
Lymphomatoid Papulosis (LyP) 
Patient  :    T.F., a 35-year-old  man 
 
Duration  :   6 months  
 
Distr ibution  :  Trunk and extremities 
 
History  :   Recurrent crops of multiple asymptomatic lesions. 

The patient has biopsy proven patch stage mycosis 
fungoides since 1990, and has received several therapeutic 
regimens including PUVA, topical steroid, interferon a, 
and topical carmustine (BCNU).   

 
Physical Exam : Multiple erythematous scaly papules 3-5 mm in 

size.   
 
Histopathology : The epidermis shows spongiosis, exocytosis, and 

focal keratinocyte necrosis.  In the dermis, there is a 
wedge-shaped infiltrate of atypical small and large 
lymphocytes.   
Impox studies revealed all cells to be CD45+ (leukocyte 
common antigen) and CD45RO+ (Tcell marker).  In 
addition, the large cells stained strongly with CD30.  
   

  
Laboratory  : Complete blood count, liver function tests, and CT 

scans (1985) of the abdomen, pelvis and chest were 
performed.  Results were normal. 

 
Treatment  : The patient responded well to small doses of 

methotrexate (20 mg per week). 



Diagnosis:    Lymphomatoid Papulosis (LyP)  
 
Discussion: 
Lymmphomatoid papulosis is characterized by recurrent crops of papular lesions that 
may become ulcerated before they disappear spontaneously.  The disease generally 
occurs in adults, although any age may be affected, and the lesions predominantly affect 
the trunk. 

 
Histologically, LyP has been divided into type A, type B and type C depending on the 
predominant cell type present in the infiltrate. 
Type A lesions are predominantly made up of type A cells, which resemble the Reed-
Sternberg cells seen in Hodgkin’s lymphoma.  These stains positively with CD30.   
Type B lesions are predominantly made up of type B cells, which resemble the atypical 
small mycosis fungoides (MF) lymphocytes.   
Type C lesions, the rarest type, composed of sheets of lymphocytes that resemble those 
of anaplastic T-cell lymphoma. 
 
LyP has been associated with malignant lymphomas in about 10-20% of cases, and these 
include MF, Hodgkin’s lymphoma and cutaneous CD30+ large cell lymphomas. 
LyP can appear concurrently with, be preceded by, or be followed by these lymphomas.  
In addition, it has been shown that MF patients who also have LyP tend to have a more 
favorable outcome than those with patch/plaque stage MF alone. 
 
Controversy still exists as to whether LyP is a benign or malignant condition.  
Histologically, it has features suggestive of malignant lymphoma, however, its clinical 
course manifested by recurrent, self-healing lesions suggests a benign nature. 
 
LyP responds to various therapeutic options, with methotrexate being the treatment of 
choice.  Others include PUVA, potent topical steroids, interferon and topical 
mechlorethamine. 
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