
 

 

 

 

 

Transcript | CLL and Dermatology  

Michele Nadeem-Baker: 
Welcome to Patient Power's Answers Now series. Today, we're focusing on chronic lymphocytic 
leukemia and all things dermatology. I'm Michele Nadeem-Baker. I'll be your host and patient 
advocate this evening. And I just want to note that I too am a CLL patient. Joining us today are 
two doctors from The Ohio State University Medical Center. We have well-known CLL 
specialist, Dr. Jennifer Woyach. Dr. Woyach is Founder and Research Lead of the 
internationally recognized Woyach Lab, which is part of the experimental hematology lab at 
OSU's The James Comprehensive Cancer Center. What I find even more exciting as a patient 
of CLL, is that Woyach Lab is dedicated to studying novel therapeutics in chronic lymphocytic 
leukemia, with a goal of translating preclinical findings to patient care. Thank you so much for 
being with us this evening, Dr. Woyach. 

Dr. Woyach: 
Thanks for having me, Michele. I'm excited to be here. 

Michele Nadeem-Baker: 
And we also have with us another special guest, and that's dermatologist Dr. Brittany Dulmage 
from the OSU Wexner Medical Center. Dr. Dulmage specializes in oncodermatology and works 
with Dr. Woyach to assess and treat skin issues of CLL patients. Welcome to you as well. 

Dr. Dulmage: 
Thank you so much. 

Michele Nadeem-Baker: 
We have received so many questions about today, can't wait to jump in. Let's talk about skin 
conditions and dermatology. So, I recently read, Dr. Woyach, that 25% of CLL patients 
experience dermatology conditions. And that they're not necessarily cancerous, but a large 
percentage of us seem to have these skin issues, and nails and hair. And I know it can either be 
from CLL, or maybe side effects of treatment. So, taking away the treatment right now and just 
CLL, why does CLL cause all of this? 

Dr. Woyach: 
CLL, as I think a lot of people know, one of the hallmarks of the disease is that the immune 
system just doesn't work the way it's supposed to. For the most part, this is going to be immune 
suppression, so making people predisposed to skin cancers, infections, and other conditions 
that can prey on an immune system that's not functioning appropriately. 
 
On the other hand, we also see autoimmune conditions in CLL where the body actually starts 
attacking its own components. Many times, we see that as autoimmune hemolytic anemia, or 
autoimmune thrombocytopenia, so breaking down of blood cells. But we can actually see 
conditions that are autoimmune in nature that affect the skin too. And so, either too much of an 
immune system that is not performing the way it's supposed to, or too little immune system can 
both lead to skin conditions. 

Michele Nadeem-Baker: 
And I honestly know that most patients never think about being immunocompromised as having 
these kinds of effects. So, in patient friendly terms, can you explain how they'll know that some 
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of this is happening? And can it be at any point during either watch and wait, remission, or even 
on treatment that CLL caused? 

Dr. Woyach: 
Well, I think anything that comes up that you're not sure about, certainly ask your CLL doctor. 
And if you don't already have one, ask to be referred to a dermatologist, because a 
dermatologist is such an important part of the CLL treatment team. The autoimmune conditions 
that are associated with CLL and the immune dysfunction can happen really at any time in the 
course of disease. We actually even see, especially the immune dysfunction, in people who 
have that monoclonal B lymphocytosis, so a pre-CLL condition where they may not even have 
abnormal blood counts, really. But we know even in those early stages, any of those CLL cells 
can work to disrupt the immune system. 

Michele Nadeem-Baker: 
Is that a precursor to, I mean, is that necessarily only a precursor to CLL if someone has that? 

Dr. Woyach: 
The monoclonal B lymphocytosis? So, there are different types of that, or MBL as we call it for 
short. Most of them are a CLL-like condition, though most MBL does not actually go on to 
develop CLL. It progresses at a rate of about one percent per year, so there's actually quite a lot 
more people walking around with MBL than actually have CLL. 

Michele Nadeem-Baker: 
I also have to ask you one more question before we get to our specialist here, our 
oncodermatologist. So, unknowing when I was a patient, and I know other patients like this, I 
know I was a CLL patient, I had a dermatologist already, so I didn't realize that it makes a 
difference a lot of the time to see one that really understands CLL. So, could you explain a little 
about that for when you refer patients? Is it usually to someone who is an oncodermatologist, 
versus just a, I shouldn't say just a regular, but a dermatologist versus a specialist? 

Dr. Woyach: 
So, we're really lucky at Ohio State to have oncodermatologists like Dr. Dulmage. Not every 
place has those, especially a smaller community probably doesn't have somebody who 
specializes in oncodermatology. But just like as many CLL patients seek out a CLL specialist 
during the course of their disease, similarly, anybody who has a CLL-related skin condition 
should consider reaching out and seeing if they can find an oncodermatologist, especially if their 
own dermatologist isn't as familiar with these conditions. And Dr. Dulmage can correct me if I'm 
wrong, but my impression is that certainly a general dermatologist can do the annual skin 
exams, and make sure that no skin cancers are developing. But some of those conditions where 
you're not sure if they're related to the CLL or not, probably are best served with a more 
subspecialist. 

Michele Nadeem-Baker: 
So, now comes in our oncodermatologist, just like you would suggest for a CLL patient. So, 
keeping in mind that we're talking about CLL and not treatment yet, Dr. Dulmage, can you first 
explain all the different types of things that are covered under oncodermatology, in relation to 
CLL? 

Dr. Dulmage: 
Sure. So, for the most part, an oncodermatologist is someone who has gone through general 
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dermatology training and has a specialty interest in caring for patients who have cancer of some 
type. And really, with the way oncodermatology interacts with CLL, is from everything to your 
screening skin exams, to make sure that you're picking up on new skin changes, new lesions 
that might be precancerous or cancerous, just general skincare, thinking about side effects of 
the condition itself. And then as patients get put on medications, managing any side effects that 
might be affecting the skin as a result of the medications. And that includes not just skin, but 
also hair and nails as well. 

Michele Nadeem-Baker: 
Okay. And what about, we have a question from the audience actually about this, I'm trying to 
understand the word here, a dermato-pathologist? Is that the question? My producer? Yes. 

Dr. Dulmage: 
Oh, a dermato-pathologist is typically someone who is specifically looking at skin biopsies. So, 
often times a dermato-pathologist has also trained as a dermatologist, and they've done an 
additional fellowship in dermato-pathology, so they may be seeing patients both in clinic and 
reading slides. But it's also possible to be a dermato-pathologist having done pathology training, 
and then you wouldn't see patients. So, they're going to be really looking at biopsies of things 
that we've done in clinic. 

Michele Nadeem-Baker: 
So it's really, an oncodermatologist then, is what we should most likely be seeing? 

Dr. Dulmage: 
Yes. 

Michele Nadeem-Baker: 
How's that for on top of that question, audience? So, can you explain what a lesion is, and a 
skin disruption? 

Dr. Dulmage: 
So, usually what we're talking about when we say skin lesion, is we usually mean a single spot 
somewhere on the skin. And that could be anything from a very benign mole, all the way up to a 
skin cancer. And usually when we're screening for skin exams, I'm looking at each individual 
lesion on a patient, and as I go in my mind, assigning it a diagnosis. And then if things look 
concerning, I'm biopsy-ing that lesion. So, removing it completely, either by shaving it off or 
using kind of a cookie cutter tool to take it out of the skin, so that it can be examined. 

Michele Nadeem-Baker: 
Okay. And how will I know if something... So, I'm not on treatment. I tell my CLL specialist like 
Dr. Woyach, I show her that, and I've just had one of these, that I'm having this weird kind of, 
what I'm calling a breakout. But because I have CLL, I'm asking her, and I find out that it's not 
necessarily a breakout, but it is something that could be caused by CLL. What would some of 
those be, or look like for people to know? And this could be before treatment. 

Dr. Dulmage: 
Before treatment. So as Dr. Woyach mentioned, patients with CLL who have immune 
dysregulation, may have just typical immune conditions flare in the skin. And the two most 
common that we see are eczema and psoriasis, if you're talking about a rash-like condition. And 
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those are just the most common kind of skin conditions we see overall, but they are both 
immune-mediated, which means the immune system's really important in kicking them off. And 
so, if you've got areas where you've got red, raised, itchy, scaly spots, particularly if things stick 
around for more than a few weeks, things that are transient and go away quickly, probably don't 
represent a huge concern. But if they stick around for a few weeks and they're causing you 
symptoms, it's worth bringing up. 

Michele Nadeem-Baker: 
And we've gotten some questions about itchiness in terms of hives, so can that happen 
because of CLL and not be a side effect of treatment? 

Dr. Dulmage: 
Yes, we do think about malignancies as a big bucket, meaning any type of cancer as a 
possibility for causing chronic urticaria, which is the medical term we give chronic hives. So yes, 
we do see patients with blood cancers like CLL, who can get hives that are harder to control and 
last for a longer period of time. 

Michele Nadeem-Baker: 
So skin cancer, I'm told by my CLL specialist, and I've heard from others – Dr. Woyach, this is 
for you – is it true that that's the number one secondary cancer for CLL patients? 

Dr. Woyach: 
Yeah. Just like they're common in the general population, non-melanoma skin cancer, so those 
basal cell and squamous cell cancers are the most common cancers that we see in people with 
CLL. We also see a higher-than-expected incidence of melanoma as well. But I would say most 
of the CLL patients that I see at some point in the course of their disease will develop basal cells 
or squamous cells. 

Michele Nadeem-Baker: 
Wow, and that's most? When you say most, more than 25%. 

Dr. Woyach: 
Yeah. 

Michele Nadeem-Baker: 
And so, what do we do about this as patients? Is there anything we can do to not have that 
happen? 

Dr. Woyach: 
That's really the reason why we always recommend that our CLL patients get those annual 
dermatologic exams, and more frequently if they've had skin cancers in the past. Because really 
the best thing we can do for these, is to detect them at an early stage. Normally they don't 
spread and become extremely aggressive, but sometimes they do in CLL. 

Michele Nadeem-Baker: 
I have seen that. And I also know, I meant to mention this before, Dr. Dulmage, that your dad is 
a CLL patient. 
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Dr. Dulmage: 
Mm-hmm (affirmative), he is. 

Michele Nadeem-Baker: 
I just want the audience to know that it's very close to her, and you probably know more than 
the average onco-dermatologist, just because of your dad. 

Dr. Dulmage: 
Yeah. He's a CLL patient and a multiple basal cell cancer patient, so I have a firsthand view of 
what that can look like. 

Michele Nadeem-Baker: 
Regarding that, so what do you tell your dad about this? He's had, you said multiple. What do 
you tell him as the best thing to do to prevent those, and is there one place where you're mostly, 
is it from the sun if you're... 

Dr. Dulmage: 
Yeah, that's a good question. So, sun protection looks a lot different in my family now. We go to 
the beach with our wide brim hats on, and our long sleeve swim shirts, and we're very diligent 
about sunscreen application. I think that's really the biggest thing. And with basal and squamous 
cells, yes, it is lifetime sun exposure. So, if you had sunburns when you were a kid and I think 
most of us did, you can't go back and change that, but you can reduce your risk by practicing 
good sun protection, especially once you have that CLL diagnosis. And that includes wearing 
sunscreen, and sunscreens should be SPF 30 at minimum. I even really recommend SPF 50 for 
patients who have risk factors. They should be broad spectrum, which means they have UVA 
and UVB protection. Both of those forms of UV light are important in cancer prevention. 
 
And then they ideally should have a mineral ingredient as one of the active ingredients. So, 
when you flip that sunscreen over and you look at the drug facts at the top, it should say zinc or 
titanium as one of your active ingredients. The reason that's preferred, is those actually sit on 
top of the skin and provide a barrier of the sun even reaching the skin. Where the chemical 
ingredients allow the sun to reach the skin, but kind of deflect the damage to the DNA. So, more 
UV is making it into the skin than with a physical blocker. 
 
Another key is just frequent application. I think the biggest mistake people make with sunscreen, 
is they don't put on enough and they don't take it with them when they leave the house. So, then 
you are out and about for the day, and two to three hours later you should really be reapplying, 
but you don't have your supply. I also really like alternative methods for sun protection. So, as I 
mentioned, UV shirts or UV swimsuits, a wide brim hat, just seeking out shade, bringing an 
umbrella with you if you're going to be outside at the beach or something. And then trying to 
avoid the peak hours of sun, so we consider that between like 10am and 4pm. If you can get a 
little bit of sun exposure in before or after, that's better than in between those peak hours. 

Michele Nadeem-Baker: 
So just to summarize, people should absolutely be trying, not trying, but absolutely using 
sunscreen at a minimum 30 SPF, preferably 50, broad spectrum and a mineral ingredient. 

Dr. Dulmage: 
Yes. 
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Michele Nadeem-Baker: 
UVA protection, is that what it's called? For clothing, and a hat, an umbrella. And I know 
because it has been such a long year, people are clamoring to be outside and at the beach, and 
they want to be there from 10 to four, but it's preferable to not go during those hours. 

Dr. Dulmage: 
Right. 

Michele Nadeem-Baker: 
Now, people always say to me, "Oh, you don't have to worry," because I have an olive 
complexion. Is that true, that I don't have to worry as much as everyone else? 

Dr. Dulmage: 
Unfortunately, no. We see skin cancers in all skin tones. Yes, the lighter your skin is, we call 
that your Fitzpatrick type, that's the name we give it in dermatology. Yes, the lighter your skin is 
the higher your skin cancer risk. But especially if you have some immunosuppressive condition 
like CLL, we see skin cancers in darker Fitzpatrick type patients, so in patients who have a 
darker complexion. 

Michele Nadeem-Baker: 
We have a question from the audience regarding sun exposure, and they're on cyclosporine 
(Sandimmune, Neoral, and Gengraf). And they're wondering if a little sun is a good thing every 
day. 

Dr. Dulmage: 
It's hard for me to say that a little sun is a good thing. I think that you need to make sure that 
you're getting vitamin D in your body one way or another. For most patients, I think you can get 
that through your diet. So, it's rare that I really directly encourage unprotected sun exposure, 
maybe the caveat being for patients who have an inflammatory condition like eczema or 
psoriasis, 10 to 15 minutes of sun exposure for patients like that may actually tone those down a 
little bit. But it's a really specialized circumstance. For the most part, you should be protecting 
from the sun all the time when you're outside. 

Michele Nadeem-Baker: 
And we have another question asked, mentioning how some sunscreens, the one that they've 
been using that's been suggested is kind of gritty and goopy, is what it sounds like here, greasy. 
Are there any that you can recommend, or that are effective that don't feel that way? Or maybe, 
are sprays better? 

Dr. Dulmage: 
Sprays can be good. The key with a spray is to make sure that you're applying it in a well-
ventilated area, or ideally applying it outdoors. Just because with the spray, you're getting 
aerosolized particles and you don't want to breathe that in. So, it's not recommended to typically 
apply sprays indoors. And with a spray, it's also ideal to spray just a few inches away from the 
skin so it doesn't splatter out. And if you want to apply it to a delicate area like your face, to 
spray it onto your hands, kind of pat together and then apply to the face. 

Michele Nadeem-Baker: 
That's really good. 
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Dr. Dulmage: 
If mineral sunscreens sometimes feel a little gritty, you can look for ones that say micronized on 
them. That means they've broken up the pieces of zinc and titanium into even smaller particles, 
so that they rub in a little bit better. They don't leave as much of a white cast to the skin that 
way, they don't give you that kind of ghostly look, and they also feel a little bit more comfortable. 

Michele Nadeem-Baker: 
I never knew about the micronized, thank you. I'm going to go get some of that myself. And I 
also know some sunscreens have been taken off the market, and what are the ingredients that 
people should not be using and throw out? 

Dr. Dulmage: 
Yeah. So, there was very recently a publication that demonstrated that a certain amount of 
sunscreens contained inappropriate levels of benzene, which can at higher levels be considered 
a carcinogen. Now, what's tricky is that benzene's not going to be listed on the back as an 
ingredient because it was a contaminant, not an intended ingredient. If you just Google, there 
are some good, complete lists of sunscreens. What is very fortunate is that they weren't mineral-
based sunscreens that contained the benzene. They were chemical-based ones. So as long as 
you're sticking with commercially available mineral sunscreen, so the zinc and titanium, you 
don't have to worry about the benzene issue. 

Michele Nadeem-Baker: 
That's great. So, we have another question, but I want to first ask you about the correlation, and 
I know it has to do with treatment, but we'll cheat just a little on this, of FCR (fludarabine, 
cyclophosphamide, and rituximab). This might be more of a Dr. Woyach question, and other 
former chemo-based treatments, can they cause us to be more susceptible to skin cancer? 

Dr. Woyach: 
So, any of the chemotherapy-based regimens, specifically the ones that have alkylators like 
cyclophosphamide (Cytoxan) and FCR, those types of regimens have been shown to increase 
cancer risks in general, and that includes skin cancer as well as other cancers.  

Michele Nadeem-Baker: 
Okay. So, and if someone has a history of skin cancer in their family, aside from CLL, does that 
also play in as a factor of a CLL patient being more susceptible? 

Dr. Dulmage: 
Yeah, family history of skin cancer is considered an independent risk factor for development of 
skin cancer, and definitely would raise your risk even above just the CLL. 

Michele Nadeem-Baker: 
Alright. So, let's talk about the different types of skin cancers that we should be... what they are, 
and what we should be aware of. And we have some pictures, you provided us with three 
images. They're not necessarily for the faint of heart out there, but I know some of you 
watching, from your questions here and your questions that before the program, have gone 
through this, so let's talk about them. If we could have the first slide, now that's basal cell 
cancer. Can you explain what we're looking at right now, and help people where they should be 
looking for this on their bodies? 
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Dr. Dulmage: 
Yeah, so this is basal cell cancer. It's the most common type of cancer overall. It is the most 
common type of skin cancer, that's by default. This typically comes up, and patients will often 
describe this to me, it almost feels like a pimple when it starts. They're usually a pearly bump 
and they're almost always on a sun exposed area. So, for most people, that's going to be the 
face, for men often it's the tops of the ears, because they aren't covered by hair as much. And 
then maybe chest, upper back and arms. It's not as common to see them on the central trunk or 
the legs, but they can happen there too. 
 
What I typically say is my threshold, is a pimple shouldn't stick around for more than six to eight 
weeks. And if something's sticking around that long, it really should be investigated. Another 
sign with these, is they'll often have a little bit of pain or tingling at the site, and they'll often crust 
or bleed. And you can kind of see in this picture, that this one has a little central crust that's 
there. So, the patient might notice how this spot just bleeds every once in a while. A lot of men 
will tell me, oh, when I shave my beard, this one spot always bleeds every time. And that may 
be a sign that there's a little basal cell cancer there. 
 
If this came into clinic, what we would do is we would numb up around the area, and shave it off 
for a biopsy, send it to the lab, confirm the diagnosis. And then if a diagnosis was confirmed, 
this would just need a follow-up surgery to treat it. Very fortunately, basal cell extremely rarely 
goes anywhere other than the skin. It doesn't typically go to the lymph nodes or other areas, 
and so just the small skin surgical procedure is adequate treatment. 

Michele Nadeem-Baker: 
Okay, can we go to our next slide? Squamous cell. 

Dr. Dulmage: 
So, this is the second most common type of skin cancer. You can see this, the classic location, 
the ear where the hair didn't provide a lot of sun protection. I also should say that basal cell 
cancers are a little bit more common with people who have had history of repeated sun burns, 
whereas squamous cell cancers are a little bit more common with people who have just had a 
lot of lifetime overall sun exposure. So, thinking about someone who worked outdoors, maybe in 
construction or on a farm, and just had long periods of outdoor sun exposure. Squamous cells, 
often patients will present with those and say it felt like a cut or a scrape that didn't heal, and 
kind of thickened over time. 
 
A lot of patients may have been treated in the past for what's called an actinic keratosis, or an 
AK, which is the precursor to a squamous cell. Those can be treated with liquid nitrogen freeze 
spray, like in a dermatology clinic, but the squamous cell cancer requires a biopsy and surgery 
to remove. 

Michele Nadeem-Baker: 
So on that precursor, when you were talking about the pearly bump that lasts for a long time, 
would that be considered something that could be done that way, versus surgery, the 
precursor? 

Dr. Dulmage: 
So the basal cell, no, we typically always do them with surgery. But the actinic keratosis, which 
is your precursor to squamous cell, it usually feels like a rough, gritty spot on the face or sun 
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exposed area, almost like if you're rubbing your finger over sandpaper. And that kind of spot can 
be treated just with the liquid nitrogen before it's progressed to a squamous cell. 

Michele Nadeem-Baker: 
Okay, and then the third type of cancer CLL patients see, melanoma.  

Dr. Dulmage: 
So, I think this is the type of image that people have in their brain when they think skin cancer. 
Melanoma is your pigmented type of skin cancer, and it typically either is a brand-new mole that 
changes after it appears, or it's a mole you've had your whole life or for a really long time, that is 
starting to take on new features. So, if you've got a mole that had always looked one way and 
now is starting to look different, or if you're making new moles, you really shouldn't make new 
moles after about age 40. So, if you're making new moles after age 40, that might be a sign that 
could have a melanoma or an atypical mole that should be removed. And that's the one we 
don't want to miss, because it has a little bit more implication as far as potential to metastasize 
to other areas. So, really important to be screened for those annually. 

Michele Nadeem-Baker: 
So, all of them are our most important to stay on top of, that that doesn't happen. If they do, to 
have them removed as soon as possible, am I hearing that correctly? 

Dr. Dulmage: 
Yeah. 

Michele Nadeem-Baker: 
Okay. And what about people thinking they can take them off themselves? 

Dr. Dulmage: 
Definitely not. Because you lose the pathology, you never know then what that spot was. Even if 
you think something's a skin tag, you shouldn't remove it at home because you want someone 
to confirm that for you. Because once it's gone, we never know what that spot was. And if it was 
something bad, and you left part of it behind deep, and we can't see it, and it scars, then we're 
in trouble. So, you want to make sure that they're only being observed, removed, and then sent 
for that pathology. That pathology is a really important part to making the diagnosis and 
treatment plan. 

Michele Nadeem-Baker: 
This question is for both of you. Do either of you happen to know if there's, this is a question 
from the audience, if there's any research examining early skin cancer as a predictive precursor 
for, and we talked about it a little before, but it was with MLB, to subsequently developing a 
blood cancer? Is there any research being done on skin cancers? 

Dr. Dulmage: 
Not that I know of. So, there are known associations between certain subtypes of skin cancer 
and other primarily solid organ cancers. So, for example, if a patient has a very strong personal 
and family history of melanoma, we know that their family members may be at an increased risk 
of developing pancreatic cancer, from long-term data that's come out. But I don't know of any 
association myself with any specific skin cancers, that predict a person's genetic likelihood for 
CLL. 
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Michele Nadeem-Baker: 
Dr. Woyach? 

Dr. Woyach: 
Yeah, I'm not aware of anything either. Though I've been asked that question before, and I think 
it's an interesting one. Should somebody who's had a lot of skin cancers be looked at in terms of 
whether they might have a blood cancer or precursor? But I don't think that there's any research 
being done in that right now. 

Michele Nadeem-Baker: 
Will having CLL impact my diagnosis, another audience question, of multiple squamous cell 
carcinomas? Will it make them have more of them, or make them grow more quickly? 

Dr. Dulmage: 
It is known that patients with CLL who develop squamous cell cancers, may develop more, and 
that they also may progress to a more aggressive or difficult to manage cancer, more quickly. 
And that's why it's just really important to get your regular skin exam. And if there's a spot of 
concern, get it checked out while it's still very early. 

Michele Nadeem-Baker: 
Dr. Woyach, I have a question from the audience, someone from Westport, Connecticut. I 
believe this question is for you, but let's see. How does, and excuse my pronunciation, 
fluorouracil (Efudex) cream treatment affect the immune system response? 

Dr. Woyach: 
Oh, so actually this is probably more of a Dr. Dulmage question too, but fluorouracil treatment is 
something that is used for the treatment of skin cancers. It shouldn't be very much systemically 
absorbed, so it shouldn't have much effect on the immune system, but I'm interested to hear if 
Dr. Dulmage has a different thought on that. 

Dr. Dulmage: 
Yeah, I agree. We only really run into people developing systemic symptoms from it, so if you 
were to just cover yourself in 5-fluorouracil, you can start to feel a little unwell from your immune 
system getting rubbed up. It can almost induce flu-like symptoms. So, we usually have people 
limit treatment to one area at a time. And typical areas would be treating just the face, or 
treating one forearm, or the other forearm, or the chest. And with that, you just don't get enough 
systemic absorption to have any bothersome side effects. 

Michele Nadeem-Baker: 
So, let's loop in dermal side effects now from treatment, and discuss all the different things that 
could potentially happen. And again, to the audience, I don't want you to think all of these things 
as we're talking about them, that it means they're going to happen to you. Some people don't 
get any of these, some get more than others, and some maybe have one. I was sharing that I 
started breaking out in hives, and I've had a few other things, but nothing horrible, honestly. So, 
it doesn't mean all of us will have all of these things happen, but it's better to learn about these 
things, and have the knowledge and know what to look for, should they… And to stay on top of 
your skin cancer checks, which I'll keep drilling into. 
 
So, we have five more slides that we've been provided with, thank you Dr. Dulmage, that show 
some skin conditions that overlap across different drug types that are used in treatment. And 
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then we can touch upon skin reactions that are specific to each drug type. Just in case someone 
in our audience has specific concerns or questions, which I know they are already coming in. 
So, Dr. Dulmage, can you walk us through these skin issues on these slides? And you and Dr. 
Woyach work together on answering, as you would with treating a patient who might be 
experiencing some of these. So, this is a toenail, but I also know that nail changes, but there are 
fingernail changes as well.  

Dr. Dulmage: 
Right. So, this condition you see here is called paronychia. This is specifically a little bit more 
commonly seen in patients who are on BTK inhibitors. And this paronychia is that reddish 
inflammation that you see at the edge of the nail fold. And this can happen to fingers or toenails. 
If a patient were experiencing this, oftentimes one easy thing that we'll do is have them try at-
home vinegar soaks, where you would mix one part vinegar, just plain white distilled vinegar, to 
two parts warm water, and soak the affected hand or foot. And that can really help clear up any 
bacteria and reduce inflammation. Beyond that, we may need to use either some combination of 
topical steroids, topical antibiotics, even oral antibiotics, to clear up the paronychia that's there. 

Michele Nadeem-Baker: 
I have heard from various patients about different nail things that are happening, such as 
cracked nails all the way from the base. I'm feeling this for them, all the way to the top, peeling 
nails, brittle nails, nails that nail beds are peeling off. So, what are those caused by? 

Dr. Dulmage: 
Again, a lot of the tyrosine kinase inhibitors, you also can see a lot of nail changes with more of 
the classical chemotherapies. Chemotherapies will usually halt the ability of the nail to grow, 
and so often what patients will get is more across the nail, get splitting or fissuring. Nails are 
challenging, because they are so slow to grow and turn over. The key, if you're having nail 
changes like splitting, or cracking, or fissuring, is really to try and protect the nails by keeping 
them trimmed really short so that they're not sustaining a lot of trauma as you go about your 
daily life. Especially your toenails, if your toenails are long, they hit the front of your shoe over 
and over, and that worsens a lot of the nail symptoms. So, keeping them trimmed back really 
short. And then I like over the counter nail hardeners, I like Sally Hanson's “Hard As Nails.” It's 
just like a nice, thick, clear, almost nail polish that you paint over the top. And it just gives a little 
bit of extra support to that nail, as it recovers from whatever the insult was. 

Dr. Woyach: 
Something I'd love to bring up about the BTK inhibitors with nail changes, is many of those we 
see after people have been on treatment for a while. So, it's pretty uncommon to see those 
within the first few months of treatment, much more common after a year or so. And we see 
those much more with ibrutinib (Imbruvica) than with the second-generation BTK inhibitors, like 
acalabrutinib (Calquence) and zanubrutinib (Brukinsa). 

Michele Nadeem-Baker: 
Thank you, you read my mind. I was going to ask you so that we can tell the audience. And are 
you seeing these types of things with some of the other types of treatments out there, such as 
the venetoclax (Venclexta) category or monoclonal antibodies? 

Dr. Woyach: 
I don't know that we really see a lot of nail changes with venetoclax or monoclonal antibodies. 
Occasionally we will see people, and I'm interested again for Dr. Dulmage's thought about this, 
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but I have seen some people with venetoclax who have some skin dryness. But usually that's a 
little bit easier to control, and sometimes we also see some skin neuropathy almost with 
venetoclax too, which some people can mistake for a skin change. 

Michele Nadeem-Baker: 
Let's go to our next picture, because it has to do, we're still on the hand category so this has to 
do with fissuring of fingertips. 

Dr. Dulmage: 
Yeah. So, this is, again, this is a patient who was on a BTK inhibitor. But you can see these 
kinds of fissures at the distal fingertips. These can be really painful, especially as stuff gets into 
that fissure. I know this sounds like a really weird thing to say, but one thing that works really 
well is covering fissures with super glue, to protect the skin from the top so that they can heal 
from the inside out. And then a lot of times we get in, we may need to add a topical steroid using 
a really nice emollient. And the emollient would be something really thick, like a Vaseline or an 
Aquaphor. And putting cotton gloves over that at night, can be a really good way to deliver 
moisture into the skin, if you can wear cotton gloves with an emollient under it while you sleep. 
And that can help a lot with hand or foot fissuring, and you can do the same thing with socks to 
the feet. 

Michele Nadeem-Baker: 
And this fissuring of fingertips, does that just appear one day, or is it something you see coming 
on, if I'm the patient? 

Dr. Dulmage: 
Most of the patients I've seen, I would say it's kind of similar to the nail changes. It's not as if it's 
just sudden, it's kind of the hands will slowly become a little bit more inflamed and dry at the 
fingertips, rather than just something you wake up with one day. 

Michele Nadeem-Baker: 
I have a lot of questions on hair, would that be the same as nails? So, people have written in 
who are, they're asking from just a CLL perspective, BTK inhibitor like an ibrutinib or 
acalabrutinib perspective, venetoclax, they're all saying their hair is thinning, or falling out, or 
breaking off. What can they do? Or have you been seeing this a lot, first of all, in each of those 
categories? 

Dr. Dulmage: 
I see just a lot of hair loss from cancer and cancer treatments all day, so I see a lot of it. For the 
most part, with the types of cancer therapies you're talking about, the hair loss is typically 
diffused all over the scalp, and maybe just kind of general hair thinning. There also can be 
periods of intense hair shedding that go along, obviously with the more classic chemotherapies, 
that's what we think about. You also can get periods of intense hair shedding when there's a 
major stressor on the body, and that can even be an emotional stressor. So, going through a 
new diagnosis of cancer, certainly can trigger a hair shedding event for people. 
 
If patients are experiencing hair loss, I do think that it's always worth getting a dermatologic 
exam. Because it's easy to attribute hair loss to your cancer or your cancer therapy, but that's 
not always what's going on, there could be more to it than that. But generally speaking, if you 
want to try something that is relatively easy, over the counter, inexpensive, pretty much every 
type of hair loss universally can be treated with topical minoxidil, which is Rogaine. Rogaine is 
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just one brand, you can buy any brand of minoxidil, but it is great for general hair thinning as 
well as for recovery from major shedding events. And you would just apply it topically once 
daily, to any of the affected areas of the scalp. And that is one thing that I recommend all day 
long to patients with hair loss. 

Michele Nadeem-Baker: 
I wish I had known that. I was just chatting about how my hair has thinned. Do you have to do 
that immediately when you first notice, or does it work? 

Dr. Dulmage: 
No, it works even if there's a little bit of a delay. It is always easier to keep hair than regrow hair, 
so better to start early and help you keep what you've got. But even if you've lost hair, you can 
regrow if you start topical minoxidil. Beyond that, there's other oral options that you could talk to 
a dermatologist about, that would be a little bit tailored to your specific type of hair loss. And the 
other important thing about hair shedding, is two major underlying conditions associated with 
hair shedding are low iron and low thyroid. So, if you have a major shedding event and those 
haven't been screened recently, it's worth talking to your oncologist, or PCP, or dermatologist 
about that too. 

Michele Nadeem-Baker: 
A couple of other questions that are related. Someone said they've had intermittent scalp 
lesions, and unsure if it's from treatment or from CLL. Is that something that you, see? 

Dr. Dulmage: 
Yeah, scalp folliculitis is quite common. It's just a little bacterial infection of the scalp, that often 
can cause sore, eroded, or scabbed areas. I see that in all kinds of patients, not just with CLL, 
but I think a little bit of the immune system dysregulation might lead to an increased risk of that 
in CLL patients. Also, pretty easy to treat typically with topical antibiotics to the scalp. If it's really 
bad, maybe a course of oral antibiotics. 
 
I also see a lot of scalp itch in patients with cancer and just generally. Scalp itch can be really 
challenging and can be really bothersome to people. So, if scalp itch is present, we often start, 
again with topical steroids, but there are other more nerve directed medications we can use. 
Because often scalp itch is really an inflammation in the nerves, and so we'll use oral 
medications that help calm down the sensation of itch for patients who have itchy scalps. 

Michele Nadeem-Baker: 
Would a sensitive scalp fall into the same, like if you were to put your hair, for women in a 
ponytail, and it's some of the same. Yes? 

Dr. Dulmage: 
Yeah, I would put that in the same category, like a scalp tenderness. We often give that bucket 
term, scalp dysesthesia. And dysesthesia just means uncomfortable sensations, and that can 
be itch, pain, burning of the scalp in particular. 

Michele Nadeem-Baker: 
Is there anything for that, the same drugs for any of those? To help with the sensation to go 
away? You said it's- 
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Dr. Dulmage: 
Yeah, it's a lot of neurologic treatment. So oftentimes we use things like gabapentin (Neurontin 
and Gralise), or we may use even things that fall into the category of things that are marketed 
as antidepressants, but really are able to target the nerves. One in particular is amitriptyline, is 
one that we use quite frequently. And some of those, we actually now work with a compounding 
pharmacy that can mix up some of those into topical solutions for us, so that you can apply 
them topically just to the scalp and limit a little bit of the systemic side effects. So, I often do that 
for patients who are already on a lot of medications and are hesitant to add just another pill. We 
try some topical combinations, through a compounding pharmacy. 

Michele Nadeem-Baker: 
Would that be the same as skin itching, the same types of things? Okay. 

Dr. Dulmage: 
Very similar. 

Michele Nadeem-Baker: 
So, a lot of questions on skin tearing. Is that because of CLL, or because of treatment? A few 
people have said that, well, bruising, CLL treatment or both? Or all of the above? Dr. Woyach, 
would you like to answer that? 

Dr. Woyach: 
Yeah, all the above. Just CLL by itself causes some platelet dysfunction, so you can get some 
bruising even with a normal platelet count, just because of some platelet dysfunction. And then 
again, like a lot of our treatments, a lot of the treatments can lower the platelet count, giving 
people more reasons to bruise. And then the BTK inhibitors specifically will increase bruising 
too. 

Michele Nadeem-Baker: 
Okay, and is there anything that can be done with that, with bruising, to help that? 

Dr. Woyach: 
I don't know of anything that you can really do to help bruising, except for to try to minimize 
trauma. And again, there are some differences between the first and the second-generation 
BTK inhibitors, relative to the extent of bruising. 

Michele Nadeem-Baker: 
That's good to hear. Okay, so we have a few, actually quite a few questions on rosacea, or is it 
rosacea-like? I guess this would be more of an oncodermatology question for this. Sorry, I keep 
trying to give you questions where I can, Dr. Woyach. So, what about… Is it rosacea that 
patients get, is it rosacea-like? Is that common with CLL patients, or is it due to treatment? 

Dr. Dulmage: 
I see a lot of patients who have CLL with rosacea. It's hard to know, because rosacea is so 
common, how much of it is due to their CLL, but kind of similar to the way that hair loss has 
triggers, rosacea also has triggers. And stressful life events and medications certainly can be 
triggers. Rosacea usually either presents one of two ways: one is just with the flushed red 
cheeks, and often if you look really closely with a magnifying mirror you can see the blood 
vessels more easily, and then the second type of rosacea actually has bumps, almost acne-like 
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bumps on the cheeks. 
 
And the different types of rosacea, the reason the distinction is important is that they have 
different treatments. So, if rosacea is just the solid red with the more obvious blood vessels, we 
will often try things to make the blood vessels constrict. There are topical medicines you can 
apply that make the blood vessels constrict, so they aren't as red, that cheeks aren't as red. And 
more advanced patients might even benefit from laser therapy to destroy those blood vessels. 
The bumpiness, that does really well with topical or oral antibiotics like oral doxycycline or 
topical metronidazole. And oftentimes patients can get their skin clear enough that they can go 
off treatment for a while, and then only if they flare and need medication again. 

Michele Nadeem-Baker: 
So, I had a breakout which was treated by a general dermatologist as if it was rosacea. But then 
when I saw someone like yourself, they gave me something different, which did help it. And they 
said that it was more something that was rosacea-like from treatment. But it used a slightly 
different type of treatment. Do you need to do that as well for patients? 

Dr. Dulmage: 
Yeah, so sometimes we have to get a little bit more creative with treatments. We might not be 
able to just use first-line therapies for, especially a rosacea I would kind of put in the bucket of 
an acneiform phenomenon, meaning it can look like acne. And we do have to get a little bit 
more creative whenever patients are on cancer regimens, we might have to change up 
antibiotics or doses of antibiotics or add in secondary or tertiary medication. So yeah, it is 
something that definitely we think about when we see patients who are on treatment. 

Michele Nadeem-Baker: 
We have so many questions. We also have one asking about hair. So, why does ibrutinib cause 
hair loss, and why does it cause, someone wrote in that their hair used to be coarse and curly 
and now it's smooth and straight, or does it do the other way around? 

Dr. Woyach: 
You do see texture changes with a lot of targeted cancer therapies, like kinase inhibitors we use 
for other types of cancers too. A lot of them will have that same kind of strange side effect, that 
some people's hair will get curly, some people's hair will get straight. I had one patient who 
developed one wave in his hair. And so, I guess it's just one of the kinases that the drugs are 
hitting, that may or may not be BTK itself, is something that's important in changing the texture 
of the hair. 

Michele Nadeem-Baker: 
So you mentioned laser being used with some, if their rosacea was serious enough. How about, 
someone's asking about photodynamic therapy, which perhaps you can explain. Does that 
reduce the incidence of skin cancer? 

Dr. Dulmage: 
Yes, definitely. So photodynamic therapy is a treatment where you would go into an office, and 
you would have a medication painted on an area. So, say you were treating your face, it would 
be painted on the area, and that medication is a photosensitizer. So, the cells in your face that 
are precancerous or cancerous, are going to suck up that photosensitizer. You leave that on for 
an incubation period, and there are different protocols, so that could be 30 minutes up to a few 
hours. And then you sit underneath a blue light that activates that photosensitizer, and it allows 
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for destruction of the precancerous cells.  
 
You can expect to be pretty inflamed afterward for a couple, really up to two weeks or so, but it 
will really help almost erase the precancerous actinic keratoses and reduce your risk of 
developing squamous cell cancer. My threshold for... So, photodynamic therapy is one type of 
field treatment, Efudex or 5-fuorouracil cream, which was mentioned, is another type of field 
treatment. Usually, my threshold is if a person is crossing the 10 to15 actinic keratoses mark, I 
usually am trying a field treatment instead of just freezing them individually. And so, if you've got 
a lot of actinic keratosis, that is a great option. 

Michele Nadeem-Baker: 
So when you say 10 to 15, that's the number you mean, of them? 

Dr. Dulmage: 
Total number, yeah. 

Michele Nadeem-Baker: 
Okay. And regarding those, is that something that CLL patients should do prophylactically to 
ensure they don't get skin cancer? 

Dr. Dulmage: 
I wouldn't say prophylactically. It's only helpful, it's not going to do anything if your skin doesn't 
have precancerous cells on it. But if you are someone who's making a lot of actinic keratoses, I 
do think CLL patients benefit significantly from considering field therapy if you're making lots of 
pre-cancers. 

Michele Nadeem-Baker: 
Someone asked what the type of glue you mentioned was that helps on tearing of skin? 

Dr. Dulmage: 
I just use regular super glue. 

Michele Nadeem-Baker: 
Okay. And we need to talk about bug bites. I was meaning to bring that up. They blow up on 
me, in the last week my body has been on fire. I have 20 mosquito bites that blew up, I was so 
uncomfortable. Why does this happen, Dr. Woyach, to CLL patients or some CLL patients, or do 
we all get this? 

Dr. Woyach: 
It's seen in about 10% of people with CLL, this bug bite hypersensitivity, and just like the other 
skin conditions we mentioned, it's due to immune dysregulation. And it's a hypersensitivity 
reaction to the bug bite itself. Some people who get this will notice that they had it for many 
years before they had CLL, others say right around the time of diagnosis, that's when they 
started to notice the hypersensitivity. 

Michele Nadeem-Baker: 
And should anything be done? If you have a lot of bites, is anything bad? Could anything bad 
happen to a person? If you have a lot of beestings, I know that can, but what about something 
like mosquito bites? 
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Dr. Woyach: 
Certainly mosquitoes can transmit diseases and things like that, not specifically for CLL 
patients. You can get secondary infections though, if you are scratching the skin lesions a lot. 
There's not much to do prophylactically except for to wear bug spray or something. Sometimes 
we have to do oral steroids if people get a lot of them, or they're just really, really uncomfortable. 
Otherwise, over-the-counter hydrocortisone cream, or a dermatologist or an oncologist who can 
prescribe a little higher potency steroid for something on the legs or the arms. 

Michele Nadeem-Baker: 
I know that I have been prescribed clobetasol, is that something that you prescribe, that both of 
you do? 

Dr. Dulmage: 
Yeah, that's a very strong topical steroid. That's our highest strength. And it can be a really good 
option for what we call the persistent arthropod bite reaction, or that really terrible bug bite 
reaction. The key with clobetasol is just not applying it to your face or skin folds, and to really 
limiting your use for just a week or so around the time you have the bug bite. 

Michele Nadeem-Baker: 
We have so many more questions, but we have run out of time, and we have one last question 
that we discussed before. And that is something that is not dermatology related, and that one 
question is something that CLL patients have been talking about all over social media and in 
emails. And that's the question about the FDA is probably going to be approving a vaccine 
booster for the immunocompromised. Dr. Woyach, CLL patients as most of us know, are not 
producing a lot of antibodies, if any, from the first vaccine regimen. What do you think about us 
all getting this booster shot? 

Dr. Woyach: 
I am so excited to hear that the FDA is going to be likely approving this within the next few days 
and would definitely encourage CLL patients to go out and get a third booster shot when it's 
available. What we've seen more anecdotally with CLL patients, and a little bit better studied in 
other immunocompromised patients, is there is actually a significant benefit to that third booster 
shot. People who have low antibody titers, having them be significantly higher. And probably 
even more importantly, people going from negative titers to having a detectable antibody. So 
yes, a hundred percent agree with CLL patients getting a booster shot. 

Michele Nadeem-Baker: 
I'm so excited about it as well. We all felt like we were forgotten, and I happen to know some 
patients I actually had reached out to about this. And a lot of us were starting to wonder what 
was going to happen, so it's exciting news for all of us. And thank you for being so supportive of 
us, and of this booster shot. Any news on the monoclonal antibody, prophylactic use? I know 
that it was approved if you've been exposed. 

Dr. Woyach: 
I don't have any news. There have been clinical trials that we're hoping to get some information 
from, hopefully in the near future. Trials ongoing, and trials hopefully to be starting too, with 
looking at those monoclonal antibody cocktails given to people who did not get a reaction to the 
vaccine, or did not get an antibody after the vaccine, being used prophylactically. So, I don't 
have any data updates for you, but hopefully we'll hear something pretty soon. 
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Michele Nadeem-Baker: 
That's great. Thanks to both of you, Dr. Dulmage and also to Dr. Woyach for being with us 
tonight. And to our audience, thank you for bringing us into your home and spending so much 
time with us. And I know I learned a lot, and hopefully you have as well. 

 


