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			Abstract

			Cutaneous T cell lymphoma is one of non-Hodgkin’s lymphoma. Several types of cutaneous T-cell lymphoma exist. The most common type is mycosis fungoides. Sezary syndrome is a less common type that causes skin redness over the entire body. The common symptoms of Sezary syndrome are erythroderma, leukemia with circulating mononuclear cells having convoluted nuclei and lymph node enlargement due to infiltration by similar cells.

			Lymphoma starts in the lymphocytes, or the cells in the immune system that are normally found in the lymphatic system. If lymphocytes start growing out of control, they can build up and form a cancerous collection of cells in the skin that can lead to lymphoma. Patients with skin lymphoma might experience a variety of vague or unusual symptoms, including:

			1.	Peeled skin

			2.	Rash, which sometimes can itch

			3.	Mushroom-like skin lesions

			4.	Swollen lymph nodes, or painless lumps, in the skin

			5.	Unexplained fevers and weight loss

			Skin lymphoma usually is well behaved and doesn’t spread throughout the body. However, it has the potential to do so in approximately 15 to 20 percent of cases. At the specialized skin lymphoma clinic at UT Southwestern, we offer a range of treatment options to effectively beat the two specific types of skin lymphoma and their various subtypes [1-4].

			Sezary syndrome is an aggressive form of cutaneous T-cell lymphoma which is a group of disorders that occur when T-cells (a type of white blood cell) become cancerous and affect the skin. It is characterized by a widespread red rash that may cover most of the body, the presence of cancerous T cells (called Sezary cells) in the blood, and abnormally enlarged lymph nodes. Other signs and symptoms may include intense itchiness, scaling and peeling of the skin; fever; weight loss; hair loss; outward turning of the eyelids (ectropion); palmoplantar keratoderma; malformation of the nails; and hepatosplenomegaly. The exact cause of Sezary syndrome is currently unknown. Treatment varies based on the signs and symptoms present in each person and the severity of the condition.

			Prognosis: The long-term outlook (prognosis) for people with Sezary syndrome is generally poor. Sezary syndrome is difficult to cure. Treatment is usually palliative, with the intention of relief of symptoms and improvement in the quality of life. Median survival for patients with Sezary syndrome has been reported to be 2 to 4 years after development of the condition, although survival has improved with newer treatments. The disease-specific 5-year survival rate has been reported to be 24%. We present 1 case of Sezary syndrome which happened in our hospital with complete response.
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			Case Report

			A 47-year-old female was admitted to the hospital with general weakness, sweating and the existence of the painless formation in the left inguinal region. The rise of temperature up to 37.5 °C Rash-like skin redness, slightly raised or scaly round patches on the skin. Abnormalities of the fingernails and toenails [5-7].

			Status locales

			Third stage is characterized by the formation of the purple-red tumor with a bluish tinge 85%.

			Anamnesis vitae

			HAV antigen, Hepatitis B antigen, HCVab are negative. Sexually transmitted diseases, HIV are negative. Blood transfusion wasn’t performed during the life. The patient denied any allergically reactions to any medicament ions.

			Objective status

			The general condition of patient is satisfactory. ECOG -0 point. The patient has regular build. The skin and visual mucous coat have normal healthy color. Glandules mammaria are soft without any pathological features. The chest is symmetrical, normal form. There is vesicular resonance without any pathological pulmonary rales during the auscultation. On the side of heart, soft heart sounds are auscultated. Abdomen is symmetrical, painless during the palpation. The liver is palpated at the edge of the costal arch. The edge is soft, elastic. The spleen is not palpable. The area of kidneys without any pathological features. Symptom of Pasternack is negative from 2 sides. Physiological functions are not impaired. The symptoms of neuropathy are negative. There is no evidence of metastatic affection of CNS. There are no findings about symptomatic or progressive meningeal infiltration. Any additional symptoms of NHL are not identified [8,9].

			Status Locales

			Conglomerations of increased lymph nodes are palpated from two sides. The size of the right conglomeration is 8×7sm., and the size of the left conglomeration is 6×7sm. The postoperative cicatrix is soft and healthy in the supraclavicular region. The other lymph nodes are not palpated.
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			Based on complaints, history of the disease, these additional methods examinations, the patient has a clinical diagnosis: Cutaneous Lymphoma Т3N0M0 st. IIВ, clinical group 2 Figure 1 & 2.

			After the clinical diagnosis was made, the patient was prescribed to do followings analyses:

			
					Clinical blood test

					Simple urine test

					Biochemical blood assay

					Total protein

					Coagulogram

					MNS blood group

					AXR

					Abdominal ultrasound

					WBBSInvestigations
Table 1 & 2 MNS blood group-blood group (09.10. 2018): (A), Rh (+). MSCT of thoracic region, abdominal region, cavity organs and pelvic organs (03.08.2018): the character of lymphoproliferative disorder. Pelvic examination: without pathological findings.
Table 1: CBC
	HBG
	115g/l

	 RBC
	4,14*109

	WBC
	10*9

	ESR
	6mm per hour


Table 2: Biochemistry of blood.
	BLD
	73mkmol/l

	GOT
	16

	ALT
	13

	SUN
	3.0

	Creatini serum
	76


Pharmacological therapy
Among the treatment, Kenalog and bandage was prescribed by the doctor. Elective operation was performed in January 14, 2018. It was consisted of excisional left inguinal lymph node biopsy. The wound healed by primary intention healing. After the operation 6 combination chemotherapy treatment cycles was set up by the doctor. The patient was routinely admitted in order to give the 1 course of treatment [10-12]. It was also recommended to register with the oncologist at the place of residence.
Patient diary
June 13, 2018 Performance status is satisfactory. Patient has complaints of pain in the left breast. Abdomen is symmetrical, painless during the palpation. Bowel movements and diuresis are within normal. ABPM 120/80, heart rate 70 per minute [13,14]. The patient takes following medicine: 


			

			
					Cyclophosphamide 1000mg 1 day

					Methotrexate 1000mg 1 day

					Leucovorin 1200mg intravenous 1 day

					Oxaliplatin 200mg 1 day

					Gemcitabine 2000mg 2 dayThe performance status of patient during the treatment was satisfactory during the treatment. After the examination the patient was prescribed ambulant therapy Figure 3.
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	Figure 3:


Statement of ethics
The patient gave written informed consent.
Figure 4 Histologic appearance of the skin lesion. Band-like small-lymphocyte infiltrates with several epidermotropic lymphocytes were observed. On high power magnification Infiltrates consist of histiocytes, lymphocytes and atypical cells with medium-sized, highly indented (so-called cerebriform) nuclei. Typical Paltrier micro abscesses were not observed in the lesions.
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	Figure 4: Biopsy of the skin lesion (patch/thin plaque) was performed from the elbow region.


Conclusion
We believe that this presentation of SC is underreported, and many patients are likely misdiagnosed as having high-grade cutaneous T-cell lymphomas and inappropriately treated with non-Hodgkin’s lymphoma-(NHL-) type regimens. Delay in diagnosis and inappropriate treatment will adversely affect the outcome of this aggressive disease. With this case report and literature review, we therefore would like to increase awareness of cutaneous only presentation of TLBL. extremely rare and unique form of cutaneous lymphoma that can have potentially fatal consequences if undiagnosed; therefore, clinicians must take great care to make the correct diagnosis based on a knowledge of the clinical and immunohistochemical findings.
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