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Mycosis fungoides (MF) is the most common subtype
of cutaneous T-cell lymphoma. The classical clinical
picture usually evolves through 3 stages: patch, plaque
and tumour stage. However, multiple clinicopathological
variants of MF have been reported and a considerable
number of reports have documented MF lesions mi-
micking different inflammatory and non-inflammatory
cutaneous disorders. In these situations the diagnosis can
be challenging and additional studies (histopathological,
immunohistochemical and molecular analysis) may be
necessary in order to establish a definite diagnosis.

We report here an uncommon clinical presentation of
MF manifested by multiple isolated non-atrophic patches
with prominent telangiectasias and, histopathologically,
by an epidermotropic lymphocytic infiltrate accompanied
by dilated capillaries in the reticular dermis. This “te-
langiectatic” variant of patch-stage MF seems to expand
the clinicopathological spectrum of early MF lesions.

CASE REPORT

A 52-year-old man with personal history of arterial hyperten-
sion treated with perindopril was referred to our department for
evaluation of a 6-month history of asymptomatic erythematous
patches on the face, trunk and upper extremities. Physical exami-
nation revealed an apparently healthy man with several round-to-
oval-shaped patches ranging from 2 to 15 cm in diameter on the
abdomen (Fig. 1a), left arm (Fig. 1b) and left temple. The lesions
were discrete erythematous patches with multiple, blanching,
scattered, 1-3 mm telangiectasias diffusely distributed over the
surface. Neither skin atrophy, nor hypo- or hyper-pigmented
areas were present. The rest of the physical examination was
unremarkable. The patient denied any alcohol consumption or
previous treatments with oral calcium blockers or topical corti-
costeroids. Dermoscopy revealed abundant telangiectasias and
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tortuous vessels associated with red-brownish patchy areas on
the entire lesion (Fig. 1¢).

Skin biopsies from 2 different patches were performed, which
revealed an atypical band-like epidermotropic lymphocytic infiltra-
tion along the basal layer and upper dermis, surrounding prominent
dilated vessels (Fig. 2a). Scattered intraepidermal atypical lym-
phocytes were observed without clear-cut Pautrier’s microabscess
formation (Fig. 2b). No epidermal atrophy was present. Immu-
nohistochemically, atypical lymphocytes were positive for CD3
and CD4 (Fig. 2¢) and a decreased expression of CD7 antigen was
noted. B-cell markers were all negative (CD20, CD10, CXCL13),
as well as CD30 and c-kit (CD117). Ki67 labelling index was ap-
proximately 10%. A monoclonal lymphoid T-cell population was
detected by PCR for both T-cell receptor (TCR) gamma and beta
chains. Results of blood examination including blood cell count,
liver function tests, lactate dehydrogenase and B2-microglobulin
blood levels, as well as results of chest radiography and abdominal
ultrasonography were unremarkable.

Treatment with potent topical corticosteroids was prescribed and
a clinical improvement in the lesions was observed. During the
following months 2 new telangiectatic patches developed on the
abdomen and right armpit, of smaller size than the previous ones.

DISCUSSION

MF has a wide range of clinicopathological manifesta-
tions, some of which differ substantially from the clas-
sical presentation. Many different clinical variants of MF
have been described including poikilodermic, follicular,
bullous, granulomatous, hypopigmented, hyperpigmen-
ted, hyperkeratotic, pustular, ichthyosiform or erythro-
dermic forms (1-4). In addition, MF and, specifically, in
early stages may adopt atypical clinical presentations and
mimic a wide range of cutaneous disorders (5).

Our patient presented several non-atrophic patches
with prominent linearly distributed telangiectasias

Fig. 1. Clinical presentation
and dermoscopic features:
erythematous asymptomatic
patches with prominent
telangiectatic vesselson (a) the
abdomen and (b) the left arm.
(c) Abundant telangiectasia
and smaller tortuous vessels
(C) associated with red-brownish
patchy areas at dermoscopy.
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Fig. 2. Histopathological/Immunohistochemical features. (a) Band-like lymphocytic infiltrate along the basal layer and upper dermis surrounding
ectatic blood vessels (hematoxylin and eosin, original magnification x100). (b) Epidermotropism of lymphoid cells (hematoxylin and eosin, original
magnification x200) that (c) corresponded to mature T-helper cells expressing CD4 antigen (x100).

clinically mimicking acquired naevoid telangiectasia.
Only a discrete underlying erythema was present and
characteristic erythematous MF patches were not ob-
served. Clinically, the differential diagnosis should
be established with several disorders manifested by
localized multiple clustered telangiectasias, including
acquired (unilateral or bilateral) naevoid telangiectasia
(6), localized telangiectasia macularis eruptiva perstans
(7), reticular telangiectatic erythema secondary to subcu-
taneous implantation of medical devices (8) and collage-
nous vasculopathy. The association of photo- distributed
teleangiectasia with the use of calcium-channel blockers
has also been reported (9). However, the presence of
a band-like epidermotropic atypical dermal lymphoid
infiltrate could easily rule out these diagnoses. The de-
finite diagnosis of MF was established on the basis of
the observed histopathological immunophenotypic and
molecular genetic features.

Clinically non-apparent dilated superficial blood ves-
sels seem to be a frequent feature of early MF lesions
(10). In fact, fine short linear vessels in combination
with orange-yellowish patchy areas seem to represent the
most frequent dermoscopic pattern in early MF. More-
over, spermatozoa-like vessels might represent a rather
specific finding of the disease. These features can help to
distinguish early MF from other chronic dermatitis that
frequently show dotted vessels, white and yellow scales,
but hardly ever linear vessels (11). The possibility that
an exaggerated neoangiogenic stimulus could explain
the development of “telangiectatic MF lesions” can be
hypothesized.

Prominent dilated vessels is a characteristic fea-
ture of poikilodermatous MF (poikiloderma vasculare
atrophicans), a clinicopathological variant characteri-
zed by large plaques with areas of hypopigmentation
and hyperpigmentation, atrophy, and telangiectasia
typically involving the major flexural areas and trunk.
Histologically, poikilodermatous MF shows an atrophic
epidermis with dilated dermal blood vessels, fibrosis
and melanophages in the upper dermis, along with
scattered epidermotropic atypical lymphocytes around
dermal blood vessels. The observed clinicopathological
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features in our patient do not correspond to those of
poikilodermatous MF; however, the possibility that may
correspond to an early stage of this uncommon variant
of MF cannot be ruled out.

In conclusion, we describe here a novel variant of MF
clinically manifested by patches of grouped telangiecta-
sias simulating acquired naevoid telangiectasia, which
showed a good response to topical corticosteroids. This
“telangiectatic variant” seems to both expand the clinical
spectrum of MF and the list of dermatoses that could be
mimicked by MF.

The authors declare no conflicts of interest.

REFERENCES

1. Kazakov DV, Burg G, Kempf W. Clinicopathological spectrum
of mycosis fungoides. J Eur Acad Dermatol Venereol 2004;
18: 397-415.

2. Oliwiecki S, Ashworth J. Mycosis fungoides with a widespread
follicular eruption, comedons and cysts. Br J Dermatol 1992;
127: 54-56.

3. Whitmore SE, Simmons-O’Brien E, Rotter FS. Hypopigmented
mycosis fungoides. Arch Dermatol 1994; 130: 476-480.

4. Kitting B, Metze D, Luger TA, Bonsman G. Mycosis fungoi-
des presenting as acquired ichthyosis. J Am Acad Dermatol
1996; 34: 887-889.

5. Zackheim HS, McCalmont TH. Mycosis fungoides: the great
imitator. J Am Acad Dermatol 2002; 47: 914-918.

6. Jee H, Kim TG, Kim DS, Kim DY, Lee MG. Acquired bilateral
nevoid telangiectasia: report of 9 cases. Eur J Dermatol
2013; 23: 736-737.

7. Kagimoto Y, Mizuashi M, lizawa O, Aiba S. Linear telangiec-
tasia macularis eruptiva perstans mimicking acquired nevoid
telangiectasia in a 5-year-old girl. Int J Dermatol 2012; 51:
69-71.

8. Mercader-Garcia P, Torrijos-Aquilar A, De La Cuadra-Oyangu-
ren J, Vilata-Corell 1], Fortea-Baixauli JM. Telangiectatic reti-
cular erythema unrelated to cardiac devices. Arch Dermatol
2005; 141: 106-107.

9. Bakkour W, Haylett AK, Gibbs NK, Chalmers RJ, Rhodes LE.
Photodistributed telangiectasia induced by calcium channel
blockers: case report and review of the literature. Photoder-
matol Photoimmunol Photomed 2013; 29: 272-275.

10. Bosseila M, Sayed Sayed K, EI-Din Sayed SS, Abd El Monaem
NA. Evaluation of angiogenesis in early mycosis fungoides
patients: dermoscopic and immunohistochemical study.
Dermatology 2015; 231: 82-86.

11. Lallas A, Apalla Z, Lefaki I, Tzellos T, Karatolias A, Sotiriou
E, et al. Dermoscopy of early stage mycosis fungoides. J Eur
Acad Dermatol Venereol 2013; 27: 617-621.



