
Recommended Management of Mogamulizumab-Associated Rash in MF/SS

BSA, body surface area; GABA, gamma-aminobutyric acid; moga, mogamulizumab; MF/SS, mycosis fungoides/Sézary syndrome.
1National Cancer Institute. Common terminology criteria for adverse events (CTCAE) v5.0. National Cancer Institute website. 2018.

• Continue moga; treat with 
high-potency Class 1 topical 
steroids (eg, clobetasol 0.05% 
ointment or cream BID)

• Antihistamine or other agents 
with antipurititic effects (eg, 
GABA analogs, doxepin, 
mirtrazepine)

• If rash does not improve or 
worsens, refer for skin biopsy

• Biopsy and referral to dermatologist/ 
dermatopathologist

• Consider delaying moga while 
treating rash and awaiting biopsy 
results

• Treat with high-potency Class 1 
topical steroids (eg, clobetasol 0.05% 
ointment or cream BID)

• Consider oral steroids 
(0.5 – 1 mg/kg/day) 

• Biopsy and referral to 
dermatologist/dermatopathologist

• Delay moga
• Treat with high-potency Class 1 

topical steroids (eg, clobetasol 
0.05% ointment or cream BID)

• Consider oral steroids 
(0.5 – 1 mg/kg/day) 

Grade 1 initial rash: Continue moga and monitor 

Grade 2 initial rash: Restart moga upon resolution of 
rash to Grade ≤1 
• If patient had response in blood compartment but skin 

disease remains, consider other skin-directed therapies
• Consider extending dosing interval to every 4 weeks

Grade 3 initial rash: Consider restarting moga upon 
resolution of rash to Grade ≤1 
• Consider extending dosing interval to every 4 weeks or 

discontinuing after risk/benefit discussion with patient
• If rash is protracted, steroid-sparing agents (eg, 

methotrexate) might be necessary 
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Biopsy if Feasible
Histology; Immunohistochemistry; Clonality

Confirm Progression
• CD4+ cells more predominant
• Loss of CD7 expression
• T-cell gene rearrangements

Discontinue Moga

Confirm Rash
• Most commonly include psoriasiform/spongiotic, 

lichenoid/CD8+ interface, and granulomatous with 
mixed pattern

• CD8+ cells more predominant
• Normalized or inverted CD4+/CD8+ ratio
• CD7 expression retained
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• Macules/papules covering 
<10% BSA with or without 
symptoms (eg, pruritus, 
burning, tightness)

• Macules/papules covering 
>30% BSA with moderate 
or severe symptoms

• Limiting self-care 

• Macules/papules covering 
10-30% BSA with or without 
symptoms 

• Limiting daily activities
• Rash covering >30% BSA with or 

without mild symptoms


