
concurrence of both diseases in terms of their common

pathogenesis.3

Kim et al.4 classified segmental vitiligo on the face and

demonstrated that lesions of segmental vitiligo on the face do

not correspond to the dermatomal territories. According to

that study, the shape and distribution of the vitiligo lesion of

our patient are consistent with type I-b among six subtypes

of segmental vitiligo on the face.4 However, the vitiligo lesion

of our patient did not correspond exactly to type I-b segmen-

tal vitiligo. Thus, whether the vitiligo lesion of our patient is

a focal or segmental vitiligo is still unclear.

Van Geel et al.5 also noticed that the majority of segmental

vitiligo lesions did not fit exactly within the dermatomal dis-

tribution. They analysed the distribution pattern of segmental

vitiligo to investigate additional factors beyond the neurogenic

theory. They found that some segmental vitiligo lesions have a

clear clinical overlap with mosaic dermatoses of melanocytic

origin, especially segmental lentiginosis. Therefore, somatic

mosaicism may also be a plausible explanation for developing

segmental vitiligo in our case.

In the case of congenital melanocytic naevus (CMN), there

have been several reports about regression of CMN with

development of vitiligo, both with and without halo phe-

nomenon.6,7 Furthermore, a recent study revealed that the

prevalence of CMN was higher (although not significantly) in

patients with vitiligo than in the control population.8 The

development of vitiligo in CMN can be explained by an

antimelanocytic immune reaction by CD8+ cytotoxic T cells

against the highly expressed melanocytic antigens in CMN.6

Naevus of Ota, as in CMN, has higher expression of melano-

cytic antigens, thus it is tempting to speculate that immuno-

logical reaction by melanocyte-specific cytotoxic CD8+ T cells

could be involved in the development of vitiligo within the

naevus of Ota. Furthermore, segmental vitiligo has recently

been reported to share an autoimmune mechanism with non-

segmental vitiligo, and a CD8+ melanocyte-specific T-cell-

mediated immune reaction is considered to play a role.9,10

Our case is very interesting as it provides evidence for both

somatic mosaicism and an autoimmune mechanism in the

pathophysiology of segmental vitiligo. However, the question

still remains why spontaneous regression and development of

vitiligo are rarely seen in naevus of Ota compared with CMN.

Thus, further studies and accumulation of case reports are

needed to reveal the relationship between vitiligo and naevus

of Ota, as well as the underlying mechanisms of segmental

vitiligo.
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Colophony as a marker for fragrance allergy in
the general European population

DOI: 10.1111/bjd.14297

DEAR EDITOR, We would like to make an addendum to our

recent article in the BJD concerning the possible significance of

colophony for fragrance allergy in the general European popu-

lation.1

Colophony is not used as a fragrance ingredient; however,

it is a well-established marker of fragrance contact allergy.2–4

Colophony was therefore included as a fragrance allergy mar-

ker in our recent article in the BJD on contact allergy in the

general population (prevalence 1�0%; 95% confidence interval

0�6–1�3%).5 When including colophony as a fragrance marker

in the article on fragrance contact allergy,1 together with Fra-

grance Mix (FM)I in the True Test containing Evernia prunastri

(oak moss) with a high content of atranol and chloratranol,

or FM II, or any of the individual materials in either FM I or

FM II, or Myroxylon pereirae or sesquiterpene lactones, some
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information in Table 5 of that article1 changes slightly,

according to the numbers given in Table 1.
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Reply to: Validation of database search
strategies for the epidemiological study of
pemphigus and pemphigoid

DOI: 10.1111/bjd.14397

DEAR EDITOR, We were interested to read the paper by Silver-

berg et al. published in the BJD in September 2015.1 We

note that the authors comment that previous studies of

autoimmune bullous diseases have all been limited to single

centres with cohorts that typically have at most a few hun-

dred patients. It would appear that the authors have over-

looked the papers that our group have published on this

subject.2–4
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Table 1 Clinical relevance: avoidance of scented products due to skin complaints and itchy skin rash lasting > 3 days in the lifetime in subjects

with contact allergy to different fragrance allergens

Crude prevalence rate

+ avoidance of scented
products due to skin

problems in lifetime

+ itchy skin rash lasting

> 3 days in lifetime

n % (95% CI) n % (95% CI) n % (95% CI)

‘Conservative’ approacha 129 4�7 (3�9–5�5) 82 3�0 (2�3–3�7) 60 2�2 (1�6–2�7)
‘Clinical’ approachb 78 2�8 (2�3–3�5) 56 2�0 (1�5–2�6) 42 1�5 (1�1–2�0)
aFragrance Mix (FM)I True Test or FM II or hydroxyisohexyl 3-cyclohexene carboxaldehyde (HICC) or sesquiterpene lactone mix or Myroxylon

pereirae or colophony. bFM I True Test or FM II and a single substance or HICC or sesquiterpene lactone mix or Myroxylon pereirae or colophony.

The True Test was applied in only 2740 subjects, out of 3119 tested overall.
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