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Jessner–Kanof disease:
two effective and sure

therapeutic options
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ABSTRACT: Jassner–Kanof disease is a benign cutaneous disorder clinically characterized by recurrent
asymptomatic erythematous papules and plaques sometimes grouped with an arciform disposition on
the face, neck, and back. We describe a case of Jassner–Kanof disease resistant to conventional therapy,
in which the lesions located on the arms were treated with 595 nm pulsed dye laser, and those on the
trunk underwent a treatment with tacrolimus 0.03% ointment. We have compared the results and the
potential side effects with the two treatments, and after 1 year of follow-up, no recurrence of cutaneous
lesions were observed.
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Introduction

The lymphocytic infiltration first described by
Jessner and Kanof in 1953 is supposed to be a
variant within the spectrum of cutaneous T cell
pseudolymphoma (1).

Jassner–Kanof disease (JKD) is a benign cutane-
ous disorder clinically characterized by recurrent
asymptomatic erythematous papules and plaques

sometimes grouped with an arciform disposition.
The lesions frequently clear centrally, and are most
often located on the head, neck, and upper trunk
of middle-aged men with no further scarring. The
disease has a prolonged course characterized by
remissions and relapses, and it may persist for
several months or even years.

Current treatments include corticosteroids and
thalidomide with often inconsistent and transitory
response. The present authors herein discuss a
case of JKD resistant to conventional therapy, in
which a portion of the lesions were treated with
pulsed dye laser and the other with topical cal-
cineurin inhibitors. So far, few authors have
reported the dye laser treatment and the topical
calcineurin inhibitors treatment as single thera-
peutic option.
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Case report

A 47-year-old Caucasian woman presented with a
6-year history of erythematous lesions, with an arci-
form disposition, asymptomatic, located on the
upper trunk and the arms, rapidly enlarging. Famil-
iar and personal history was negative for other der-
matological and internistic diseases. Skin biopsy
revealed a moderately dense perivascular infiltrate
involving the superficial and deep vascular plexus
as well as infiltrates surrounding pilosebaceous
units. The component cells were predominantly
small lymphocytes with scattered plasma cells. The
epidermis appeared normal with no evidence
of atrophy, significant basal vacuolar change, or
follicular plugging (FIG. 1).

The pathological findings were consistent with
the clinical diagnosis of JKD.

The patient was firstly treated with corticoster-
oids (prednisone at a starting dose of 25 mg, for
3 weeks) without a clinical response.

Because of the effectiveness shown by these
therapeutic options in some previous articles, the
present authors decided to employ these therapies
comparing the results and the potential side effects
in the same patient. The lesions located on the
arms were therefore treated with 595-nm pulsed
dye laser Dermobeam (manufactured by Deka
MELA, Calenzano, Italy), spot size 10 mm, (fluence

6.5 J/cm2, with pulse duration of 0.5–1.5 ms). After
two applications, a month apart from each other,
the lesions disappeared with only a temporary,
about 10 days, hyperpigmentation phase (FIG. 2).
For the lesions located on the trunk, a topical treat-
ment with tacrolimus 0.03% ointment (Protopic®,
Astellas Pharma Spa) was initiated twice a day. In
the following 3 weeks, the lesions of the trunk dis-
appeared and the patient developed only a moder-
ate burning sensation and pruritus at the site of
application, frequently associated with topical tac-
rolimus therapy (FIG. 3). We continued the use of
tacrolimus for a further month to avoid immediate
relapses of the lesions. During each treatment and
at 1 year of follow-up, no recurrence of cutaneous
lesions was observed.

Discussion

JKD is a very rare condition, and it is sometimes
difficult to distinguish JKD from other skin diseases
with a similar clinical appearance like pseudolym-
phoma, a particular variant of lupus erythemato-
sus (tumid LE), polymorphic light eruption, and
borreliosis. The latter was excluded by serology as
well as the negativity of direct immunofluores-
cence ruled out lupus erythematosus tumidus.
Moreover, polymorphic light eruption was ex-
cluded by provocative phototesting.

FIG. 1. A moderately dense perivascular infiltrate involves the superficial (A; hematoxylin and eosin stain, original magnifica-

tion ¥10) and deep dermis (B; hematoxylin and eosin stain, original magnification ¥10) with typical extension to pilosebaceous

units (C; hematoxylin and eosin stain, original magnification ¥20). The infiltrate is consistent with lymphocytes of small size with

scattered plasma cells (D, arrow; hematoxylin and eosin stain, original magnification ¥40).
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The etiology of the disease is unknown. Borrelia
burgdorferi infection has been reported to be asso-
ciated with JKD (2). Medications have also been
reported to cause lymphocytic infiltration of the
skin, JKD. Nolden et al. reported that glatiramer
acetate, an immunomodulatory drug, caused a
lymphocytic infiltration (T cell pseudolymphoma)
(3).

Treatment for JKD is usually unsatisfactory:
current treatment options include topical and sys-

temic drugs, as corticosteroids and thalidomide, or
other immunosuppressive agents.

Only two cases of JKD treated by pulsed dye laser
have been reported (4,5). It is based on the selective
photothermolysis ablation of the dilated capillaries
responsible for the telangiectasias and persistent
erythema, using wavelengths in the visible light
spectrum (5).

Treatment of JKD with topical calcineurin
inhibitors has been described in literature (6), as

FIG. 2. Lesions located on the trunk before (A) and after 3 weeks (B) of treatment with topical treatment with tacrolimus 0.03%

ointment.

FIG. 3. Lesions located on the arms before (A), after 2 weeks (B), 1 month (C), and 1 year (D) of treatment with 595 nm pulsed

dye laser.
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topical calcineurin inhibitors have shown their
effectiveness through inhibiting T cell activation by
blocking the action of calcineurin.

Pulsed dye laser and topical calcineurin inhibi-
tors appeared to be an effective and sure treat-
ments for JKD, and should not be forgotten in
patients that show no spontaneous remission or
either a failure or contraindications to steroids
and other traditional treatments. These therapeu-
tic options do not show any relevant side effects,
ensuring the same clinical results, even if laser
therapy enables us to achieve the same results
faster than topical therapy with less stress on the
patient with a better cost–benefit ratio.

Actually, other several studies are required to
confirm the present authors’ first interesting data
as regards the best therapeutic option to this par-
ticular condition.
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