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Cutaneous Anaplastic Large-Cell Lymphoma with Dramatic 
Response to Brentuximab Vedotin
Brentuximab Vedotine Dramatik Yanıtlı Kutanöz Anaplastik Büyük Hücreli Lenfoma
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To the Editor,

Cutaneous lymphomas account for 5% of non-Hodgkin 
lymphomas (NHLs). With 75% of skin lymphomas originating 
from T-cells, CD30+ anaplastic large-cell NHL (ALCL) is the 
second most common type after mycosis fungoides. In 
treatment, excision and radiotherapy are the first options for 
single lesions, but systemic treatment is required for multiple 
ones. Brentuximab vedotin (BV) is an antibody-drug conjugate 
composed of a CD30-directed monoclonal antibody and 
monomethyl auristatin E. Recently, it has been used in the 
treatment of Hodgkin lymphoma and chemotherapy-resistant 
ALCL [1,2,3]. 

An 84-year-old woman presented to the dermatology 
department with an erythematous plaque below the right eye, 
which had been present for 3 months. A round and firm nodule 
of 5 cm was also observed on the left breast. The mammography 
was consistent with a BI-RADS 5 lesion. The histopathological 
diagnoses were cutaneous ALCL for the facial lesions and 
invasive ductal carcinoma for the breast nodule. She declined 
treatment for both.

Three months thereafter, she was admitted with an ulcerative 
infiltration of the entire right side of the face, invading the right 
side of the frontal area (Figure 1). She also had weakness and loss 
of appetite. Hematological and biochemical parameters including 

lactate dehydrogenase were normal other than hemoglobin of 
11.2 g/dL, and bone marrow biopsy results were normocellular. 
positron emission tomography-computed tomography (PET/CT) 
showed involvement of the right side of the face, left breast, 
and right cervical and mediastinal lymph nodes, with millimetric 
skin lesions of the whole body, especially in the right femur. The 

Figure 1. Before treatment.
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involvements other than the face were thought to be related 
to breast cancer, but this could not be confirmed by biopsy. The 
patient again did not accept surgery or other treatments for 
invasive ductal carcinoma. 

Due to advanced age and frailty, combination chemotherapy 
was considered unsuitable, so BV monotherapy was 
administered at a dose of 1.8 mg/kg every 21 days for 
four cycles. Anastrozole was also added according to the 
recommendations of medical oncology. The facial lesions 
regressed significantly after the first cycle and disappeared 
after the fourth one, and up to 50% reduction in the breast 
mass was observed. In PET/CT, although the involvement 
of the cervical, supraclavicular, and thoracic lymph nodes 
continued, the lesions in the skin, breast, and femur had 
disappeared. These findings suggested primary cutaneous 
ALCL, but it is difficult to draw a definitive conclusion. It 
is thought that the regression in the breast lesion might be 
related to the anastrozole taken with brentuximab. There was 
no BV-related toxicity and daily activities improved (Figures 
2 and 3). 

There are several reports presenting the effectiveness of BV 
treatment for ALCL [4,5,6]. The ECHELON-2 (a BV-containing 
regimen) and ALCANZA (BV alone) studies showed higher 
rates of progression-free survival than regimens without 
BV for CD30+ cutaneous T-cell lymphoma patients [5,6]. 
As in our case, it may be a good option to use BV as first-
line monotherapy for cases not suitable for combined 
chemotherapy [1,2,3].
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A Promising New Therapy of Oral Ixazomib Without Rituximab for 
Waldenstrom Macroglobulinemia
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To the Editor,

A 73-year-old woman was admitted with complaints of low 
fever, fatigue, shortness of breath, and edema of the lower 
extremities. Hemoglobin (Hb) and platelets (PLTs) were 76-93 g/L 
(normal range: 110-160 g/L) and 75-103x109/L (100-300x109/L), 
respectively. Serum protein electrophoresis indicated that M 
protein and immunoglobulin M were elevated to 8.6 g/L and 
11.9 g/L (0.4-2.3 g/L). Blood immunofixation electrophoresis 
also exhibited positive immunoglobulin M (IgM)κ. Computed 
tomography (CT) scans revealed multiple enlarged lymph nodes 
in the mediastinum, mesentery, neck, underarms, and groin 
with pericardial and pleural effusion and splenomegaly (Figures 
1A and 1C). A bone marrow smear revealed 7.5% lymphocytic 
plasma cells, whose immune phenotypes were consistent with 
Waldenstrom macroglobulinemia (WM). Furthermore, L265P 
mutation in MYD88 was detected in the bone marrow and 
pleural effusion. Accordingly, WM was diagnosed and the RCD 
regimen (rituximab, dexamethasone, cyclophosphamide) was 

given for 2 cycles, but her PLTs quickly decreased to 15x109/L 
with petechiae during the infusion of rituximab, probably due 
to rituximab-induced thrombocytopenia [1]. Two weeks later, 
PLTs gradually increased to 80x109/L, but Hb remained at 
54 g/L and M protein did not decrease. A CT scan did not show 
any reduction of pericardial or pleural effusion. Meanwhile, a 
new-onset femoral neck fracture prevented her from coming 
to the hospital for a bortezomib-based regimen and economic 
status restricted her from usage of ibrutinib and ICD (ixazomib, 
dexamethasone, cyclophosphamide). Therefore, an oral 
treatment regimen was given for 1 cycle followed by 5 cycles 
of ID regimen (ixazomib, dexamethasone) due to neutropenia 
possibly induced by cyclophosphamide. Strikingly, Hb rose back 
to 125 g/L and PLTs remained stable at 155x109/L. M protein fell 
back to 0.6 g/L. A CT scan showed normal size of multiple lymph 
nodes and absence of pericardial and pleural effusion (Figures 
1B and 1D). The patient achieved very good partial response 
(VGPR) after 6 cycles of ixazomib-based regimen and remained 
in VGPR without maintenance for 1 year. 
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