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never ulcerate, and they subside with hyperpigmentation 
within 3 to 6 weeks, followed by recurrences; while EI 
nodules usually ulcerate, resolve with atrophic scars, and 
have a more protracted course. The clinical diagnosis is 
further supplemented by a characteristic histopathology, 
which in fully developed EN is a septal panniculitis without 
vasculitis with fibrosis of septa and mixed inflammatory 
infiltrate of lymphocytes, histiocytes, multinucleate giant 
cells, neutrophils and eosinophils, and Miescher’s radial 
granulomas. Interestingly acute EN may show features 
of lobular panniculitis or even small- and medium-vessel 
vasculitis.[3] EI reveals granulomatous lobular panniculitis 
with or without vasculitis. 

Atypical forms of EI have been described chiefly in men, 
including unilateral lesions; lesions involving the shins, 
thighs, buttocks, arms, and other sites; and those resolving 
without ulceration.[1] Sanz Vico et al, reported 9 cases of 
atypical nodular vasculitis in which the clinical presentation 
included 2 nodules or 1 plaque or lesions that resolved 
spontaneously without ulceration or scarring.[4]  Chew 
GY et al, described erythematous painful nodules on the 
thighs and buttock of a 29-year-old woman, mimicking 
EN clinically, but biopsy revealed lobular granulomatous  
panniculitis.[5] The lesions cleared within 2 months of ATT. 
Our patient represented one such atypical variant of EI.

Inflammatory nodules occurring on the extremities should 
also be differentiated from cutaneous polyarteritis nodosa, 
superficial thrombophlebitis, subcutaneous sarcoidosis, and 
lymphoma.[1] Niemi et al, described a group of non-definite 
panniculitis with large, diffuse, indurated subcutaneous 
plaques without ulceration that healed with scars or pits, 
and some cases with small acral nodules with or without 
ulceration.[6] Histology revealed chiefly lobular panniculitis 
with granulomatous infiltrate and caseation or palisaded 
granulomas with/without vasculitis and occasionally, only 
septal panniculitis. Of those who received complete course 
of ATT, 67% showed no recurrence while lesions reappeared 
in the remaining cases. None of their EI cases on ATT 
developed recurrence.

The present case was an atypical presentation of EI that 
clinically mimicked EN. The purpose of this report is to re-
emphasize the diverse clinical presentations of EI.

Sujay Khandpur, Pradeep K. Sethy,  
Vinod K. Sharma, Prasenjit Das1 

Departments of Dermatology and Venereology, and 1Pathology, All 
India Institute of Medical Sciences, New Delhi-110 029, India.

Address for correspondence: Dr. Sujay Khandpur, Department of 
Dermatology and Venereology, All India Institute of Medical Sciences, 

New Delhi - 110 029, India. E-mail: sujaykhandpur@yahoo.co.in

REFERENCES

1. Requena L, Sanchez YE. Panniculitis: Part II. J Am Acad 
Dermatol 2001;45:325-61.

2. Requena L, Yus ES. Panniculitis, Part I: Mostly septal 
panniculitis. J Am Acad Dermatol 2001;45:163-83.

3. Thurber S, Kohler S. Histopathologic spectrum of erythema 
nodosum. J Cutan Pathol 2006;33:18-26. 

4. Sanz Vico MD, De Diego V, Sanchez Yus E. Erythema 
nodosum versus nodular vasculitis. Int J Dermatol 
1993;32:108-12.

5. Chew GY, Henderson C, Ouin JW. Erythema induratum: A 
case of mistaken identity. Med J Aust 2005;183:534.

6. Neimi KM, Forstrom M, Hannuksela M, Mustakallio KK, 
Salo OP. Nodules on the legs: A clinical, histological and 
immunohistological study of 82 patients representing 
different types of nodular panniculitis. Acta Derm Venereol 
1977;57:145-54.

Pyoderma gangrenosum affecting 
the vulva

Sir,
Nonvenereal vulvar ulcers often pose a diagnostic and 
therapeutic challenge to the clinician. Behcet’s disease, 
Crohn’s disease, pyoderma gangrenosum, premalignant 
or malignant ulcers, traumatic and factitial ulceration may 
involve the vulva. 

A 48-year-old married woman presented with multiple 
painful ulcers over the genitalia, of 3 months’ duration; 
and oral aphthae for the past 1 month. Lesions started 
as erythematous papules rupturing to form painful ulcers 
with serosanguinous discharge. There was no history of 
vesiculation, itching, vaginal discharge, joint pain or eye 
complaints. Findings of general physical examination were 
unremarkable except for pallor.

Genital examination showed large kissing ulcers involving 
both labia majora and labia minora. Ulcers were tender 
with undermined edges and indurated base, which were 
covered with slough and hemorrhagic crusts [Figure 1]. A 
few superficial ulcers were present on both thighs, with size 
varying from 1 to 3 cm in diameter and with undermined 
edges, and were covered with slough. Bilateral inguinal 
lymph nodes were enlarged and non-tender.
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Blood investigations revealed anemia (Hemoglobin- 9.4 g/
dL), increased ESR (125 mm/h); and normal blood sugars, 
renal function, and liver function tests. Serology was 
negative for human immunodeficiency virus and Treponema 
pallidum (the venereal disease research laboratory test 
and treponema pallidum hemagglutination assay). Results 
of pathergy test were negative. Findings of tissue smear 
were negative, and skin biopsy was inconclusive. E. coli 
was isolated from the discharge and was found sensitive to 
amikacin and clavulanate potentiated amoxycillin. 

The patient was treated for phagedenic ulcers with 
appropriate antimicrobials covering both aerobic and 
anaerobic spectrum, along with local care of ulcers. The 
patient showed initial improvement but came back within 
a month with increase in size of genital ulcers. At this 
point, a differential diagnosis of pyoderma gangrenosum 
was considered and a biopsy was repeated. The patient 

was started on oral prednisolone 60 mg and dapsone 100 
mg/d. On tapering prednisolone to 40 mg, recurrence was 
seen. The second biopsy showed features consistent with 
pyoderma gangrenosum [Figure 2]. Hence the patient 
was started on intravenous dexamethasone pulse therapy 
(100 mg in 5% dextrose on 3 consecutive days in a month) 
and minocycline 100 mg twice daily, following thorough 
evaluation, including chest X-ray and Mantoux test. With 
the first two pulses, the patient showed improvement; 
but on visit for the third pulse, she developed a new ulcer 
on left labia. Intravenous dexamethasone pulse therapy 
and oral dapsone were discontinued after the third pulse 
and the patient was started on oral thalidomide 100 mg 
twice daily. Lesions started regressing at the end of 1 
month; and by the end of 3 months, all the ulcers healed, 
with post-inflammatory changes [Figure 3]. Thalidomide 
was continued for 1 more month and then stopped. On 
follow-up at the end of 1 year, there was no recurrence of 
lesions. 

Pyoderma gangrenosum manifests as painful cutaneous 
ulceration with undermined edges, violaceous borders, and 
necrotic tissue at the base. It is associated most commonly 
with inflammatory bowel disease, rheumatoid arthritis, 
and hematological malignancies.[1] It is found rarely on the 
vulva, and very few cases have been described in literature, 
most of which are associated with underlying disease.[2] 
In our patient, initial diagnosis of phagedenic ulcer was 
considered in view of rapidly spreading genital ulcers. 
However, treatment with antibiotics showed only partial 
improvement. Behcet’s disease was ruled out as the patient 
had only one episode of oral aphthae, negative pathergy 
test, and absence of systemic complaints. 
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Figure 1: Multiple ulcers with undermined edges, covered with 
slough and hemorrhagic crusts

Figure 2: Diffuse dense infiltrate on a background of proliferating 
granulation tissue. Inset: mixed inflammatory infiltrate extending 
through the depth of the dermis up to subcutis (H/E, 25 and 100x) 

Figure 3: Complete resolution of ulcers with post-inflammatory 
changes
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Treatment of pyoderma gangrenosum is challenging, and 
steroids are the mainstay of treatment, both oral as well 
as pulse therapy.[3] In recalcitrant cases, other modalities 
like sulfasalazine, sulfapyridine, dapsone, clofazimine, 
minocycline, and immunosuppressive agents - azathioprine 
and cyclophosphamide, mycophenolate mofetil, infliximab, 
and thalidomide, or plasma exchange, intravenous 
immunoglobulin, hyperbaric O2 therapy, nicotine, and 
potassium iodide are advocated.[4]

Hecker et al. treated a case of recalcitrant pyoderma 
gangrenosum using thalidomide.[5] Effect of thalidomide 
is immunosuppressive, as well as selectively inhibitory 
of tumor necrosis factor-alpha (TNF-α). It also inhibits 
chemotaxis of polymorphonuclear cells. Given the patient’s 
history of repeated therapeutic failures, thalidomide was 
started and the patient showed good improvement.
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Pigmented basal cell carcinoma 
of the scrotum: An unusual site

Sir,  
The commonest site of basal cell carcinoma is the face; 
80% arise above a line from the corner of the mouth to 
the ear lobe. Occurrence of basal cell carcinoma (BCC) 
on the scrotum is extremely rare, accounting for less 

than 0.05% to 0.19% of all BCC cases.[1-3] Very few cases 
of BCC on the pudendum have been reported in the 
literature.[1-5] We report a case of BCC of the scrotum in 
a 75-year-old man.

A 75-year-old man, a retired civil engineer, presented with a 
painless, ulcerated, pigmented, and irregularly shaped growth 
on the right upper aspect of the scrotum, of 2 years’ duration 
[Figure 1]. The growth had started 2 years ago as a small 
asymptomatic pigmented nodule, and it attained the present 
form during these 2 years. There was no history of exposure 
to ionizing radiation, chemotherapy, immunosuppressive 
medications, coal tar, arsenic, or other carcinogens. No prior 
lymphoma or other malignancy or trauma to the area was 
present. There was no family history of skin tumors.

On examination, there was a single, pigmented, ulcerated 
growth measuring 4×3 cm over the right upper aspect of 
the scrotum [Figure 1]. The growth was non-tender, freely 
mobile, and not fixed to the underlying structures. There 
was no regional lymphadenopathy. The penis was normal 
without any growths or ulcers on it. Both the testes were 
normal. There were no palpable swellings in the scrotal sac. 
Abdomen was soft and no palpable masses were felt. All other 
systems were normal. A provisional diagnosis of ulcerated 
sebaceous cyst, squamous cell carcinoma, or melanoma 
was made and the case was investigated. Results of all the 
routine hematological and biochemical investigations were 
within normal limits. X-ray chest and ultrasound abdomen 
revealed no abnormalities.

The tumor was excised and sent for histopathological 
examination. Histopathology revealed pigmented basal 
cell carcinoma with cells arranged in solid nests with 
central stellate and peripheral palisaded pattern. Some 
of the cellular nests showed melanin pigment deposits. 
Tumor extended from epidermis to deeper dermis. Lateral 
and deeper resected margins were free from the tumor 
[Figure  2]. 

Postoperative period was uneventful. No recurrence of 
tumor and lymphadenopathy was observed during the 
follow-up period of 3 months after the excision of the tumor. 
The patient was educated about the aggressive nature of 
BCC of pudendum and was advised to come for follow-up 
every 6 months for at least 2 to 3 years.

Basal cell carcinoma is one of the most common but 
least dangerous of all cutaneous malignancies. It occurs 
commonly only on the skin exposed to ultraviolet light and 
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