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Mycosis fungoides mimicking tinea pedis

Steven A. Hanna BSc, Mark G. Kirchhof MD PhD

Figure 1: Mycosis fungoides resembling tinea pedis in a 68-year-old man. A) View of the left foot showing
polycyclic erythematous scaly papules and plaques that mimick tinea pedis. B) View of the right upper thigh
showing an erythematous plaque with fine scales and “cigarette paper” wrinkling.

68-year-old man presented to primary

care with a rash consisting of polycy-

clic (overlapping circles) erythematous
scaly papules and plaques with raised borders
(Figure 1A) that was localized to his feet. The
patient was treated appropriately for tinea pedis
with topical terbinafine. After several follow-up
visits, the lesions showed no improvement, and
the patient was prescribed oral terbinafine, in
accordance with current treatment guidelines.'
After one year of treatment, there was little
effect, and the patient was referred to the derma-
tology service.

When the patient was assessed in the dermatol-
ogy clinic three months later, the rash had pro-
gressed to red-brown papules and plaques scat-
tered over the body, including areas not exposed to
the sun. These lesions had associated fine scales
and “cigarette paper” wrinkling (Figure 1B). A
biopsy of a lesion on the right thigh showed fea-
tures suggestive of mycosis fungoides (Appen-
dix 1, available at www.cmaj.ca/lookup/suppl/
doi:10.1503/cmaj.160038/-/DC1). Based on the
biopsy results and our clinical examination, we
diagnosed mycosis fungoides. We prescribed topi-
cal clobetasol ointment and betamethasone valer-
ate (0.1%) ointment, and administered narrow-
band ultraviolet B phototherapy three times per
week. After three months, the lesions were almost
completely cleared, including those on the feet.
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The patient continued maintenance phototherapy
treatment and has remained nearly free of lesions.

Mycosis fungoides, a malignant disease of
CD4* T cells, is the most common cutaneous lym-
phoma, with an incidence of about 6.4-9.6 cases
per million per year in the United States.? Treat-
ment options include topical corticosteroids, nar-
row-band ultraviolet B phototherapy, topical nitro-
gen mustard and topical retinoids. Patients with
early-stage disease have similar life expectancies
to controls matched by age, sex and race.?

Clinical diagnosis of mycosis fungoides is diffi-
cult because, similar to other cutaneous lympho-
mas,* it may mimic numerous cutaneous condi-
tions. These include eczema, folliculitis, contact
dermatitis and psoriasis.

Where lesions are refractory to standard ther-
apy and areas not exposed to the sun are involved,
prompt referral for biopsy, diagnosis and treatment
is prudent.
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