malignant transformation in this patient. Though there was
no evidence suggestive of lupus vulgaris, Bowen disease,
actinic keratosis or any other premalignant condition,
malignant transformation of any premalignant skin lesion
cannot be ruled out because the patient presented very late
and biopsy was not done earlier. There are many case reports
of squamous cell carcinoma, but the author was unable to
find any previous reports of similar presentation of such giant
cutaneous squamous cell carcinoma.

Cutaneous squamous cell carcinoma is a malignant tumour
arising from keratinocytes of the epidermis. Squamous cell
carcinoma may arise de novo or may arise on pre-existing
skin lesions such as lupus vulgaris, lupus erythematosus,
lichen planus, porokeratosis of Mibelli, psoriasis,
epidermolysis bullosa, epithelial nevus, granuloma inguinale,
chromoblastomycosis, acne conglobata, hidradenitis
suppurativa, lichen sclerosus et atrophicus, nevus sebaceous,
scar tissue, sinuses and fistulae.> Squamous cell carcinoma is
the most frequent histological type of neoplasm identified in
scars and wounds.’> Dermatologists should be aware of this
kind of atypical presentation of squamous cell carcinoma.
Squamous cell carcinoma is often asymptomatic and hence
patients often present very late. Unlike basal cell carcinoma,
cutaneous squamous cell carcinoma is associated with a
substantial risk of metastasis. Therefore, non-healing lesions
should be viewed with great suspicion and a biopsy should
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be performed to rule out malignant transformation. A high
index of suspicion and early histological diagnosis help in
preventing complications.
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Primary localized cutaneous nodular amyloidosis on areola

Sir,

Primary localized cutaneous nodular amyloidosis is a rare
disorder in which amyloid light-chain deposits within the
skin without any systemic involvement. Primary localized
cutaneous nodular amyloidosis most commonly affects the
acral region, followed by the face and trunk. We herein
report a unique case of primary localized cutaneous nodular
amyloidosis, located on the nipple-areolar complex.

A 57-year-old female presented with an asymptomatic
enlarging skin lesion on her left breast which was noticed
two months back. She also gave history of fibrocystic
change of bilateral breasts for 10 years. On physical
examination, the skin lesion appeared as a well-demarcated,
reddish-orange, polygonal, waxy plaque on her left areola

with a similar but smaller plaque at the centre of the left nipple
[Figure la]. Polarized contact dermoscopy showed several
yellowish-orange globules on a milky-red background, with
some arborizing vessels at the periphery [Figure 1b]. An
incisional biopsy was performed. Histopathology revealed
abundant deposition of pale eosinophilic amorphous
material separated by clefts and accompanied by a
sparse lymphoplasmacytic infiltrate in the upper dermis
[Figure 2a]. The deposited material showed positive staining
with Congo-red stain and showed apple-green birefringence
on polarized microscopy [Figure 2b]. It was also stained with
Thioflavin S and showed immunoreactivity to kappa and
lambda light chains.

A series of examinations to survey systemic involvement of
amyloid light-chain amyloidosis was conducted, including a
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Figure 1a: Well-demarcated, reddish orange, polygonal, flat and waxy plaques
on left areola and the center of nipple

Figure 1b: Dermoscopy showed several yellowish-orange globules
(asterisks) on a milky-red background with some arborizing vessels (arrows)
at the periphery (Non-polarized Heine Delta 20 dermatoscope; original
magnification: x 10)

d
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Figure 2a: Abundant deposition of pale eosinophilic amorphous material
separated by clefts in the upper dermis (H&E; original magnification: x 100)

complete blood cell count with differential count, serum and
urine protein electrophoresis, serum immunoglobulins and
free light chains levels, which were all within normal limits.
Serum creatinine was 0.5 mg/dL and alanine transaminase
was 16 U/L. Electrocardiography showed sinus rhythm
without abnormal findings.

Based on the histopathologic findings and laboratory studies, the
diagnosis of primary localized cutaneous nodular amyloidosis
was confirmed. Surgical removal of the tumour was done and
no recurrence was noticed during 1-year follow-up.

Primary localized cutaneous nodular amyloidosis, the rarest
subtype of cutaneous amyloidosis, is characterised clinically by
solitary or multiple waxy yellowish nodules or plaques. Most of
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Figure 2b: The deposited material stained positively with Congo-red
(Congo-red stain; original magnification: x 40)

the cases of primary localized cutaneous nodular amyloidosis
were found over extremities. We found only two previous
reports of breast amyloidosis in the literature."? However, the
lesions in those cases were located in the subcutaneous tissue of
the breast and were detected by the patient or imaging studies.
In contrast, our case is a visible skin lesion on the nipple and
areola. Dermoscopy which reveals orange-yellowish areas in
cutaneous nodular amyloidosis,’ may aid dermatologists in the
initial differential diagnosis.

Primary localized cutaneous nodular amyloidosis is caused
by dermal deposition of amyloid fibrils derived from
immunoglobulin light-chain, which is produced by local
monoclonally-expanded plasma cells in the skin. Primary
localized cutaneous nodular amyloidosis is clinically and
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histologically indistinguishable from cutaneous lesions of
primary systemic amyloidosis, which is also composed of
light-chain amyloid protein. The risk of progression of primary
localized cutaneous nodularamyloidosis to systemic amyloidosis
could hardly be estimated due to the rarity of primary localized
cutaneous nodular amyloidosis, but was reported within the
range of 7-50% in some case series.* Therefore, it is crucial
to perform systemic evaluation and long-term follow-up for
patients with primary localized cutaneous nodular amyloidosis.

Various treatment modalities have been proposed,
including surgical excision, dermabrasion, laser therapy,
electrodesiccation and curettage, intralesional steroid
injection and cryosurgery.

In conclusion, we report a case of primary localized cutaneous
amyloidosis with a unique location and also highlight the
importance of using dermoscopy in guiding clinical suspicion
of amyloidosis.
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