristics. The correlation of clinic and 
anatomopathological characteristics is the keystone to making 
an early diagnosis1-3,5,9.
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Conclusions
It is essential to know this entity and its different stages 

to differentiate it from other diagnosis with similar lesions to 
avoid delay of the diagnosis and treatment in patients with My-
cosis fungoides.
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