Follow-up of Mycosis Fungoides
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Mycosis fungoides (MF) is the most common form of primary cutaneous T-cell lymphoma with an indolent course. The tumor, node, distant metastasis,
and blood (TNMB) staging system is still the best method for determining prognosis. Individualized, TNMB-compliant conservative treatment approach
is the basis of MF patient management. Treatment responses should be evaluated according to standardized guidelines based on objective criteria. There
is no consensus on the follow-up of patients with cutaneous lymphoma, and the frequency of follow-up should be planned individually for life, depending
mainly on disease stage; primary cutaneous lymphoma subtype; and the treatment agent used.
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INTRODUCTION

Primary cutaneous lymphomas are non-Hodgkin lymphomas
of T- and B-cells that typically present in the skin without any
extracutaneous disease findings upon diagnosis. Cutaneous
T-cell lymphomas (CTCL) constitute approximately 75-
80% of primary cutaneous lymphomas. Mycosis fungoides
(MF) accounts for 54-72% of primary CTCL (Figure 1). The
primary cutaneous lymphoma classification revised by the
World Health Organization (WHO)-European Organization
for Research and Treatment of Cancer (EORTC) in 2018
is still accepted (Table 1).* Given that CTCLs have a
different clinical presentation and prognosis compared to
nodal lymphomas that secondarily involve the skin, patient
management requires distinct approaches. A personalized,
TNMB-compliant (Table 2) conservative treatment strategy
is the cornerstone of managing patients with MF. The
treatment of each case diagnosed with MF based on clinical,
histopathological, and immunohistochemical findings should
be individually planned in accordance with the current
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literature. According to the TNMB staging system, early-
stage cases (IA-IIA) can be managed with skin-directed
therapies, whereas advanced-stage cases (IIB-IVB) should
be treated with systemic therapies, either as monotherapy
or in combination with skin-directed therapies, utilizing a
multidisciplinary approach.*¢

In this section, the key aspects of MF patient management are
discussed in accordance with the current literature.

Which Examination is Right for Which Patient?

The primary objectives of the tests conducted during the
diagnosis and follow-up of patients are to determine the stage
ofthe disease, identify whether the clinical course is aggressive
or indolent, assess the suitability of metabolic parameters for
the planned treatment, detect any comorbidities that may
accompany the condition, evaluate the treatment response
(complete/partial response, stable disease, progression, and
relapse), and monitor treatment-related side effects.**
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Figure 1. Frequency of primary cutaneous lymphomas

Detailed physical examination: From the first presentation
of the patient, a detailed physical examination including scalp
and mucosa examination is required at each visit for initial
staging and follow-up visits, lesion type; extent; suspicious
(= 1.5 cm) palpable lymph node (LN) and organomegaly
evaluation.*®

Histopathological and Immunohistochemical examination:
Histopathological and immunohistochemical diagnostic
criteria for MF were first defined in 2005 for clinically
suspicious skin lesions and are still widely accepted today.” For
histopathological examination during the initial presentation
and follow-up, at least two skin biopsies should be taken
from different anatomical regions and lesions with varying
morphologies (indurated and scaly), using a punch biopsy
instrument of at least 4 mm. In cases with high clinical suspicion
in which a diagnosis cannot be confirmed histopathologically
and immunohistochemically at the initial staging, close
follow-up with repeat biopsies is crucial. Clinicopathological
correlation is essential for an accurate diagnosis.**

Table 1. Cutaneous T-cell lymphoma WHO-EORTC classification, frequency and prognosis

Revised WHO 2018 classification ‘ Frequency, (%) ‘ 5-y DSS, (%)
Cutaneous T- and NK-cell lymphomas

MF | 39 | 88
MF variants;

Folliculotropic MF 5 75
Pagetoid reticulosis <1 100
Granulomatous slack skin <1 100
Sézary syndrome 2 36
Adult T-cell leukemia/lymphoma <1 NDA"
Primary cutaneous CD30" LPDs;

C-ALCL 8 95
LyP 12 99
Subcutaneous panniculitis-like T-cell lymphoma 1 87
Extranodal NK/T-cell lymphoma, nasal type <1 16
Chronic active EBV infection <1 NDA"
Primary cutaneous peripheral T-cell lymphoma, rare subtypes;

Primary cutaneous y/d T-cell lymphoma <1 11
CD8" AECTCL (provisional) <1 31
Primary cutaneous CD4" small/medium T-cell lymphoproliferative disorder (provisional) 6 100
Primary cutaneous acral CD8" T-cell lymphoma (provisional) <1 100
Primary cutaneus peripheral T-cell lymphoma, NOS” 2 15
Cutaneous B-cell lymphomas

Primary cutaneous marginal zone B-cell lymphoma 9 99
Primary cutaneous follicle center lymphoma 12 95
Primary cutaneous large B-cell lymphoma (leg type) 4 56
EBV1 mucocutaneous ulcer (provisional) <1 100
Intravascular large B-cell lymphoma <1 72
‘WHO: World Health Organization, DSS: Disease-specific survival, NK: Natural killer, MF: Mycosis fungoides, NDA*: No data available, LPDs: Lymphoproliferative
disorders, C-ALCL: Cutaneous anaplastic large-cell lymphoma, LyP: Lymphomatoid papulosis, EBV: Epstein-Barr virus; y/8: Gamma/delta, AECTCL: Aggressive
epidermotropic cytotoxic T-cell lymphoma, NOS*: Not otherwise specified
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Table 2. Mycosis fungoides TNMB staging
Clinical stage T(skin) N(node) M(Visceral) B(blood involvement)
.. - T1 (patches, papules, and/or
IA (limited skin involvement) plaques covering < 10% BSA) NO MO B0 or Bl
. . T2 (patches, papules, and/or
IB (skin only disease) plaques covering > 10% BSA) NO MO BO or Bl
1A T1-2 N1-2 MO B0 or Bl
1IB (tumor stage disease) T.3 [one or more tumors (= 1 em in NO-2 MO BO or Bl
diameter)]
L T4 (confluence of erythema >
IITA (erythrodermic disease) 80% BSA) NO-2 MO BO
L T4 (confluence of erythema >
1B (erythrodermic disease) 80% BSA) NO-2 MO B1
IVA1 (Sézary syndrome) T1-4 NO-2 MO B2
IVA2 (Sézary syndrome or non-Sézary) | T1-4 N3 MO BO or B1 or B2
IVB (visceral disease) T1-4 NO-3 MI1A or M1B BO or B1 or B2
BSA: Body surface area, T: Tumor, N: Node, M: Metastasis, B: Blood

In the evaluation of treatment response, histopathological
confirmation is required in cases of suspected residual
disease, the presence of resistant lesions, a different clinical
presentation, lack of response or progression, aggressive
clinical behavior, or suspicion of relapse in patients who have
achieved complete remission. If the disease remains stable,
performing a biopsy is left to the clinician’s discretion.”

Additionally, the prognosis of the folliculotropic MF variant,
as defined in the WHO-EORTC classification, differs from
that of classic MF.!!° Another significant histopathological
finding is large cell transformation (LCT), which may
indicate a poor prognosis. Therefore, histopathological and
immunohistochemical examination is necessary to differentiate
between MF with LCT and other CD30" clinicopathological
conditions.>!"!

1.3. Laboratory examination: In the first admission and
follow-up, blood tests should include complete blood count
[including lactate dehydrogenase (LDH)]; comprehensive
biochemical tests; liver and kidney function tests, and viral
serology [hepatitis markers, human immunodeficiency virus,
human T-cell lymphotropic virus 1 (HTLV-1)] at the first
admission. Given the potentially advanced age of patients with
MF and immunosuppressive nature of the disease, secondary
malignancies that may accompany metabolic comorbidities
should be considered. Each patient should be approached
holistically, and necessary tests should be conducted in
accordance with national and international guidelines to rule
out age- and sex-appropriate malignancies.*!>!

Peripheral blood smear and flow cytometric analysis:
Although peripheral blood smear is performed at the initial
evaluation and during follow-up visits, as needed, to assess
Sézary cells, it provides subjective results. The use of flow

cytometry to determine the absolute counts of Sézary cells is
becoming increasingly widespread. According to EORTC and
European Society for Medical Oncology (ESMO) guidelines,
flow cytometry is recommended for the diagnosis and follow-
up of all patients suspected of having blood involvement.*'s

Flow cytometric analysis should be performed in cases of
stage IIB and advanced stages, generalized patch or plaque
involvement (stage T2A/T2B), erythroderma, persistent
pruritus, lymphocytosis, elevated serum LDH levels, and
treatment resistance. In patients with initial pathological flow
cytometry, follow-up flow cytometric evaluation every 3
months is recommended.'®"’

TCR gene clonality: TCR gene clonality can be observed in
both malignant and benign conditions and may not be present
in all MF lesions. While demonstrating identical clones in the
skin, blood, and/or LN simultaneously can be useful in the
diagnosis and differential diagnosis of MF, it is not absolutely
recommended in guidelines due to its limited availability.**

Evaluation of Treatment Response

In patients with MF, decisions regarding whether to continue,
discontinue, or change treatment are primarily based on
clinical evaluation, although treatment responses may vary
between compartments (skin, LN, blood, internal organs). The
International Society for Cutaneous Lymphomas, the United
States Cutaneous Lymphoma Consortium, and the EORTC
have published Consensus Guidelines for Treatment Response
Evaluation Criteria. Depending on the initial characteristics of
the case, treatment responses may differ across compartments;
therefore, the treatment responses of the skin, LN, blood, and
internal organs should be evaluated separately.'®
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Evaluation of treatment response in skin involvement:
Complete clearance of the skin lesions after treatment is
considered complete response. A biopsy of clinically normal-
appearing skin is not required to confirm complete response.
However, if there is any suspicion of residual disease
(persistent erythema/pigmentary changes), the response
should be evaluated histopathologically. If histopathological
examination reveals finding indicative of MF, the treatment
response is considered a partial response. In patients with
isolated skin involvement who are not in the tumoral
stage (T3), a 50-99% improvement in lesions without the
development of new tumors is considered a partial response
in T1, T2, and T4 stages. A reduction of less than 50%, no
change in lesions, or up to a 25% increase is considered stable
disease. The development of a new tumor (T3) in patients with
T1, T2, or T4 skin involvement or an increase of more than
50% in the skin score in patients who achieved a complete
or partial response is considered progressive disease. The
emergence of any clinical signs associated with MF during
follow-up of patients who achieved complete response is
considered a relapse.

Evaluation of treatment response in lymph node
involvement: Patients with LN involvement that are the
largest in the draining area near the lesion, show high
positron emission tomography (PET) uptake, and have a long
axis > 1.5 cm, short axis > 1 cm, hard, irregular, clustered,
or fixed, an excisional biopsy should be performed. The
excised material should be evaluated histopathologically,
immunohistochemically, and if possible, for TCR clonality.
In the presence of multiple LNs, the decision for excisional
biopsy should prioritize Cervical > Axillary > Inguinal LNs.

Although physical examination is a valuable method in the
evaluation of LNs, it is insufficient on it’s own for accurately
determining their size." Given the variations among evaluators,
the use of contrast-enhanced computed tomography (CT)
(cervical, thoracic, abdominal, pelvic) provides more objective
results in the evaluation of LNs compared with ultrasound.?

In the PROspective Cutaneous Lymphoma International
Prognostic Index (CLIPi) study, which examined the long-
term follow-up of early-stage patients, it was emphasized
that physical examination alone is a poor predictor of LN
enlargement or involvement; the presence of plaque lesions
may indicate LN involvement in early-stage MF patients
and is important in deciding who should undergo imaging.
Additionally, imaging could increase the detection rate of
stage IIA MF and identify patients with rare extensive LN
involvement, potentially upgrading them to advanced stage
(IVA2).2 PET/CT has been identified as more sensitive than
CT alone in detecting lymphoma-related LN involvement for
MF staging, and the intensity of PET activity has been shown

to correlate with the histological grade of LN involvement.
It has been reported that PET/CT can provide more accurate
staging and prognostic information.?!-?

In the assessment of LN treatment response, the initial method
considers a complete response when, after treatment, the
largest transverse diameter (long axis) of all LNs is < 1.5
cm. For LNs classified as N3 prior to treatment, where the
long axis is < 1.5 cm but the short axis is > 1 cm, a complete
response is defined as the short axis being reduced to < 1 cm
after treatment or an LN biopsy result that is negative for
lymphoma.

A partial response to treatment is defined as a > 50% reduction
in the Sum of the Product of Perpendicular Diameters (SPD),
calculated by multiplying the largest transverse and vertical
diameters of each pathological LN compared with baseline.
Additionally, no new pathological LN should develop with a
long axis greater than 1.5 cm, or if the long axis is between
1 and 1.5 cm, no new LN should have a short axis greater
than 1 cm.” Progressive disease is defined as a> 50% increase
in the SPD of pathological LNs compared with baseline, the
development of a new pathological LN proven to be N3
histologically with a long axis greater than 1.5 cm or a long
axis between 1-1.5 cm with a short axis greater than 1 cm, or
a > 50% increase in the SPD of LNs that previously met the
criteria for partial response. Cases that do not meet the criteria
for complete response, partial response, or progressive disease
are classified as stable disease. In a patient who achieved
complete response to treatment, the development of a new LN
was proven to be N3 histologically, with a long axis of 1.5 cm
is considered a disease relapse.

Evaluation of treatment response in visceral disease: In the
evaluation of organ involvement, it is recommended to confirm
organ involvement, except for liver and spleen involvement,
which can be determined by appropriate imaging methods,
through biopsy at the initial assessment.’ The assessment of
bone marrow involvement as either organ involvement or a
separate prognostic factor in patients with Sézary syndrome
(SS) has not been clearly established in the studies conducted.
Therefore, in many studies, bone marrow involvement is
considered part of blood involvement and does not need to
be taken into account when evaluating the treatment response
of visceral involvement. In cases in which imaging is
insufficient for the initial assessment of organ involvement,
the diagnosis should be confirmed by biopsy.

Criteria for complete response after treatment: any organ that
initially showed involvement should not appear enlarged on
physical examination or imaging and should be observed as
normal. Nodules should be present on liver or spleen imaging.
Any mass observed on post-treatment imaging should be
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biopsied to rule out a lymphoma diagnosis. An increase in
liver or spleen size without new sites of involvement, along
with a reduction of 50% or more in the SPD value of pre-
existing liver and spleen nodules or any organ involvement
after treatment, is considered a partial response. The presence
of new organ involvement, more than 50% progression in the
organ previously affected before treatment (to be determined
by SPD value), or a loss of more than 50% of the response
in a patient who had previously achieved partial response,
constitute progressive disease. Conditions that do not meet
the criteria for complete response, partial response, or
progressive disease are classified as stable disease, whereas
the observation of new organ involvement in a patient who
previously achieved complete response should be considered
a relapse.

In cases of localized skin recurrence in which no tumoral
lesions are present, existing tumors show signs of regression,
and no organ symptoms are evident; therefore, imaging is not
necessary in asymptomatic early-stage patients. However,
in patients with stage > IIB, imaging should be used to
evaluate the patient if new lymphadenopathy develops, in
case of unexplained laboratory findings, histopathological
examination reveals LCT or folliculotropism, or if clinical
progression is detected.**

Prognosis

Rare cases of MF usually present with early-stage disease
with a median survival of 10-35 years, but more than 25%
progress to advanced disease with a median survival of less
than 4 years.”

The CLIPi, developed from another retrospective cohort study
of 1,502 patients with MF and SS in the United Kingdom,
identified unfavorable factors in patients with early stage
(IA-ITIA) as male gender; age > 60 years; presence of plaque
lesions; folliculotropic disease, and N1/Nx classification,
whereas unfavorable factors in advanced stage (IIB-IVB)
disecase were male gender; age > 60 years, B1/B2, N2/3,
and visceral involvement. In a retrospective study of 1,275
patients with advanced-stage MF or SS from 29 international
centers, extracutaneous disease (stage 1V), age > 60 years,
transformation to large cell histology and increased LDH
levels were independently associated with worse overall
survival.?6?’

Although clinical, demographic, hematologic, histopathologic,
and genetic abnormalities associated with poor prognosis
have been identified in addition to the TNMB staging
system, these studies are small, single-center cohorts with
inconsistencies. Therefore, the findings should be validated
through large-scale, prospective, multicenter international

studies. The TNMB staging system remains the best method
for determining prognosis.

Follow-up Frequency

In patients with MF, cutaneous lymphoma, follow-up
recommendations are for patients in complete remission, and
treatment should be continued in patients with stable disease
or partial remission. The goals of follow-up in patients with
cutaneous lymphoma are to detect relapses and metastases,
identify secondary lymphomas, and monitor for treatment-
related side effects (such as psoralen photochemotherapy
associated tumors). All patients with cutaneous lymphoma
should be educated to regularly perform self-examination
of their skin and palpation of LNs. Follow-up should be
individualized based on clinical needs, and should be
conducted throughout life.

There is no consensus regarding the follow-up of patients with
MF and cutaneous lymphoma, and the follow-up intervals
should be individually tailored according to the disease
stage, primary cutaneous lymphoma subtype, and treatment
agents used. According to the ESMO guidelines, for indolent
types of cutaneous lymphoma, follow-up is recommended
every 6-12 months for patients with stable disease or those
in complete remission, whereas for active and progressive
disease, follow-up visits are recommended every 4-6 weeks.
These visits should primarily be based on patient history
and physical examination, with additional tests (blood tests,
histopathological examination, imaging) conducted only when
necessary. Since relapses after complete remission or tumor
response are often localized to the skin, there is generally no
need to routinely use imaging methods in all follow-up visits
after treatment.®

According to the S2k Guidelines, patients initially diagnosed
with stage IA and IB should undergo detailed history-taking
and physical examinations every 6 months for the first 5
years and annually thereafter. In this patient group, imaging
methods such as LN ultrasound, CT, PET/CT, and blood tests
are not necessary unless there is a suspicion of recurrence
based on physical examination and history. Patients with stage
ITA should undergo detailed history and physical examination
every 3 months for the first 2 years, every 6 months in the
31 4% and 5% years, and annually thereafter. Regular LN
ultrasonography and laboratory tests, including complete
blood count and LDH levels, are recommended for follow-
up. For patients with blood involvement beyond B0, Sézary
cell counts and flow cytometric analysis are required during
follow-up after remission. The frequency of follow-up for
patients with advanced-stage disease should be determined on
an individual basis.*'s
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CoNcLUSION

In the National Comprehensive Cancer Network Guidelines,
although there are no specific recommendations regarding the
follow-up frequency for patients with MF, the 2024 version of
the Peripheral T-cell Lymphoma Guidelines suggests clinical
and histopathological evaluations every 3-6 months during
the first 2 years, followed by as-needed evaluations based on
clinical necessity. Imaging methods are recommended every
6 months for the first 2 years, once annually between years 2
and 5, and thereafter only as clinically indicated.’

Footnotes

Authorship Contributions

Concept: S.Y., E.A., Design: S.Y., E.A., Data Collection or
Processing: S.Y., E.A., Analysis or Interpretation: S.Y., E.A.,
Literature Search: S.Y., E.A., Writing: S.Y., E.A.

Conflict of Interest: The authors declared that they have no
conflict of interest.

Financial Disclosure: The authors declared that this study
received no financial support.

REFERENCES

1. Willemze R, Cerroni L, Kempf W, Berti E, Facchetti F, Swerdlow
SH, Jaffe ES. The 2018 update of the WHO-EORTC classification for
primary cutaneous lymphomas. Blood. 2019;133:1703-1714.

2. Khoury JD, Solary E, Abla O, Akkari Y, Alaggio R, Apperley JF, Bejar
R, Berti E, Busque L, Chan JKC, Chen W, Chen X, Chng WIJ, Choi
JK, Colmenero I, Coupland SE, Cross NCP, De Jong D, Elghetany MT,
Takahashi E, Emile JF, Ferry J, Fogelstrand L, Fontenay M, Germing
U, Gujral S, Haferlach T, Harrison C, Hodge JC, Hu S, Jansen JH,
Kanagal-Shamanna R, Kantarjian HM, Kratz CP, Li XQ, Lim MS, Loeb
K, Loghavi S, Marcogliese A, Meshinchi S, Michaels P, Naresh KN,
Natkunam Y, Nejati R, Ott G, Padron E, Patel KP, Patkar N, Picarsic J,
Platzbecker U, Roberts I, Schuh A, Sewell W, Siebert R, Tembhare P,
Tyner J, Verstovsek S, Wang W, Wood B, Xiao W, Yeung C, Hochhaus
A. The 5th edition of the World Health Organization classification
of haematolymphoid tumours: myeloid and histiocytic/dendritic
neoplasms. Leukemia. 2022;36:1703-1719.

3. Campo E, Jaffe ES, Cook JR, Quintanilla-Martinez L, Swerdlow SH,
Anderson KC, Brousset P, Cerroni L, de Leval L, Dirnhofer S, Dogan
A, Feldman AL, Fend F, Friedberg JW, Gaulard P, Ghia P, Horwitz SM,
King RL, Salles G, San-Miguel J, Seymour JF, Treon SP, Vose JM, Zucca
E, Advani R, Ansell S, Au WY, Barrionuevo C, Bergsagel L, Chan WC,
Cohen JI, d’Amore F, Davies A, Falini B, Ghobrial IM, Goodlad JR,
Gribben JG, Hsi ED, Kahl BS, Kim WS, Kumar S, LaCasce AS, Laurent
C, Lenz G, Leonard JP, Link MP, Lopez-Guillermo A, Mateos MV,
Macintyre E, Melnick AM, Morschhauser F, Nakamura S, Narbaitz M,
Pavlovsky A, Pileri SA, Piris M, Pro B, Rajkumar V, Rosen ST, Sander
B, Sehn L, Shipp MA, Smith SM, Staudt LM, Thieblemont C, Tousseyn
T, Wilson WH, Yoshino T, Zinzani PL, Dreyling M, Scott DW, Winter
JN, Zelenetz AD. The International Consensus Classification of Mature
Lymphoid Neoplasms: a report from the Clinical Advisory Committee.
Blood. 2022;140:1229-1253.

4. Dippel E, Assaf C, Becker JC, von Bergwelt-Baildon M, Beyer M,
Cozzio A, Eich HT, Follmann M, Grabbe S, Hillen U, Klapper W,

10.

11.

14.

15.

16.

17.

18.

Klemke CD, Lamos C, Loquai C, MeiB} F, Mestel D, Nashan D, Nicolay
JP, Oschlies I, Schlaak M, Stoll C, Vag T, Weichenthal M, Wobser M,
Stadler R. S2k Guidelines - cutaneous lymphomas update 2016 - part
2: treatment and follow-up (ICD10 C82 - C86). J Dtsch Dermatol Ges.
2018;16:112-122.
https://www.ncen.org/professionals/physician_gls/pdf/primary
cutaneous.pdf

Willemze R, Hodak E, Zinzani PL, Specht L, Ladetto M; ESMO
Guidelines Committee. Primary cutaneous lymphomas: ESMO Clinical
Practice Guidelines for diagnosis, treatment and follow-up. Ann Oncol.
2018;29:iv30-iv40.

Pimpinelli N, Olsen EA, Santucci M, Vonderheid E, Haeftner AC,
Stevens S, Burg G, Cerroni L, Dreno B, Glusac E, Guitart J, Heald
PW, Kempf W, Knobler R, Lessin S, Sander C, Smoller BS, Telang G,
Whittaker S, Iwatsuki K, Obitz E, Takigawa M, Turner ML, Wood GS;
International Society for Cutaneous Lymphoma. Defining early mycosis
fungoides. J Am Acad Dermatol. 2005;53:1053-1063.

Dewar R, Andea AA, Guitart J, Arber DA, Weiss LM. Best practices
in diagnostic immunohistochemistry: workup of cutaneous lymphoid
lesions in the diagnosis of primary cutaneous lymphoma. Arch Pathol
Lab Med. 2015;139:338-350.

Agar NS, Wedgeworth E, Crichton S, Mitchell TJ, Cox M, Ferreira
S, Robson A, Calonje E, Stefanato CM, Wain EM, Wilkins B, Fields
PA, Dean A, Webb K, Scarisbrick J, Morris S, Whittaker SJ. Survival
outcomes and prognostic factors in mycosis fungoides/Sézary
syndrome: validation of the revised International Society for Cutaneous
Lymphomas/European Organisation for Research and Treatment of
Cancer staging proposal. J Clin Oncol. 2010;28:4730-4739.

Biilbiil Baskan E, Yazici, S. Mycosis fungoides variants. Turkiye
Klinikleri J Dermatol-Special Topics. 2014;7:6-10.

Olsen E, Vonderheid E, Pimpinelli N, Willemze R, Kim Y, Knobler
R, Zackheim H, Duvic M, Estrach T, Lamberg S, Wood G, Dummer
R, Ranki A, Burg G, Heald P, Pittelkow M, Bernengo MG, Sterry W,
Laroche L, Trautinger F, Whittaker S; ISCL/EORTC. Revisions to the
staging and classification of mycosis fungoides and Sezary syndrome: a
proposal of the International Society for Cutaneous Lymphomas (ISCL)
and the cutaneous lymphoma task force of the European Organization
of Research and Treatment of Cancer (EORTC). Blood. 2007;110:1713-
1722.

Goyal A, O’Leary D, Goyal K, Rubin N, Janakiram M. Screening for
second malignancies in mycosis fungoides: non-Hodgkin lymphoma,
Hodgkin lymphoma, lung cancer, bladder cancer and melanoma. J Eur
Acad Dermatol Venereol. 2021;35:1821-1829.

Schiffman JD, Fisher PG, Gibbs P. Early detection of cancer: past,
present, and future. Am Soc Clin Oncol Educ Book. 2015:57-65.

Kazan D, Bayramgiirler D, Sanli HE, Onsun N, Yazici S, Adisen
E, Dikicier BS, Engin B, Oktem A, Oztiitk G, Acar A, Cerman AA,
Kartal SP, Gengosmanoglu DS, Melikoglu M, Bilgi¢ A. Evaluation
of demographic and clinical characteristics of 728 patients with
mycosis fungoides and their relationship with systemic comorbidities:
multicenter, registry-based (MF-TR) study from Tiirkiye. Ital J Dermatol
Venerol. 2024;159:484-488.

Scarisbrick JJ, Hodak E, Bagot M, Stranzenbach R, Stadler R, Ortiz-
Romero PL, Papadavid E, Evison F, Knobler R, Quaglino P, Vermeer MH.
Blood classification and blood response criteria in mycosis fungoides
and Sézary syndrome using flow cytometry: recommendations from the
EORTC cutaneous lymphoma task force. Eur J Cancer. 2018;93:47-56.
Yazici S, Biilbiil Bagkan E, Budak F, Oral B, Adim $B, Ceylan Kalin Z,
Ozkaya G, Aydogan K, Saricaoglu H, Tunali S. Flow cytometric analysis
of T, B, and NK cells antigens in patients with mycosis fungoides. J
Immunol Res. 2015;2015:856340.

Vermeer MH, Moins-Teisserenc H, Bagot M, Quaglino P, Whittaker S.
Flow cytometry for the assessment of blood tumour burden in cutaneous
T-cell lymphoma: towards a standardized approach. Br J Dermatol.
2022;187:21-28.

Olsen EA, Whittaker S, Kim YH, Duvic M, Prince HM, Lessin SR,
Wood GS, Willemze R, Demierre MF, Pimpinelli N, Bernengo MG,
Ortiz-Romero PL, Bagot M, Estrach T, Guitart J, Knobler R, Sanches

Turkish Journal of Dermatology | Volume 19 | Issue 1 | March 2025 -




19.

20.

21.

22.

23.

Yazici and Aksakal. Follow-up of Mycosis Fungoides

JA, Iwatsuki K, Sugaya M, Dummer R, Pittelkow M, Hoppe R, Parker
S, Geskin L, Pinter-Brown L, Girardi M, Burg G, Ranki A, Vermeer
M, Horwitz S, Heald P, Rosen S, Cerroni L, Dreno B, Vonderheid
EC; International Society for Cutaneous Lymphomas; United States
Cutaneous Lymphoma Consortium; Cutaneous Lymphoma Task Force
of the European Organisation for Research and Treatment of Cancer.
Clinical end points and response criteria in mycosis fungoides and
Sézary syndrome: a consensus statement of the International Society
for Cutaneous Lymphomas, the United States Cutaneous Lymphoma
Consortium, and the Cutaneous Lymphoma Task Force of the European
Organisation for Research and Treatment of Cancer. J Clin Oncol.
2011;29:2598-2607.

Gobbi PG, Broglia C, Carnevale Maffé G, Ruga A, Molinari E,
Ascari E. Lymphomatous superficial lymph nodes: limitations of
physical examination for accurate staging and response assessment.
Haematologica. 2002;87:1151-1156.

Hodak E, Sherman S, Papadavid E, Bagot M, Querfeld C, Quaglino
P, Prince HM, Ortiz-Romero PL, Stadler R, Knobler R, Guenova E,
Estrach T, Patsatsi A, Leshem YA, Prague-Naveh H, Berti E, Alberti-
Violetti S, Cowan R, Jonak C, Nikolaou V, Mitteldorf C, Akilov O,
Geskin L, Matin R, Beylot-Barry M, Vakeva L, Sanches JA, Servitje
O, Weatherhead S, Wobser M, Yoo J, Bayne M, Bates A, Dunnill G,
Marschalko M, Buschots AM, Wehkamp U, Evison F, Hong E, Amitay-
Laish I, Stranzenbach R, Vermeer M, Willemze R, Kempf W, Cerroni
L, Whittaker S, Kim YH, Scarisbrick JJ; Cutaneous Lymphoma
International Consortium (CLIC) institutions. Should we be imaging
lymph nodes at initial diagnosis of early-stage mycosis fungoides?
Results from the PROspective Cutaneous Lymphoma International
Prognostic Index (PROCLIPI) international study. Br J Dermatol.
2021;184:524-531.

Cheson BD, Pfistner B, Juweid ME, Gascoyne RD, Specht L, Horning
SJ, Coiffier B, Fisher RI, Hagenbeek A, Zucca E, Rosen ST, Stroobants
S, Lister TA, Hoppe RT, Dreyling M, Tobinai K, Vose JM, Connors
JM, Federico M, Diehl V; International Harmonization Project on
Lymphoma. Revised response criteria for malignant lymphoma. J Clin
Oncol. 2007;25:579-586.

Tsai EY, Taur A, Espinosa L, Quon A, Johnson D, Dick S, Chow S,
Advani R, Warnke R, Kohler S, Hoppe RT, Kim YH. Staging accuracy
in mycosis fungoides and sezary syndrome using integrated positron
emission tomography and computed tomography. Arch Dermatol.
2006;142:577-584.

Ricard F, Barrington S, Korn R, Brueggenwerth G, Trotman J, Cheson
B, Salles G, Schwartz L, Goldmacher G, Jarecha R, Narang J, Broussais

24.

25.

26.

27.

F, Galette P, Liu M, Bajpai S, Perlman E, Gillis J, Smalberg I, Terve
P, Zahlmann G, Schmid A. Application of the Lugano Classification
for Initial Evaluation, Staging, and Response Assessment of Hodgkin
and Non-Hodgkin Lymphoma: The PRoLoG Consensus Initiative (part
2-technical). J Nucl Med. 2023;64:239-243.

Eisenhauer EA, Therasse P, Bogaerts J, Schwartz LH, Sargent D, Ford
R, Dancey J, Arbuck S, Gwyther S, Mooney M, Rubinstein L, Shankar
L, Dodd L, Kaplan R, Lacombe D, Verweij J. New response evaluation
criteria in solid tumours: revised RECIST guideline (version 1.1). Eur J
Cancer. 2009;45:228-247.

Yazici S. Mycosis fungoides: prognostic factors. In: Bayramgiirler D,
editor. Skin Lymphomas. 1st Edition. Ankara: Tiirkiye Clinics. 2020;
p. 31-37.

Scarisbrick JJ, Prince HM, Vermeer MH, Quaglino P, Horwitz S,
Porcu P, Stadler R, Wood GS, Beylot-Barry M, Pham-Ledard A, Foss
F, Girardi M, Bagot M, Michel L, Battistella M, Guitart J, Kuzel TM,
Martinez-Escala ME, Estrach T, Papadavid E, Antoniou C, Rigopoulos
D, Nikolaou V, Sugaya M, Miyagaki T, Gniadecki R, Sanches JA, Cury-
Martins J, Miyashiro D, Servitje O, Muniesa C, Berti E, Onida F, Corti
L, Hodak E, Amitay-Laish I, Ortiz-Romero PL, Rodriguez-Peralto JL,
Knobler R, Porkert S, Bauer W, Pimpinelli N, Grandi V, Cowan R, Rook
A, Kim E, Pileri A, Patrizi A, Pujol RM, Wong H, Tyler K, Stranzenbach
R, Querfeld C, Fava P, Maule M, Willemze R, Evison F, Morris S,
Twigger R, Talpur R, Kim J, Ognibene G, Li S, Tavallaece M, Hoppe RT,
Duvic M, Whittaker SJ, Kim YH. Cutaneous lymphoma international
consortium study of outcome in advanced stages of mycosis fungoides
and Sézary syndrome: effect of specific prognostic markers on survival
and development of a prognostic model. J Clin Oncol. 2015;33:3766-
3773.

Benton EC, Crichton S, Talpur R, Agar NS, Fields PA, Wedgeworth E,
Mitchell TJ, Cox M, Ferreira S, Liu P, Robson A, Calonje E, Stefanato
CM, Wilkins B, Scarisbrick J, Wain EM, Child F, Morris S, Duvic M,
Whittaker SJ. A cutaneous lymphoma international prognostic index
(CLIPi) for mycosis fungoides and Sezary syndrome. Eur J Cancer.
2013;49:2859-2868.

- Turkish Journal of Dermatology | Volume 19 | Issue 1 | March 2025




