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Abstract
Abnormal hair development and regeneration occurs in some skin diseases, including lymphomas when hair 

follicles are eliminated. Otherwise, neoplastic cells, both malignant and benign, local occurring and metastatic, can 
cause alopecia of the scalp. In lymphomas alopecia can develop due to direct infiltration by the disease, or it may be 
a secondary or paraneoplastic manifestation. Total -body hair loss can be diagnosed only in those with generalized 
erythroderma in mycosis fungoides and Sézary syndrome. Patchy alopecia clinically identical to alopecia areata is 
revealed in 34% patients suffering from mycosis fungoides or Sézary syndrome. Discreet patch/plaque or follicular 
lesions is observed within mycosis fungoides lesions in 66%. The involvement of hair follicles usually presents in 
folliculotropic mycosis fungoides. 65% of patients have alopecia. Follicular mucinosis is frequent in folliculotropic 
mycosis fungoides. Alopecia is also observed in ichthyosiform mycosis fungoides, syringotropic cutaneous T-cell 
lymphoma panniculitis-like T-cell lymphoma, primary cutaneous follicle center lymphoma Occipital alopecia areata, 
occipital and parietal alopecia were observed in B- cell lymphoma. Alopecia is a rare manifestation of Hodgkin’s 
disease. Alopecia may develop due to therapy and can be even a sign of therapeutical efficacy.
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Introduction
Neoplastic cells, both malignant and benign, local occurring 

and metastatic, can cause alopecia of the scalp. The infiltration of 
neoplastic cells is sometimes not florid; a condition known as “Scalp 
Alopecia due to a Clinically Unapparent or Minimally Apparent 
Neoplasm” (SACUMAN). Neoplastic cells can destroy hair follicles 
by inducing inflammatory mediators, attracting inflammatory cells 
and/or replacing normal cellular populations. The infiltrative nature 
of such alopecia can be unapparent or only minimally apparent. The 
most common neoplasm in which an uncomplicated, minimally or 
unapparent scalp alopecia occurs and no infiltrate of cancer is suspected 
is metastatic breast carcinoma. Other causes include squamous and 
basal cell carcinomas, angiosarcoma, gastric carcinoma, placental site 
tromphoblastic tumor, and mycosis fungoides. In lymphomas alopecia 
can develop due to direct infiltration by the disease, or it may be a 
secondary or paraneoplastic manifestation [1].

Alopecia in Mycosis Fungoides and Sézary Syndrome
The most frequent cutaneous lymphomas may be accompanied 

by different types of alopecia. Total -body hair loss can be diagnosed 
only in those with generalized erythroderma in mycosis fungoides 
and Sézary syndrome. Patchy alopecia clinically identical to alopecia 
areata is revealed in 34% patients suffering from mycosis fungoides 
or Sézary syndrome. Discreet patch/plaque or follicular lesions are 
observed within mycosis fungoides lesions in 66% [2,3]. Extremely 
rare ocular structures may be involved a 33-year-old woman who 
had received therapy for mycosis fungoides on the trunk for 11 years, 
presented to the clinic with new plaques and tumors on her eyebrows 
and eyelid margin, and alopecia of her eyelashes and eyebrow. The 
histopathological examinations supported the diagnosis of mycosis 
fungoides. There was no intraocular involvement with tumor [4].

On the other hand, no less than 21% patients with Sézary syndrome 
suffer from alopecia.Generalized alopecia is an additional symptom 
associated with Sézary syndrome [5,6].

So, alopecia areata & generalized alopecia are described in mycosis 
fungoides and Sézary syndrome.

Hair Loss in Folliculotropic Mycosis Fungoides
The involvement of hair follicles usually presents in folliculotropic 

mycosis fungoides. The morphologic spectrum of lesions is broad and 
includes erythematous papules and plaques with follicular prominence 
with or without alopecia; comedonal, acneiform, and cystic lesions; 
alopecic patches with or without scarring; and nodular and prurigo like 
lesions. 65% of patients had alopecia, which in 71% of cases involved 
the face. Severe pruritus was seen in 68% of patients [7]. 2 adult patients 
who presented with alopecia and disseminated follicular erythematous 
papules, comedones and cysts were described. In both patients, 
histology showed a folliculotropic infiltrate of atypical lymphocytes 
that spared the epidermis, in the absence of follicular mucinosis. 
Molecular genetic analysis confirmed the oligo/monoclonal nature of 
the T-cell infiltrate [8].

Folliculotropic mycosis fungoides is associated with a worse 
prognosis than classical mycosis fungoides .There was reported a case 
of a patient with folliculotropic (stage IIA) who progressed to develop 
Sézary syndrome, stage IVB, over 6 years. A 40-year-old man presented 
with pruritic plaques affecting his head and trunk, characterized by 
follicular plugging. The histology was consistent with folliculotropic 
mycosis fungoides and T-cell gene analysis studies revealed a T-cell 
clone in the skin only. His condition gradually deteriorated and 5 years 
after presentation, T-cell gene analysis studies revealed the presence of 
a clone in the blood identical with that seen in the skin. His condition 
progressed with the development of erythrodermic disease and a 
leukaemic blood picture and he subsequently died of systemic nodal 
and visceral involvement [9].
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Juvenile folliculotropic and Ichthyosiform mycosis fungoides was 
described in a 15-year-old boy. The patient presented with a 5-year 
history of enlarging pruritic plaques on the forehead and back, patchy 
alopecia and generalized ichthyosis. Histology of the forehead and 
back showed a dense, lymphocytic, folliculocentric and perivascular 
infiltrate of predominantly CD4- positive T cells consistent with 
folliculotropic mycosis fungoides. Histological examination of biopsies 
from ichthyotic skin found similar features [10].

In another case ichthyosiform mycosis fungoides with alopecia 
and atypical membranous nephropathy was described. The diagnosis 
was made based on the following findings: generalized ichthyosis-
like eruption, alopecia, enlarged superficial lymph nodes, proteinuria, 
and hematuria, the histological features of the skin biopsy from both 
ichthyotic and alopecic lesions with immunohistochemical staining, 
and the renal biopsy examination with immunofluorescence. The 
histological examination of ichthyotic and alopecic lesions displayed a 
predominant infiltration of atypical lymphocytes in the upper dermis 
with the characteristics of epidermotropism and folliculotropism. 
Immunohistochemical studies demonstrated that most infiltrated 
atypical lymphocytes were CD3, CD4, and CD45RO positive, 
whereas negative for CD5, CD7, CD20, CD30, and CD56. A renal 
biopsy examination revealed atypical membranous nephropathy with 
deposition of immunoglobulin G (IgG), IgM, IgA, C1q, and C3 [11].

Granulomatous mycosis fungoides presenting as an acquired 
ichthyosis was described in 69-year-old man. The patient presented 
with a 3-month history of unexplained fevers and malaise that 
developed generalized pruritus, alopecia and an ichthyosiform 
erythematous eruption on his forearms, legs, chest and back. Skin 
histology, immunophenotyping and molecular features were consistent 
with granulomatous mycosis fungoides [12].

Histologically, the quintessential finding in follicular mycosis 
fungoides is small to medium atypical CD3+ CD4+ CD8- T 
lymphocytes around and within the epithelium of the hair follicles. 
Immunohistochemistry of all cases uniformly show a CD4+ T cell 
infiltrate [13].

The cases presented multivariant clinical features of folliculotropic 
mycosis fungoides. Both generalized hair loss and alopecia areata 
with or without scarring are observed in this form. The involvement 
of hair follicles may be combined with different clinical signs, such 
as disseminated follicular erythematous papules, and comedones and 
cysts, systemic nodal and visceral involvement, generalized ichthyosis, 
atypical membranous nephropathy, unexplained fevers, malaise and 
pruritus.

Alopecia Mucinosa as a Morphologic Manifestation of 
Mycosis Fungoides

Follicular mucinosis is frequent in folliculotropic mycosis 
fungoides. It was found that the folliculotropic variant of mycosis 
fungoides appeared more commonly to have an aggressive course than 
classic mycosis fungoides [14].

A patient with an aggressive folliculotropic variant of mycosis 
fungoides was described. Clinical manifestation initially presented as 
follicular mucinosis with alopecia. One month after the diagnosis of 
follicular mucinosis, a diagnosis of mycosis fungoides was made, and 3 
months later inguinal lymph node involvement with mycosis fungoides 
developed. A skin biopsy specimen demonstrated prominent follicular 
mucinosis with folliculotropism of atypical cells and intrafollicular 
Pautrier’s micro abscesses. The case is another confirmation of the 

point of view that follicular mucinosis can be a presenting sign of 
rapidly progressive mycosis fungoides [15].

Mycosis fungoides associated with follicular mucinosis 
commonly pursues an aggressive course, often undergoing large-cell 
transformation, which is associated with resistance to therapy and poor 
prognosis [16-18]. The findings in sections of tissue cut from 54 biopsy 
specimens taken from 45 patients, clinico-pathologic correlation of 
lesions were behind the affirmation that so-called alopecia mucinosa 
is but one of many morphologic manifestations of mycosis fungoides 
[19].

In examining 40 children with a clinical diagnosis of alopecia 
mucinosa/follicular mucinosiswas diagnosed 6 months after diagnosis 
of alopecia mucinosa/follicular Mucinosis in one patient.) In 
patients with mycosis fungoides the sign seems to be more frequent. 
Histopathologic examination showed folliculotropism in 28 patients 
(90%) and epidermotropism in 15 (48%). Twelve cases fulfilled the 
International Society of Cutaneous Lymphomas (ISCL) diagnostic 
criteria for early mycosis fungoides. The histopathologic findings were 
typical of mycosis fungoides in only in two of these cases. T-cell receptor 
gene rearrangement was positive in 3 of 6 (50%) of tested samples, one 
in a patient who fulfilled the ISCL criteria for early mycosis fungoides 
[20].

In another case, 12-years old patient was described. The boy 
presented an 8-month history of erythematous mucinous plaques on 
the scalp. Three months later, he developed erythematous patches and 
plaques on his whole body, accompanied by cervical lymphadenopathy. 
A biopsy showed follicular mucinosis and epidermotropism of the 
lymphocytic infiltrate. Immunophenotyping and a PCR clonality test 
were consistent with CTCL [21].

In 2 cases mycosis fungoides developed 4 and 8 years after the 
diagnosis of alopecia mucinosa had been made [22]. It was found out 
that no single, indisputable feature can reliably differentiate primary 
(idiopathic) follicular mucinosis from lymphoma-associated follicular 
mucinosis and a considerable overlapping among the two groups 
exists, the use of multiple clinical, histological and immunopathological 
criteria associated with gene rearrangement analysis can be useful in 
evaluation of these patients [23].

So, alopecia mucinosa as a morphologic manifestation of mycosis 
fungoides and any patient suspicious for the diagnosis needs thorough 
examination.

Alopecia in Other Types of T-Cell Lymphomas
The development of alopecia may be observed not only in most 

frequent types of T- cell cutaneous lymphoma. Syringoma-like 
proliferations can underlie alopecia in neoplasms [1]. The associacion 
of syringolymphoid hyperplasia with alopecia and mycosis fungoides 
was described. Follicular mucinosis is not a common sign in these 
cases. Although syringolymphoid hyperplasia can be idiopathic, it can 
also reflect a syringotropic cutaneous T-cell lymphoma. Careful follow-
up with a biopsy of persistent lesions is recommended to evaluate for 
the presence of lymphoma [24].

Syringotropic cutaneous T-cell lymphoma mainly occurs in men, 
but a woman who suffered from with erythroderma, cutaneous nodules, 
poikilodermatous patches, widespread alopecia and lymphadenopathy 
was described [25].

Panniculitis-like T-cell lymphoma clinically manifested as alopecia 
was reported. A 45-year-old woman presented with multifocal scalp 
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lesions with the clinical impression of alopecia areata. Histological 
findings first suggested cytophagic histiocytic panniculitis; although 
a ‘burned-out’ panniculitis-like T-cell lymphoma could not be 
excluded. After a 20-month follow-up period, assessment of the T-cell 
receptor gamma-chain gene rearrangement verified the diagnosis of 
subcutaneous panniculitis-like T-cell lymphoma [26].

A patient who presented simultaneously with primary cutaneous 
follicle center lymphoma of the face and scalp and alopecia areata of the 
scalp and beard bearing a clonal T-cell receptor gene rearrangement was 
reported [27]. Later primary cutaneous follicle centre cell lymphoma of 
the scalp presenting with scarring alopecia was described [28].

So, alopecia areata can develop in ichthyosiform mycosis 
fungoides, panniculitis-like T-cell lymphoma, and primary cutaneous 
follicle center lymphoma. In syringotropic cutaneous T-cell lymphoma 
widespread alopecia is possible.

Alopecia in B-Cell Lymphoma
The hair loss in B- cell lymphoma is known as well. Alopecia 

areata was observed in a patient with diffuse large B-cell lymphoma. 
The involvement was presented with rectangular-patterned occipital 
alopecia areata [29]. The case of a 44-year-old man with a primary 
cutaneous large B-cell non-Hodgkin’s lymphoma of the scalp was 
reported. His mother died of gastric lymphoma and his sib brother 
was in a 20-year remission of T-cell lymphoma. The patient presented 
with a 16-year history of occipital and parietal alopecia and a recently 
worsening scalp rash. The histopathology and immunohistochemistry 
indicated a bcl-6+, MUM- and bcl-2-, primary cutaneous follicle center 
B-cell non-Hodgkin’s lymphoma, with an aggressive transformation to 
a diffuse large B-cell lymphoma. Bone marrow biopsy and CT chest, 
abdomen, and pelvis were negative for systemic lymphoma [30].

So, occipital alopecia areata, occipital and parietal alopecia were 
observed in B-cell lymphoma.

Alopecia in Hodgkin’s Disease
Alopecia is a rare manifestation of Hodgkin’s disease. A case of 

Hodgkin’s lymphoma, based on clinical and histopathological features 
was described. The pattern of hair loss was diffuse and generalized 
in nature involving scalp, eyebrows, axilla, and groin. Hair loss, 
diffuse hyperpigmentation, and generalized itching preceded other 
manifestations of the disease. This case highlighted the importance 
of keeping a high suspicion of an underlying malignancy in patients 
presenting with such cutaneous manifestations [31].

A case of initial alopecia areata preceded Hodgkin’s disease 
was described. Besides hair loss, a 17-years old girl suffered from a 
generalized scaling skin, enlargement of the inguinal lymph nodes and 
severe back pain. Staging procedures revealed multifocal bone disease 
and generalized lymphadenopathy. The diagnosis of nodular sclerosing 
Hodgkin’s disease was established by biopsies of the os ileum and a left 
inguinal lymph node. The case illustrates that alopecia areata may occur 
as a paraneoplastic phenomenon or an autoimmune process related to 
the deranged cellular immune system in children and adolescents with 
Hodgkin’s disease [32].

The cases demonstrated the possibility of the development of both 
generalized alopecia and alopecia areata in Hodgkin’s disease.

Alopecia Developed due Top Treatment
On the other hand, it is well known that alopecia can develop due 

to the treatment. For example, there is an association between alopecia 

and response to chemotherapy in patients with lymphomas. It was 
noted that in intensively treated patients with Hodgkin’s disease, the 
absence of alopecia may predict a poor response to treatment [33]. 
In patients treated with doxorubicin-containing chemotherapy, the 
absence of alopecia may predict poor response to treatment along with 
fewer episodes of bone marrow suppression. The absence of alopecia 
in such patients should alert clinicians to the possibility of treatment 
failure [34].

Another case of a 33-year-old man in remission from Hodgkin 
lymphoma was described. The patient suffered from hair loss. Initial 
endocrine tests revealed autoimmune hypothyroidism. Hyperplasia of 
his pituitary gland was revealed. He tolerated replacement endocrine 
therapy with good response, but with no improvement in his alopecia 
universalis [35].

Alopecia developed in 100% patients with Burkitt’s lymphoma 
treated by three cycles of Endoxan in association with 3 injections of 
metothrexate and hydrocortisone [36].

In fact the secondary alopecia due to treatment may develop in any 
type of lymphoma.

Conclusion
So, alopecia can be observed in different types and stages of 

lymphomas. It is described in patients of different age & sex. Total 
-body hair loss can be diagnosed only in those with generalized 
erythroderma and Sézary syndrome. Patchy alopecia, discreet patch/
plaque or follicular lesions may be revealed in different forms of 
mycosis fungoides. The hair loss usually presents in folliculotropic 
mycosis fungoides. 65% of patients have alopecia. Follicular mucinosis 
is frequent in folliculotropic mycosis fungoides. Alopecia is also 
observed in ichthyosiform mycosis fungoides, syringotropic cutaneous 
T-cell lymphoma panniculitis-like T-cell lymphoma, and primary 
cutaneous follicle center lymphoma. Occipital alopecia areata, occipital 
and parietal alopecia were observed in B- cell lymphoma.

Alopecia is a rare manifestation of Hodgkin’s disease; still the 
cases of generalized alopecia & alopecia areata are described. Alopecia 
areata was reported in association with malignancy as a paraneoplastic 
symptom.

Secondary alopecia may develop due to therapy and can be even a 
sign of therapeutical efficacy.

Any type of alopecia developing in lymphoma patients is 
troublesome, even when it was the first clinical sign allowed to make a 
correct diagnosis or when it is a beneficial sign of therapy. Today, a wig 
is the most frequent solution. We hope that the future improvement 
of lymphoma treatment will be accompanied by the solution of this 
problem as well.

Acknowledgement

We dedicate the review to the memory of Professor A. A. Kalamkaryan who 
made an important contribution to the study of lymphomas in Russia.

References

1. Scheinfeld N (2006) Review of scalp alopecia due to a clinically unapparent or 
minimally apparent neoplasm (SACUMAN). Acta Derm Venereol 86: 387-392.

2. Bi MY, Curry JL, Christiano AM, Hordinsky MK, Norris DA, et al. (2011) The 
spectrum of hair loss in patients with mycosis fungoides and Sézary syndrome. 
J Am Acad Dermatol 64: 53-63.

3. Goyal T, Varshney A (2012) A rare presentation of erythrodermic mycosis 
fungoides. Cutis 89: 229-232, 236.

http://www.ncbi.nlm.nih.gov/pubmed/16983449
http://www.ncbi.nlm.nih.gov/pubmed/16983449
http://www.ncbi.nlm.nih.gov/pubmed/21036417
http://www.ncbi.nlm.nih.gov/pubmed/21036417
http://www.ncbi.nlm.nih.gov/pubmed/21036417
http://www.ncbi.nlm.nih.gov/pubmed/22768436
http://www.ncbi.nlm.nih.gov/pubmed/22768436


Citation: Khamaganova I, Khromova S, Shvec O (2014) Alopecia in Lymphomas. Hair Ther Transplant 4: 117. doi:10.4172/2167-0951.1000117

Page  4  of 4

Volume 4 • Issue 1 • 1000117Hair Ther Transplant
ISSN: 2167-0951 HTT, an open access journal

 Alopecia Areata: Diagnosis, Pathogenesis and Treatment

4. Gül U, Soylu S, Aslan E, Yazar Z, Demiriz M (2008) Uncommon presentation of 
mycosis fungoides: eyelid margin involvement. J Dermatol 35: 581-584.

5. Booken N, Nicolay JP, Weiss C, Klemke CD (2013) Cutaneous tumor cell load 
correlates with survival in patients with Sézary syndrome. J Dtsch Dermatol
Ges 11: 67-79.

6. Möbs M, Knott M, Fritzen B, Pullmann S, Sterry W, et al. (2010) Diagnostic
tools in Sézary syndrome. G Ital Dermatol Venereol 145: 385-391.

7. Gerami P, Rosen S, Kuzel T, Boone SL, Guitart J (2008) Folliculotropic mycosis 
fungoides: an aggressive variant of cutaneous T-cell lymphoma. Arch Dermatol 
144: 738-746.

8. Monopoli A, Annessi G, Lombardo GA, Baliva G, Girolomoni G (2003) Purely
follicular mycosis fungoides without mucinosis: report of two cases with review 
of the literature. J Am Acad Dermatol 48: 448-452.

9. Agar N, Whittaker SJ (2008) Folliculotropic mycosis fungoides (stage IIA)
progressing to Sézary syndrome: a case report. Br J Dermatol 159: 1197-1199.

10. Ryan C, Whittaker S, D’Arcy C, O’Regan GM, Rogers S (2009) Juvenile
folliculotropic and ichthyosiform mycosis fungoides. Clin Exp Dermatol 34:
e160-162.

11. Zhou Q, Zhu K, Yu H, Cheng H (2011) Ichthyosiform mycosis fungoides with
alopecia and atypical membranous nephropathy. Indian J Dermatol Venereol
Leprol 77: 180-183.

12. Eisman S, O’Toole EA, Jones A, Whittaker SJ (2003) Granulomatous mycosis
fungoides presenting as an acquired ichthyosis. Clin Exp Dermatol 28: 174-
176.

13. Boone SL, Guitart J, Gerami P (2008) Follicular mycosis fungoides: a
histopathologic, immunohistochemical, and genotypic review. G Ital Dermatol
Venereol 143: 409-414.

14. Bonta MD, Tannous ZS, Demierre MF, Gonzalez E, Harris NL, et al. (2000)
Rapidly progressing mycosis fungoides presenting as follicular mucinosis. J
Am Acad Dermatol 43: 635-640.

15. Lehman JS, Cook-Norris RH, Weed BR, Weenig RH, Gibson LE, et al. (2010)
Folliculotropic mycosis fungoides: single-center study and systematic review.
Arch Dermatol 146: 607-613.

16. Cerroni L, Fink-Puches R, Bäck B, Kerl H (2002) Follicular mucinosis: a
critical reappraisal of clinicopathologic features and association with mycosis
fungoides and Sézary syndrome. Arch Dermatol 138: 182-189.

17. Sangüeza OP, Lu D (2002) Mycosis fungoides: new insights into an old
problem. Arch Dermatol 138: 244-246.

18. Apisarnthanarax N, Ha CS, Duvic M (2003) Mycosis fungoides with follicular
mucinosis displaying aggressive tumor-stage transformation: successful
treatment using radiation therapy plus oral bexarotene combination therapy.
Am J ClinDermatol 4: 429-433. 

19. Böer A, Guo Y, Ackerman AB (2004) Alopecia mucinosa is mycosis fungoides. 
Am J Dermatopathol 26: 33-52.

20. Zvulunov A, Shkalim V, Ben-Amitai D, Feinmesser M (2012) Clinical and
histopathologic spectrum of alopecia mucinosa/follicular mucinosis and its
natural history in children. J Am Acad Dermatol 67: 1174-1181.

21. Hess Schmid M, Dummer R, Kempf W, Hilty N, Burg G (1999) Mycosis
fungoides with mucinosis follicularis in childhood. Dermatology 198: 284-287.

22. Sentis HJ, Willemze R, Scheffer E (1988) Alopecia mucinosa progressing
into mycosis fungoides. A long-term follow-up study of two patients. Am J
Dermatopathol 10: 478-486.

23. Rongioletti F, De Lucchi S, Meyes D, Mora M, Rebora A, et al. (2010) Follicular 
mucinosis: a clinicopathologic, histochemical, immunohistochemical and
molecular study comparing the primary benign form and the mycosis fungoides-
associated follicular mucinosis. J Cutan Pathol 37: 15-19.

24. Tannous Z, Baldassano MF, Li VW, Kvedar J, Duncan LM (1999)
Syringolymphoid hyperplasia and follicular mucinosis in a patient with
cutaneous T-cell lymphoma. J Am Acad Dermatol 41: 303-308.

25. Ah-Weng A, Howatson SR, Goodlad JR, Patel MC, Gupta G (2003)
Erythrodermic syringotropic cutaneous T-cell lymphoma. Br J Dermatol 148:
349-352.

26. Török L, Gurbity TP, Kirschner A, Krenács L (2002) Panniculitis-like T-cell
lymphoma clinically manifested as alopecia. Br J Dermatol 147: 785-788.

27. Richmond HM, Lozano A, Jones D, Duvic M (2008) Primary cutaneous follicle
center lymphoma associated with alopecia areata. Clin Lymphoma Myeloma
8: 121-124.

28. Kluk J, Charles-Holmes R, Carr RA (2011) Primary cutaneous follicle centre
cell lymphoma of the scalp presenting with scarring alopecia. Br J Dermatol
165: 205-207.

29. Shin J, Jang HS, Cho SB (2012) Rectangular-patterned Occipital Alopecia
Areata: A Report of Three Cases. Int J Trichology 4: 164-166.

30. Colovic N, Jurisic V, Terzic T, Atkinson HD, Colovic M (2009)
Immunochemotherapy for Bcl-2 and MUM-negative aggressive primary
cutaneous B-cell non-Hodgkin’s lymphoma. Arch Dermatol Res 301: 689-692.

31. Garg S, Mishra S, Tondon R, Tripathi K (2012) Hodgkin’s Lymphoma Presenting 
as Alopecia. Int J Trichology 4: 169-171.

32. Mlczoch L, Attarbaschi A, Dworzak M, Gadner H, Mann G (2005) Alopecia
areata and multifocal bone involvement in a young adult with Hodgkin’s
disease. Leuk Lymphoma 46: 623-627.

33. Lishner M, Manor Y, Kitay-Cohen Y, Avishay AE (1999) Association between
alopecia and response to aggressive chemotherapy in patients with Hodgkin’s
disease. Med Hypotheses 53: 447-449.

34. Elis A, Blickstein D, Manor Y, Lishner M (2005) Association between alopecia
and response to chemotherapy in patients with Hodgkin lymphoma. Ther Drug 
Monit 27: 287-289.

35. Quintyne KI, Barratt N, O’ Donoghue L, Wallis F, Gupta RK (2010) Alopecia
universalis, hypothyroidism and pituitary hyperplasia: polyglandular
autoimmune syndrome III in a patient in remission from treated Hodgkin
lymphoma. BMJ Case Rep. 

36. Togo B, Keita M, Medefo D, Traore F, Sidibe T (2008) [Maxillofacial location
of Burkitt’s lymphoma in children treated at the University Hospital Center in
Bamako, Mali: a 24-case series]. Med Trop (Mars) 68: 600-602.

http://www.ncbi.nlm.nih.gov/pubmed/18837703
http://www.ncbi.nlm.nih.gov/pubmed/18837703
http://www.ncbi.nlm.nih.gov/pubmed/23167557
http://www.ncbi.nlm.nih.gov/pubmed/23167557
http://www.ncbi.nlm.nih.gov/pubmed/23167557
http://www.ncbi.nlm.nih.gov/pubmed/20461046
http://www.ncbi.nlm.nih.gov/pubmed/20461046
http://www.ncbi.nlm.nih.gov/pubmed/18559762
http://www.ncbi.nlm.nih.gov/pubmed/18559762
http://www.ncbi.nlm.nih.gov/pubmed/18559762
http://www.ncbi.nlm.nih.gov/pubmed/12637929
http://www.ncbi.nlm.nih.gov/pubmed/12637929
http://www.ncbi.nlm.nih.gov/pubmed/12637929
http://www.ncbi.nlm.nih.gov/pubmed/18764843
http://www.ncbi.nlm.nih.gov/pubmed/18764843
http://www.ncbi.nlm.nih.gov/pubmed/19094122
http://www.ncbi.nlm.nih.gov/pubmed/19094122
http://www.ncbi.nlm.nih.gov/pubmed/19094122
http://www.ncbi.nlm.nih.gov/pubmed/21393949
http://www.ncbi.nlm.nih.gov/pubmed/21393949
http://www.ncbi.nlm.nih.gov/pubmed/21393949
http://www.ncbi.nlm.nih.gov/pubmed/12653708
http://www.ncbi.nlm.nih.gov/pubmed/12653708
http://www.ncbi.nlm.nih.gov/pubmed/12653708
http://www.ncbi.nlm.nih.gov/pubmed/19169213
http://www.ncbi.nlm.nih.gov/pubmed/19169213
http://www.ncbi.nlm.nih.gov/pubmed/19169213
http://www.ncbi.nlm.nih.gov/pubmed/11004619
http://www.ncbi.nlm.nih.gov/pubmed/11004619
http://www.ncbi.nlm.nih.gov/pubmed/11004619
http://www.ncbi.nlm.nih.gov/pubmed/20566923
http://www.ncbi.nlm.nih.gov/pubmed/20566923
http://www.ncbi.nlm.nih.gov/pubmed/20566923
http://www.ncbi.nlm.nih.gov/pubmed/11843637
http://www.ncbi.nlm.nih.gov/pubmed/11843637
http://www.ncbi.nlm.nih.gov/pubmed/11843637
http://www.ncbi.nlm.nih.gov/pubmed/11843646
http://www.ncbi.nlm.nih.gov/pubmed/11843646
http://www.ncbi.nlm.nih.gov/pubmed/12762834
http://www.ncbi.nlm.nih.gov/pubmed/12762834
http://www.ncbi.nlm.nih.gov/pubmed/12762834
http://www.ncbi.nlm.nih.gov/pubmed/12762834
http://www.ncbi.nlm.nih.gov/pubmed/14726821
http://www.ncbi.nlm.nih.gov/pubmed/14726821
http://www.ncbi.nlm.nih.gov/pubmed/22579407
http://www.ncbi.nlm.nih.gov/pubmed/22579407
http://www.ncbi.nlm.nih.gov/pubmed/22579407
http://www.ncbi.nlm.nih.gov/pubmed/10393454
http://www.ncbi.nlm.nih.gov/pubmed/10393454
http://www.ncbi.nlm.nih.gov/pubmed/2975474
http://www.ncbi.nlm.nih.gov/pubmed/2975474
http://www.ncbi.nlm.nih.gov/pubmed/2975474
http://www.ncbi.nlm.nih.gov/pubmed/19615011
http://www.ncbi.nlm.nih.gov/pubmed/19615011
http://www.ncbi.nlm.nih.gov/pubmed/19615011
http://www.ncbi.nlm.nih.gov/pubmed/19615011
http://www.ncbi.nlm.nih.gov/pubmed/10426915
http://www.ncbi.nlm.nih.gov/pubmed/10426915
http://www.ncbi.nlm.nih.gov/pubmed/10426915
http://www.ncbi.nlm.nih.gov/pubmed/12588392
http://www.ncbi.nlm.nih.gov/pubmed/12588392
http://www.ncbi.nlm.nih.gov/pubmed/12588392
http://www.ncbi.nlm.nih.gov/pubmed/12366431
http://www.ncbi.nlm.nih.gov/pubmed/12366431
http://www.ncbi.nlm.nih.gov/pubmed/18501107
http://www.ncbi.nlm.nih.gov/pubmed/18501107
http://www.ncbi.nlm.nih.gov/pubmed/18501107
http://www.ncbi.nlm.nih.gov/pubmed/21410671
http://www.ncbi.nlm.nih.gov/pubmed/21410671
http://www.ncbi.nlm.nih.gov/pubmed/21410671
http://www.ncbi.nlm.nih.gov/pubmed/23180926
http://www.ncbi.nlm.nih.gov/pubmed/23180926
http://www.ncbi.nlm.nih.gov/pubmed/19495780
http://www.ncbi.nlm.nih.gov/pubmed/19495780
http://www.ncbi.nlm.nih.gov/pubmed/19495780
http://www.ncbi.nlm.nih.gov/pubmed/23180928
http://www.ncbi.nlm.nih.gov/pubmed/23180928
http://www.ncbi.nlm.nih.gov/pubmed/16019495
http://www.ncbi.nlm.nih.gov/pubmed/16019495
http://www.ncbi.nlm.nih.gov/pubmed/16019495
http://www.ncbi.nlm.nih.gov/pubmed/10616048
http://www.ncbi.nlm.nih.gov/pubmed/10616048
http://www.ncbi.nlm.nih.gov/pubmed/10616048
http://www.ncbi.nlm.nih.gov/pubmed/15905797
http://www.ncbi.nlm.nih.gov/pubmed/15905797
http://www.ncbi.nlm.nih.gov/pubmed/15905797
http://www.ncbi.nlm.nih.gov/pubmed/22791495
http://www.ncbi.nlm.nih.gov/pubmed/22791495
http://www.ncbi.nlm.nih.gov/pubmed/22791495
http://www.ncbi.nlm.nih.gov/pubmed/22791495
http://www.ncbi.nlm.nih.gov/pubmed/19639827
http://www.ncbi.nlm.nih.gov/pubmed/19639827
http://www.ncbi.nlm.nih.gov/pubmed/19639827

	Title
	Corresponding author
	Abstract 
	Keywords
	Introduction 
	Alopecia in Mycosis Fungoides and Sézary Syndrome 
	Hair Loss in Folliculotropic Mycosis Fungoides 
	Alopecia Mucinosa as a Morphologic Manifestation of Mycosis Fungoides 
	Alopecia in Other Types of T-Cell Lymphomas 
	Alopecia in B-Cell Lymphoma 
	Alopecia in Hodgkin’s Disease 
	Alopecia Developed due Top Treatment 
	Conclusion 
	Acknowledgement 
	References 



