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DES I G N  G U I DE  

 
This PowerPoint 2007 template produces a 36”x48” 
presentation poster. You can use it to create your research 
poster and save valuable time placing titles, subtitles, text, 
and graphics.  
 
We provide a series of online tutorials that will guide you 
through the poster design process and answer your poster 
production questions. To view our template tutorials, go online 
to PosterPresentations.com and click on HELP DESK. 
 
When you are ready to print your poster, go online to 
PosterPresentations.com 
 
Need assistance? Call us at 1.510.649.3001 
 

 

QU ICK  START 
 

Zoom in and out 
 As you work on your poster zoom in and out to the level 
that is more comfortable to you.  

 Go to VIEW > ZOOM. 
 

Title, Authors, and Affiliations 
Start designing your poster by adding the title, the names of the authors, 
and the affiliated institutions. You can type or paste text into the 
provided boxes. The template will automatically adjust the size of your 
text to fit the title box. You can manually override this feature and 
change the size of your text.  
 
TIP: The font size of your title should be bigger than your name(s) and 
institution name(s). 
 
 

 
 

Adding Logos / Seals 
Most often, logos are added on each side of the title. You can insert a 
logo by dragging and dropping it from your desktop, copy and paste or by 
going to INSERT > PICTURES. Logos taken from web sites are likely to be 
low quality when printed. Zoom it at 100% to see what the logo will look 
like on the final poster and make any necessary adjustments.   
 
TIP:  See if your school’s logo is available on our free poster templates 
page. 
 

Photographs / Graphics 
You can add images by dragging and dropping from your desktop, copy 
and paste, or by going to INSERT > PICTURES. Resize images 
proportionally by holding down the SHIFT key and dragging one of the 
corner handles. For a professional-looking poster, do not distort your 
images by enlarging them disproportionally. 
 

 
 
 
 
 
 

Image Quality Check 
Zoom in and look at your images at 100% magnification. If they look good 
they will print well.  
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QU ICK  START ( con t . )  
 

How to change the template color theme 
You can easily change the color theme of your poster by going to the 
DESIGN menu, click on COLORS, and choose the color theme of your 
choice. You can also create your own color theme. 
 
 
 
 
 
 
 
You can also manually change the color of your background by going to 
VIEW > SLIDE MASTER.  After you finish working on the master be sure to 
go to VIEW > NORMAL to continue working on your poster. 
 

How to add Text 
The template comes with a number of pre-
formatted placeholders for headers and text 
blocks. You can add more blocks by copying and 
pasting the existing ones or by adding a text box 
from the HOME menu.  

 
 Text size 

Adjust the size of your text based on how much content you have to 
present. The default template text offers a good starting point. Follow 
the conference requirements. 

 

How to add Tables 
To add a table from scratch go to the INSERT menu and  
click on TABLE. A drop-down box will help you select rows 
and columns.  

You can also copy and a paste a table from Word or another PowerPoint 
document. A pasted table may need to be re-formatted by RIGHT-CLICK > 
FORMAT SHAPE, TEXT BOX, Margins. 
 

Graphs / Charts 
You can simply copy and paste charts and graphs from Excel or Word. 
Some reformatting may be required depending on how the original 
document has been created. 
 

How to change the column configuration 
RIGHT-CLICK on the poster background and select LAYOUT to see the 
column options available for this template. The poster columns can also 
be customized on the Master. VIEW > MASTER. 

 
How to remove the info bars 

If you are working in PowerPoint for Windows and have finished your 
poster, save as PDF and the bars will not be included. You can also delete 
them by going to VIEW > MASTER. On the Mac adjust the Page-Setup to 
match the Page-Setup in PowerPoint before you create a PDF. You can 
also delete them from the Slide Master. 
 

Save your work 
Save your template as a PowerPoint document. For printing, save as 
PowerPoint of “Print-quality” PDF. 
 

Print your poster 
When you are ready to have your poster printed go online to 
PosterPresentations.com and click on the “Order Your Poster” button. 
Choose the poster type the best suits your needs and submit your order. If 
you submit a PowerPoint document you will be receiving a PDF proof for 
your approval prior to printing. If your order is placed and paid for before 
noon, Pacific, Monday through Friday, your order will ship out that same 
day. Next day, Second day, Third day, and Free Ground services are 
offered. Go to PosterPresentations.com for more information. 
 

Student discounts are available on our Facebook page. 
Go to PosterPresentations.com and click on the FB icon.  
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Mycosis fungoides is the most common form of cutaneous T cell 
lymphoma.  
Cutaneous lymphomas are a heterogeneous group of non-Hodgkin 
lymphomas of T- and B-cell origin. This is a case of an 89-year 
male who was diagnosed and managed as a case of eczema; 
however, further investigations confirmed a diagnosis of Mycosis 
fungoides. This condition could be difficult to diagnose in the 
elderly population due to the variety or possible presentations and 
subtleties of histopathological correlation in the early stage. 
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The incidence of CTCL has risen since 1973, with an annual age-
adjusted incidence of 6.4 to 9.6 cases per million people in the United 
States. 4 

Mycosis fungoides is mostly disease of the elderly with a median age at 
diagnosis of 55 to 60 years and a male: female ratio of 2:1. 1,5,7 

 However, mycosis fungoides has also been seen in younger 
populations, including children. 5,6,7  Approximately 70% of patients 
with mycosis fungoides are white. African Americans, Hispanics, and 
Asians making up 14%, 9%, and 7% of mycosis fungoides cases in the 
United States, respectively. 19  Patients with both mycosis fungoides and 
Sezary syndrom are at a highly increased risk of developing a second 
lymphoma, in particular Hodgkin lymphoma and the CTCL subtype 
lymphomatoid papulosis, as well as nonhematologic malignancies. 4,7,14   
Mycosis fungoides classically is a very slowly progressive disease. It 
evolves slowly over years, sometimes decades and frequently has a 
relapsing course. Classic clinical presentation includes multiple, well 
defined, often pruritic erythematous patches distributed in non-sun 
exposed ‘‘bathing suit’’ areas, including the breasts, buttocks, lower 
trunk, and groin. These patches may evolve to infiltrative plaques and 
tumors, and all 3-lesion types can be seen concomitantly. 1,7  
Hypopigmented lesions are a rare presentation of mycosis fungoides, 
most often seen in children, adolescents, and dark-skinned individuals. 
7,19 

MF is characterized by the presence of lymphocytes that express a T 
cell helper phenotype (CD4+). These cells also express CD45RO, a 
marker of mature memory T cells. 7,16  CD8+ cytotoxic/suppressor T cell 
immunophenotype can be seen in rare cases, usually hypopigmented 
MF.7,9,10 

For early stage MF when the disease is confined to the skin, topical 
skin-directed therapies are first-line treatments.  Topical corticosteroids, 
topical nitrogen mustard (mechlorethamine hydrochride), topical 
retinoids (topical bexarotene), phototherapy, and total skin electron 
beam therapy are the mainstay of skin directed therapies. 18  
Oral bexarotene, interferon, histone deactylase inhibitors (vorinostat and 
romidepsin), extracorporal photopheresis, monoclonal antibody agent 
alemtuzumab and chemotherapy are used for more extensive or 
recalcitrant disease. 18   
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89-year-old male presented to our practice with a painful and 
pruritic eruption that has been treated by his primary care 
physician for the last year. Patient stated that a biopsy was 
performed and a diagnosis of eczema was made. He was treated 
with triamcinolone acetonide 0.1% ointment twice daily with only 
slight improvement of his symptoms. Upon review of his records, 
we discovered that a shave biopsy had been done, which showed a 
predominantly chronic inflammatory infiltrate and spongiosis, 
most consistent with an acute allergic or irritant contact dermatitis.  
Patient’s other medical conditions included high blood pressure, 
hyperlipidemia as well as coronary artery disease. He had no prior 
history of dermatologic disease. Examination revealed an elderly 
male in no acute distress and good spirits. The patient was found to 
have a diffuse eruption consisting of erythematous polycyclic 
plaques with slight scale on both of his upper extremities, 
abdomen, trunk, lower extremities, and groin. (Figure 1)  Mild 
bilateral lymphadenopathy was discovered on exam. 
Two separate 3mm punch biopsies were performed at the time of 
his presentation. Both revealed an intraepidermal collection of 
atypical mononuclear cells with associated mild spongiosis and 
adjacent superficial predominantly lymphoid infiltrate consistent 
with cutaneous t-cell lymphoma. Further gene rearrangement 
studies confirmed the diagnosis of mycosis fungoides. Patient was 
referred to hematology-oncology for peripheral blood flow 
cytometry and CT imaging of the chest abdomen and pelvis. No 
lymph nodal enlargement by CT criteria was identified. Peripheral 
blood flow cytometry revealed no clonal population of T-cells. His 
disease was deemed primary cutaneous T-cell lymphoma staged 
2A due to presence of nonmalignant bilateral inguinal 
lymphadenopathy.  Patient has been treated with mechlorethamine 
hydrochride 0.016% gel and clobetasol propionate 0.05 ointment 
with good response. His pruritus has significantly improved since 
therapy was implemented. 
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Discussion	
  
Primary cutaneous lymphomas represent a heterogeneous 
group of T- and B-cell lymphomas. Mycosis fungoides 
(MF), which is generally indolent in behavior, and Sezary 
syndrome (SS), an aggressive and leukemic variant, 
comprise approximately 53% of all cutaneous T-cell 
lymphomas (CTCL). 1 
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