
J AM ACAD DERMATOL

FEBRUARY 2021
530 Research Letters
Correspondence to: Choon Chiat Oh, MD, Singapore
General Hospital, Department of Dermatology,
Academia Level 4, 20 College Rd, Singapore
169856

E-mail: oh.choon.chiat@singhealth.com.sg

REFERENCES

1. Bavinck JN, Tieben LM, Van der Woude FJ, et al. Prevention of

skin cancer and reduction of keratotic skin lesions during

acitretin therapy in renal transplant recipients: a

double-blind, placebo-controlled study. J Clin Oncol. 1995;

13(8):1933-1938.

2. George R, Weightman W, Russ GR, et al. Acitretin for chemo-

prevention of non-melanoma skin cancers in renal transplant

recipients. Australas J Dermatol. 2002;43(4):269-273.

3. Chen AC, Martin AJ, Dalziell RA, et al. A phase II randomized

controlled trial of nicotinamide for skin cancer chemopreven-

tion in renal transplant recipients. Br J Dermatol. 2016;175(5):

1073-1075.

4. Hyemin P, Hogan D, Eilers D, et al. Long-term efficacy of

topical fluorouracil cream 5% for treating actinic keratosis: a

randomized clinical trial. JAMA Dermatol. 2015;151(9):

952-960.

5. Weinstock MA, Thwin SS, Siegel JA, et al. Chemoprevention of

basal and squamous cell carcinoma with a single course of

fluorouracil, 5%, cream: a randomized clinical trial. JAMA

Dermatol. 2018;154(2):167-174.

https://doi.org/10.1016/j.jaad.2020.04.160
CD301 leukemic cutaneous T-cell
lymphoma
To the Editor: CD30 is a tumor necrosis factor
receptor involved in regulating apoptosis and
proliferation of CD301 tumor cells.1 CD301 T cells
are primarily expressed in conditions such as
primary cutaneous CD301 T-cell lymphoprolifera-
tive disorders and some peripheral T-cell
lymphomas, and they can potentially be expressed in
any type of cutaneous T-cell lymphoma (CTCL).2-4

However, CD30 expansion on the leukemic cells of
patientswith CTCLor S�ezary syndrome is rare, and little
is known regarding the natural history and prognosis of
patients with leukemic CTCL expressing this cell
type.2,3,5

After approval by an institutional review board,
we identified all patients with a clinical diagnosis of
leukemic CTCL or S�ezary syndrome and reviewed
the medical records of those exhibiting CD30
expression on the skin, in lymph nodes, or in blood
from January 1, 1994, to August 31, 2017. Among 44
patients diagnosed with leukemic CTCL, 6 (13.6%)
were found to have some degree of CD30 expression
on the leukemic cells. Only 3 of the 6 patients had
complete records available for review.

Patient 1, a 57-year-old whiteman, presented with
a 1-year history of a generalized folliculocentric
eruption unresponsive to topical steroids. Blood
flow cytometry (FC) showed an abnormal
population of T cells (10% of all events),
phenotypically CD21, CD31, CD41, CD8-, CD51,
CD7 partial, CD25 dim/negative, CD26-, CD30 partial
(Fig 1, A-D). The CD4hi (nonmalignant, red) cells,
which are CD71 (Fig 1, B) and CD261 (Fig 1, C), are
CD30- or very dim (Fig 1, D) relative to the CD4 dim
(blue) malignant population. The patient was
diagnosed with mycosis fungoides with B1
involvement and treated with extracorporeal
photopheresis (ECP) and narrowband ultraviolet B,
with significant improvement. His disease has
continued to remain well controlled 5 years after
the initial diagnosis.

Patient 2, a 55-year-old man, had S�ezary cells on
peripheral smear and blood FC showing an
abnormal population of T cells (83% of all events),
phenotypically CD21, CD31, CD4-, CD8-, CD51,
CD7 partial, CD25-, CD26-, TCR��1, and a small
portion of CD301 cells (Fig 1, E). He was diagnosed
with stage IV S�ezary syndrome and despite treatment
with vorinostat and ECP, he died 6 years after
presentation.

Patient 3, a 77-year-old white man with blood FC
showing an abnormal population of T cells
(approximately 14% of all events), phenotypically
CD2 dim, CD31, CD41, CD8-, CD51, CD71, CD25
dim, CD26- (16%), and a partial portion of CD301

cells (Fig 1, F). He was diagnosed with mycosis
fungoides and received several treatments including
ECP, bexarotene, and vorinostat. After several years
of treatment, the patient self-discontinued therapy
and died 7 years after presentation.

Because of challenges in the treatment of
leukemic CTCL, it is important to understand its
phenotypic variants and their implications for
prognosis and treatment response. There has been
little to no information on the expression of CD301 T
cells in the blood of patients with leukemic CTCL. To
our knowledge, CD30 is not routinely assessed on
blood FC. Recent developments in the treatment of
CTCL include antibody-based immunotherapies,
including anti-CD30 brentuximab vedotin, currently
approved for treatment of CD301 Hodgkin
lymphoma, CD301 lymphoproliferative disorders,
and CD30-expressing mycosis fungoides.5,6

However, the nature of patients treated with
brentuximab vedotin who have circulating CD301

cells is not yet clear.5 Therefore, a better
understanding of the role of leukemic CD30
positivity in the history, prognosis, and association
with other prognostic factors and its significance in
the development of more specific antineoplastic
therapies may be beneficial to the treatment of
patients with leukemic CTCL.
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Fig 1. A-D, Patient 1. Red represents normal lymphocytes, and blue indicates leukemic
(S�ezary) cells. Cells are CD7- and CD26- (small subpopulation positive) with slightly decreased
expression of CD4. CD30 expression is shown in the lower right dot plot. A total of 100,000
events were acquired on a FACSCanto flow cytometer (BD Biosciences, San Jose, CA) analyzed
with DIVA software (BD Biosciences, San Jose, CA). E, Patient 2 and (F) patient 3, each
exhibiting partial expression of CD30 on the CD51 gated leukemic (S�ezary) population.
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Table I. Patient characteristics at presentation

Patient characteristics Results

Age at diagnosis, y
Mean 62.9
Median 64
Range 35-84

Age at onset of symptoms, y
Mean 60.4
Median 63
Range 34-81

Sex, n (%)
Female 56 (100)
Male 0 (0)

Race, n (%)
White 55 (98.2)
Black 1 (1.8)

Geographic distribution, n (%)
Midwest 47 (83.9)
South 4 (7.1)
Southwest 2 (3.6)
East Coast 2 (3.6)
Puerto Rico 1 (1.8)

Natural hair color, n (%)
Brown 41 (73.2)
Blonde 10 (17.9)
Black 4 (7.1)
Red 1 (1.8)

Hair texture before hair loss, n (%)
Fine or thin 19 (33.9)
Medium (neither thin nor thick) 19 (33.9)
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Thick or coarse 18 (32.1)

Clinical examination findings, n (%)
Eyebrow loss 45 (80.4)
The association of frontal fibrosing

alopecia with skin and hair care
products: A survey-based case series
of 56 patients seen at the Mayo
Clinic
To the Editor: Frontal fibrosing alopecia (FFA) has
become increasingly reported in the literature.1-4

Studies have suggested an association between FFA
and the use of facial skincare products and
sunscreens.1,2

We identified 148 female and 7 male patients with
FFAwho were evaluated at the Mayo Clinic between
1992 and 2016.4 Of the 155 patients who were
invited, 56 (36.1%) completed the survey.

The survey design was based on previous FFA
studies, particularly those suggesting environ-
mental/sunscreen etiologies, as well as expert
opinion (RT, ST). A retrospective chart review was
performed. Statistical analysis was performed using
the JMP Pro statistical software package, version 13.0
(SAS Institute Inc, Cary, NC). Descriptive statistics are
reported as a number and percentage for discrete
variables. Comparisons were evaluated using
Fisher’s exact test. All P values less than .05 were
considered statistically significant.
Patient demographics are described in Table I.
Most patients (89.3%) received a biopsy, with 100%
showing histopathologic features consistent
with FFA. Eyebrow loss was noted in 45 (80.4%)
patients. Forty-four (78.6%) patients received
continuous follow-up care at the Mayo Clinic.
Response to treatment included unaltered disease
progression in 20 (45.5%), slowing of disease
progression in 17 (38.6%), and disease stabilization
in 7 (15.9%).

Patients were asked to respond based on their
behavior in the 5 to 10 years before the onset of hair
loss. The results are summarized in Table II. The
overall results indicate that 62.5% (n¼ 35) of patients
with FFA used some facial sunscreen product daily.
This rate is higher than that reported for regular
sunscreen use across the United States (42.6% of
women reported regularly using sunscreen on the
face when outside on a warm sunny day for longer
than 1 hour).5 Additionally, 57.1% (n ¼ 32) of
patients with FFA reported regular (at least weekly)
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