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syndrome. We made a diagnosis of histiocytoid 
Sweet’s syndrome related to bortezomib.

With intramuscular  corticosteroid injection, the 
lesions disappeared but reappeared on the second day 
of the second part of the cycle. After this recurrence, 
he was treated with 20 mg prednisone for 4 days after 
every bortezomib treatment and did not develop any 
further recurrences.

Sweet’s syndrome related to multiple myeloma is 
infrequent,[9] but bortezomib-related neutrophilic 
diseases have been previously described with typical 
lesions that usually appear between the first and the 
third cycle.[4-11] The presence of leucocytosis or fever 
may favor the diagnosis of myeloma associated-Sweet’s 
syndrome, but both findings were not present in our case 
unlike some other cases.[11] We were able to find only 2 
previous cases of histiocytoid Sweet’s syndrome related 
to bortezomib.[4,12] The main differential diagnoses 
of histiocytoid Sweet’s syndrome include interstitial 
granuloma annulare and interstitial granulomatous 
dermatitis, both showing a denser, “bottom-heavy,” 
inflammatory infiltrate of histiocytes with large, 
pleomorphic nuclei that in some small foci are arranged 
in palisades surrounding degenerated basophilic 
collagen;[1] methotrexate-induced rheumatoid papules, 
which appears only in methotrexate-treated patients; 
and leukemia cutis that shows nodular dermal infiltrates 
of medium-sized, round to oval mononuclear cells that 
express lysozyme, myeloperoxidase, CD43, CD45, and 
CD68. Specific myeloma infiltration should be ruled 
out when evaluating presumed lesions of histiocytoid 
Sweet’s syndrome. A cytologic examination of 
peripheral blood should be performed and fluorescence 
in situ hybridization may be useful to detect underlying 
cytogenetic abnormalities in histiocytoid Sweet’s 
syndrome when there is an identifiable chromosomal 
abnormality.[13]

Mar Llamas-Velasco, Maria J Concha-Garzón, Mar Llamas-Velasco, Maria J Concha-Garzón, 
Javier FragaJavier Fraga1, M Aragüés, M Aragüés

Departments of Dermatology and 1Pathology, Hospital Universitario 
De La Princesa, Madrid, Spain

Address for correspondence:Address for correspondence: Dr. Mar Llamas-Velasco, 
C/Diego de León 62, CP28006, Madrid, Spain. 

E-mail: mar.llamasvelasco@gmail.com

  REFERENCES  REFERENCES

    1.  Requena L, Kutzner H, Palmedo G, Pascual M, 
Fernandez-Herrera J, Fraga J, et al. Histiocytoid Sweet syndrome: 
A dermal infiltration of immature neutrophilic granulocytes. 

Arch Dermatol 2005;141:834-42.
2. Garcia-Navarro X, Puig L, Fernandez-Figueras MT, Dalmau J, 

Roe E, Alomar A. Bortezomib-associated cutaneous vasculitis. 
Br J Dermatol 2007;157:799-801.

  3. Agterof MJ, Biesma DH. Images in clinical Medicine. 
Bortezomib-induced skin lesions. N Engl J Med 2005;352:2534.

4. Murase JE, Wu JJ, Theate I, Cole GW, Barr RJ, Dyson SW. 
Bortezomib-induced histiocytoid Sweet syndrome. J Am Acad 
Dermatol 2009;60:496-7.

  5. Van Regenmortel N, Van de Voorde K, De Raeve H, Rombouts S, 
Van de Velde A, Lambert J, et al. Bortezomib-induced Sweet’s 
syndrome. Haematologica 2005;90:43.

6. Liu CI, Hsiao CH, Wu JT, Tsai TF. Sweet syndrome with 
histiocytoid infiltrate and neutropenia: A rare combination. 
J Am Acad Dermatol 2009;61:882-4.

  7. Knoops L, Jacquemain A, Tennstedt D, Theate I, Ferrant A, 
Van den Neste E. Bortezomib-induced Sweet syndrome. Br J 
Haematol 2005;131:142.

8. Paiva CM, Kurtis B, Mekki M, Newman MA, Singhal S, 
Lacouture ME. Neutrophilic dermatitis associated with 
bortezomib in a patient with multiple myeloma. Ann Oncol 
2007;18:1744-5.

  9. Tanguy-Schmidt A, Avenel-Audran M, Croue A, Lissandre S, 
Dib M, Zidane-Marinnes M, et al. Bortezomib-induced 
acute neutrophilic dermatosis. Ann Dermatol Venereol 
2009;136:443-6.

10. Thomas M, Cavelier Balloy B, Andreoli A, Briere J, 
Petit A. Bortezomib-induced neutrophilic dermatosis with 
CD30+lymphocytic infiltration. Ann Dermatol Venereol 
2009;136:438-42.

11. Thuillier D, Lenglet A, Chaby G, Royer R, Vaida I, Viseux V, 
et al. Bortezomib-induced eruption: Sweet syndrome? Two case 
reports. Ann Dermatol Venereol 2009;136:427-30.

12. Kim JS, Roh HS, Lee JW, Lee MW, Yu HJ. Distinct variant of 
Sweet’s syndrome: Bortezomib-induced histiocytoid Sweet’s 
syndrome in a patient with multiple myeloma. Int J Dermatol 
2012;51:1491-3.

13. Chavan RN, Cappel MA, Ketterling RP, Wada DA, Rochet NM, 
Knudson R, et al. Histiocytoid Sweet syndrome may indicate 
leukemia cutis: A novel application of fluorescence in situ 
hybridization. J Am Acad Dermatol 2014;70:1021-7.

Access this article online

Quick Response Code: Website: 
www.ijdvl.com

DOI: 
10.4103/0378-6323.152743

PMID:
*****

Generalized lichen planus Generalized lichen planus 
following tattooing with following tattooing with 
involvement of old hypertrophic involvement of old hypertrophic 
scars: Is it ‘Koebner recall?’scars: Is it ‘Koebner recall?’

Sir,
Decorative tattooing is regaining popularity and 
consequently there is a rise in the number of 
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Figure 2: Involvement of old hypertrophic scars with violacoeus 
linear plaques of lichen planus

Figure 1: Violaceous papules coalescing to form a plaque on the 
tattoo taking its shape

Figure 3: Band-like lichenoid infi ltrate in the papillary dermis. 
(H and E, ×100)

tattoo-associated skin disorders. We came across a 
case of generalized lichen planus that was triggered by 
tattooing and also involved an old scar.

A 20-year-old female presented with multiple, dark 
colored, raised, itchy lesions 4 days after getting a 
carbon tattoo done on her forearm. The lesions were 
present all over the body including the tattoo site. 
On examination, there were multiple violaceous 
flat topped papules over the upper and lower 
extremities, including a plaque that had taken 
the shape of the tattoo [Figure 1]. Interestingly, 
similar lesions developed even over 7-month-old 
hypertrophic linear scars which were present on the 
left wrist [Figure 2]. Oral mucosa, genitals, nails, and 
scalp were normal.

Skin biopsy from a papule on the upper extremity 
showed lichenoid dermatitis with a band like 
lympho-histiocytic infiltrate in the papillary dermis 
with a few Civatte bodies at the interface [Figure 3]. 
Histopathologic examination of a violaceous papule 
on the tattoo showed lichenoid dermatitis with 
lympho-histiocytic infiltrate and melanophages in the 
papillary dermis. Jet black tattoo pigment unassociated 
with the lichenoid infiltrate was seen deeper in the 
dermis [Figure 4]. A diagnosis of generalized lichen 
planus, precipitated by tattooing with the involvement 
of old linear hypertrophic scars was reached.

Koebner or isomorphic phenomenon is characterized 
by development of lesions at sites of non-specific 
trauma during the evolving stages of the disease.[1] 
The new lesions are clinically and histopathologically 
identical to those of the diseased skin. It has further 
been subdivided into two classes: KP-h (Koebner’s 
phenomenon from history) and KP-e (experimentally 
induced Koebner’s phenomenon). Our patient had 
lichen planus lesions all over the body including 
the tattoo site taking its form and also involving old 
linear hypertrophic scars. The differential diagnosis 
of lichenoid reaction to tattoo pigment includes 
lichen planus, lichenoid reaction and cutaneous 
lupus erythematosus-like reaction. The occurrence of 
generalized lichen planus with localization at the tattoo 
site could be explained on the basis of koebnerisation. 
The inciting stimulus of tattooing probably caused 
koebnerisation at the tattoo site and may have altered 
the epidermal mechanics at the tattoo site causing 
release of an antigen, which precipitated generalized 
lichen planus in a predisposed individual.

However, an unusual finding in this patient was 
the involvement of 7-month-old asymptomatic 
hypertrophic linear scars, which could not be 
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explained by Koebner’s phenomenon. A hypertrophic 
scar pathologically is composed of compactly 
arranged and parallel bundles of thickened collagen 
with fibroblasts. The pathology is primarily dermal, 
but may be accompanied by some epidermal 
hyperplasia at times. The currently recognised 
pathomechanisms of Koebner phenomenon fail to 
clarify if the phenomenon may occur in a 7-month-old 
scar. We assume that there may be a phenomenon of 
‘Koebner recall’ where development of isomorphic 
pathologic lesions occurs at the sites of previous 
trauma probably in predisposed individuals. There 
may be immunological, vascular or other factors that 
may be at work even in a dermis with fibroblastic 
hyperplasia, which are yet to be defined as the causes 
of this interesting clinical manifestation. Lahiri et al. 
had described the occurrence of vitiligo[2] and lichen 
planus[3] along stretch marks. Koebner’s phenomenon 
seen in recent and old scars in pemphigus, which 
manifest primarily as epidermal disease, has also 
been described previously.[4]
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Figure 4: Jet black tattoo pigment unassociated with the lichenoid 
infi ltrate seen deeper in the dermis. (H and E, ×400)
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Clinical and dermoscopic Clinical and dermoscopic 
features of eccrine poromafeatures of eccrine poroma

Sir,
A healthy 44-year-old male patient presented with 
a 3-year history of a slow growing lesion on the 
sole [Figure 1]. Occasional bleeding and mild local pain 
under pressure were the only symptoms. Dermoscopy 
showed a pink homogeneous area and an ivory halo 
around the entire lesion. Multiple round-to-oval 
reddish structures surrounded by a white halo 
and dotted vessels were also seen. An incisional 
biopsy confirmed the clinical diagnosis of eccrine 
poroma (EP). The lesion was completely excised.

Sweat gland tumors represent approximately 1% of 
primary skin lesions. Eccrine poroma is a benign 
sweat gland neoplasm that accounts for roughly 
10% of sweat gland tumors.[1] Clinically, the tumour 
appears as a single slow-growing, asymptomatic, 
soft, well-circumscribed papule, plaque, or nodule, 
pink-to-red in color, with a surface ranging from 
smooth to verrucous, with occasional ulceration and/
or scaling.[1,2] Eccrine poroma commonly develops 
at the distal extremities, such as the soles, palms, 
and fingers. However, multiple lesions, pigmented 
variants, and other anatomical sites of localization, 
including the head and neck, may also occur.[2]

Dermoscopy of eccrine poroma is characterized by 
a vascular pattern, which may be polymorphous. 
Glomerular, hairpin vessels and linear irregular 
vessels, surrounded by a white to pink halo, may 
be observed. Reddish-white globule-like structures 
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