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Actinic reticuloid as a manifestation of chronic actinic dermatitis ( CAD ) is a rare dermatosis
whose clinical and histologic features resemble other types of pseudolymphomas including my-
cosis fungoides and Jessner’s lymphocytic infiltration, and it is regarded as an eventual stage of
various photodermatoses like photosensitive eczema or persistent light reaction or chronic pho-
toallergic contact dermatitis and so on. Phototests in the patients with actinic reticuloid
usually reveal hypersensitivity to UVB, UVA, and sometimes to visible light.

We present a case of actinic reticuloid in a 65-year-old male, whose skin lesions developed
as erythematous lichenified infiltrating plaques on the face at first, and then spread themselves
onto the upper trunk later. Histologically those skin lesions showed the aggregation of atypi-
cal lymphocytes and photobiologically the results of phototests revealed photosensitivity to UVB
and UVA. (Ann Dermatol 11(4) 240~243, 1999).

Key Words : Actinic reticuloid, Pseudolymphoma, Cross-photosensitivity.

Actinic reticuloid is an uncommon, chronic
photosensitivity dermatosis with clinical and his-
tologic features resembling lymphoma and is ob-
served mostly in middle-aged and elderly men.'?

Clinically, extremely pruritic, infiltrated patches or
plaques are present on sun-exposed skin areas, and
often extend to covered areas and may transform to
erythroderma later.”** The histologic features re-
semble those of cutaneous T cell lymphoma, Jessner’s
lymphocytic infiltration, and lymphomatoid con-
tact dermatitis, etc.*’

In spite of the lymphomatoid histologic appearance
and some frustrating intractable clinical course,
actinic reticuloid is regarded as one of pseudolym-
phomas because it does not transform to true lym-
phoma in life although there were some contro-
versies in early publications. The action spectra of
photosensitivity include UVB, UVA, and usually the
visible light.” Although no specific therapy is re-
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wardable for actinic reticuloid, treatment modalities
with proven longstanding effectiveness are PU-
VAS®, UVB’ phototherapy, azathioprine'" and re-
cently cyclosporine.™"

REPORT OF A CASE

A 65-year-old man developed severely pruritic
skin lesions confined to the face and dorsal sur-
faces of the hands in September,1993. He had suf-
fered from nephrotic syndrome and received sys-
temic corticosteroids for 9 months. On the initial ex-
amination, the eruption consisted of erythematous
patches in the sun-exposed areas aforementioned
sparing the covered areas. He had been treated
with topical steroids and oral antihistamines but
his disease showed an intractable course. In June,
1995, multiple tumors develoed on the face
abruptly and a skin biopsy from a lesion revealed
perivascular and periappendageal aggregation of
lymphoid cells mimicking a histologic finding of
Jessner’s lymphocytic infiltration. The laboratory
findings of the following items were negative or
within normal limits; complete blood cell count,
urinalysis, LFT, ANA, immunoglobulin series,
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Fig.1. Multiple, erythematous placjues and nodules on
the face.

BUN / Creatinine. In spite of 5 months’ treatment
with prednisolone and hydroxychloroquine, the
lesions progressively increased in number as their
sizes enlarged (Fig. 1). In November,1995, the pa-
tient was received azathioprine (150mg/day) for 3
weeks with some response but it was discontinued
due to telogen effluvium. His disease showed
cyclic pattern afterwards ; some improvement in
the winter season but aggravation in the following
spring. At that time a second biopsy was per-
formed with systemic survey by X-ray and CT scan
and bone scan to exclude lymphoma and its
metastasis. A phototest and photopatch test were al-
so done to detect any photosensitivity. The biopsy
specimen showed aggregation of atypical lympho-
cytes around the blood vessels and the adnexal
structures with some eosinophils (Fig.2 A,B). The
immunohistochemical studies revealed that most
of the infiltrated cells consisted of pan T cells and
more than 50% of the infiltrated lymphoid cells
were CD8+ cells (Fig.3). The systemic survey
showed no evidence of metastasis. The phototest
showed a slightly decreased MED-UVB, 30m]/cm*
(normal, >50mJ/cm®) and a normal ranged MED-
UVA, 25]/cm’ and no sensitivity to visible light.
The photopatch test showed a positive reaction to
promethazine, which had no clinical relevance
such as a history of the application of topical anti-
histamines. He was placed on 400mg of hydroxy-
chloroquine each day and antihistamines with
topical corticosteroid ointment as well as instructed
to avoid sunlight. Despite the treatment, his skin le-
sions were aggravated in early summer, 1996,
spreading to the covered areas; chest, shoulder,
and upper back area. After this, his skin lesions

Fig. 2. A,B. A. A dense dermal mononuclear cell infil-
trate in the dermis. ( X 40, H&E stain) B. Aggregation
of atypical lymphocytes with some eosinophiﬁr around
the blood vessels and adnexal structures. ( X 200, H&E
stain)
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Fig. 3. Most of infiltrated cells consist of CD8+ lym-
phocytes( X 100, CD8 stain).

improved in late autumn, keeping a seasonal fluc-
tuation of improvement and worsening afterwards till
now.
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DISCUSSION

Actinic reticuloid can be regarded as the most
severe variant in the spectrum of chronic actinic der-
matitis (CAD). The exact etiology is still un-
known, but is probably multifactorial, involving
contact allergic, photoallergenic, phototoxic, im-
munologic, and metabolic factors™'*'**.

A diagnosis of actinic reticuloid should only be
made when the following criteria are present; (1)
persistent infiltrated papules and plaques on sun-
exposed skin, often with the extension to covered ar-
eas or generalized infiltrated erythroderma; (2)
photosensitivity to broad spectrum of wave-
lengths, including UVB, UVA, and visible light;
(3) a dermal infiltrate with presence of atypical
lymphoid cells on histologic examination®.

When one or two criteria are lacking, one could
prefer the more general term chronic actinic der-
matitis (CAD) which includes photosensitive
eczema and persistent light reaction®. These show the
clinical features sometimes similar to actinic reticu-
loid.

The essential difference was that the photosensi-
tivity in photosensitive eczema was confined only to
the UVB range'". Moreover, skin biopsy specimens
showed changes suggestive of chronic lichenified
eczema. The histologic appearance did not mimic
mycosis fungoides, and frankly atypical cells were
never seen.

Persistent light reaction occurs in elderly men
and is characterized by a long-standing photoder-
matitis. Eczematous lesions and a positive pho-
topatch test for a photocontact sensitizer are present.
Although the sensitivity is mainly in the UVB re-
gion, others have found abnormal reactions to
UVA as well. The histologic features are those of an
eczematous dermatitis. Progression from photoal-
lergic contact dermatitis by means of persistent
light reaction to actinic reticuloid has been re-
ported®”. Our patient revealed a positive result
for promethazine on a photopatch test. But we
could not find any related history with this drug,
which was one of offending agents for persistent
light reaction when they applied it topically in the
1950s and 1960s. We guess that such a positive
photopatch result can be related to the cross-pho-
tosensitization between other phenothiazine anti-
histamines and promethazine itself in test aller-
gen™.
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Actinic reticuloid, as a variant of chronic ac-
tinic dermatitis (CAD), may result from the dys-
regulation of suppressor mechanisms, enabling the
development of hypersensitivity to UV-induced
neoantigen or the altered self proteins®. It is not
known why preferentially CD8+ lymphocytes occur
in actinic reticuloid. Similarly, there is also an in-
crease of CD8+ cells in late lesions of polymorphic
light eruption as compared with early lesions, per-
haps contributing to local suppression of the in-
flammatory response®. The exposure of telatively
higher doses of UVB radiation to the susceptible
victims would reduce the ability of antigen pre-
senting cells (APC) to initiate contact hypersensi-
tivity responses and results in the induction of
hapten-specific suppressor T cells”.

Several authors have stated that the histopatho-
logic features of skin and blood specimens in ac-
tinic reticuloid can closely resemble mycosis fun-
goides or Sezary syndrome. But there are some im-
portant differences between them. In several cases of
actinic reticuloid, dermal fibrosis and multinucleat-
ed fibroblasts can be seen in the papillary dermis.
This is absent or inconspicuous in cases of cuta-
neous T cell lymphomas®. In addition, definite fea-
tures of Pautrier’s microabscesses are absent in actinic
reticuloid, even if the exocytosis of lymphocytes
into the epidermis sometimes may mimic them®.
An important diagnostic feature in actinic reticuloid
is that the occurrence of a dermal infiltrate composed
mainly of suppressor T cells (CD8+ cells), in contrast
to cutaneous T cell lymphoma, in which a helper T
cell (CD4+ cells) proliferation is virtually always
Seen24.15,26,27.

In erythrodermic patients, the presence of a
CD8+ dominated in dermal infiltrate and, espe-
cially, a reversed CD4+ to CD8+ ratio in the pe-
ripheral blood are highly characteristic for a definite
diagnosis of actinic reticuloid®. And we can hy-
pothesize a chronic reactive immunoregulatory
disorder is involved in actinic reticuloid, as has
been hypothesized for other T cell chronic prolifer-
ations, by the fact that the polyclonal expansion
of circulating T lymphocytes expresses the sup-
pressor/cytotoxic phenotype in peripheral bloods
of the patients.
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