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GCT.[5] None of these features, however, were observed 
in the patient’s original tumor. This unusual case 
history illustrates the variable clinical course of GCT, 
and gives some specific messages to clinicians. We still 
do not know enough about this tumor. Histological 
features of these tumors may not always predict their 
clinical behavior. In patients with benign cutaneous 
GCT, recurrences can occur many years after the 
original diagnosis. Recurrent disease can also involve 
gastrointestinal organs besides the skin, and represent 
malignant transformation of GCT. Therefore, the 
clinician should remain alert for signs and symptoms 
of gastrointestinal involvement in patients with GCT. 
Anemia may be the first sign of this unexpected clinical 
course, as in our case. We believe that documentation 
of patients who show an unexpected clinical course 
may help in better understanding of the nature and 
prognosis of this rare entity.
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Genital squamous cell carcinoma 
presenting with multicentric 
ulcers: An unusual manifestation 
of skin malignancy

Sir,
Advanced genital tumors are very rare. Herein, we 
report a case of genital squamous cell carcinoma (SCC) 
accompanying a long-standing, well-healed scar tissue 
mimicking a venereal disease.

A 61-year-old white man presented with painful, 
exudative, firm pubic ulcers of 6 months duration. 
He described an asymptomatic wide scar-like lesion 
that developed in his genital area after improvement 
of an abscess 6 months ago and also informed that 
wide nonhealing ulcers developed on his right 
inguinal region 5 months ago. His medical history 
was unremarkable. He was a married man who retired 
from a textile company, and he denied any history of 
suspicious sexual behavior or encounters.

Dermatological examination revealed multiple 
painful, deep, punched-out ulcers (0.5–2 cm) with a 
central yellowish exudation and fungating, ulcero-
proliferative growths with everted edges fixed to 
the underlying tissues [Figure 1]. Another rapidly 
growing and hemorrhagic, wide and perforating ulcer, 
5 cm × 6 cm in size, like a bubo, with a foul-smelling 
discharge, was also noted on his right inguinal region 
[Figure 2]. The inguinal lymph nodes on the left were 
enlarged, hard and mobile.

Routine investigations including hemogram were 
within normal limits. Anti-HBc, anti-HCV, anti-
HIV and VDRL were negative. The bacterial, fungal, 
tuberculosis cultures, the Gram stain and the acid-
resistant stains of the ulcerated lesion were all negative. 
The complement fixation tests, direct fluorescent 
antibody tests and the polymerase chain reaction 
(PCR) test from the ulcerated lesion for Chlamydia 
trachomatis and human pappiloma virus (HPV) were 
also negative. After informed consent, incisional biopsy 
was obtained from the ulcer edge. Histopathological 
examination revealed a poorly differentiated SCC. An 
infiltration of squamous cells, atypical, anaplastic, 
rounded cells with a focus of necrosis and dyskeratosis, 
were seen in the dermis (H and E, ×200) [Figure 3]. 
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Figure 1: Multiple painful, deep, punched-out ulcers (0.5–2 cm) with a 
yellowish exudation on the center and fungating, ulcero-proliferative 
growths with everted edges fixed to the underlying tissues

Figure 2: Wide and perforating ulcer in 5 cm × 6 cm-like buboes, 
bleeding on touch with a foul-smelling discharge on his right 
inguinal region

Figure 3: A dermal infiltration of islands consisting of squamous 
cells, atypical, anaplastic, rounded cells with focus of necrosis 
and dyskeratosis (H and E, ×200)

Thorax tomography revealed bilateral multinodular 
metastatic lung lesions and abdominal tomography 
showed a soft tissue mass consisting of multiple 
centrally hypodense, necrotic lymphadenopathies 
in 0.5–2 cm diameter in the right parailiac region. 
Wide excision and split-thickness skin grafting of the 
pubic area and block resection of the ilio-inguinal 
lymph nodes were carried out. The histopathological 
examination of the resected specimen was suggestive 
of poorly differentiated SCC. Eight out of eight inguinal 
lymph nodes removed showed metastases bilaterally. 
Adjuvant radiotherapy of 50 Gy in fractionated doses 
and a combination chemotherapy protocol including 
methotrexate, bleomycin and cisplatinum were given 
for four courses with an uneventful recovery.

In the literature, there are only a few publications of 
genital SCC accompanied by a chronic scar tissue. [1,2] 
A 65-year-old man was reported to be diagnosed with 
SCC 2 years after a Fournier’s gangrene on the right 
hemiscrotum.[1] Kotwal et al. reported a 63-year-old 
Indian male who presented with a painless, firm 
lump over the penoscrotal junction diagnosed as 
SCC where he had a scar from a previous operation 
for infertility 30 years before.[3] Three cases of vulvar 
SCC that developed in episiotomy scars were also 
reported.[2]

Multicentric and multifocal anogenital SCC are rare, 
with the presence of HPV 16 DNA in Southern blot 
hybridization in most of them.[4] The multicentricity 
of the lesions in the anogenital SCC might be due 
to the multifocal invasion of the HPV lesions after 
autoinoculation on the anogenital region.[5] However, 
the absence of HPV in the lesional biopsy by PCR was 
another point for discussion in this case.

The development of genital cancer in this case could 
probably be explained by the synergistic effect of 
chronic irritation secondary to a prior fungal infection 
or poor hygiene rather than industrial exposure.

We wish to draw attention to the possibility of the 
malignancy in the differential diagnosis of long-
standing, unresponsive, recurrent ulcerated lesions 
on the genital region. A chronic tender nodule or an 
ulcer on the genital area could easily be mistaken for an 
inflammatory lesion or a venereal disease. Therefore, 
low threshold for histopathological examination 
is mandatory to make an early diagnosis. Venereal 
diseases like lymphogranuloma venereum (LGV) 
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or chancroid may be entertained in the differential 
diagnosis of this case, given the fact that tender bubo-
like inguinal ulcers are present. In addition, cutaneous 
metastasis from another malignancy should also be 
considered due to the multiplicity of the lesions.
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Figure 1: The skin lesion in the back (a) and right lower extremity 
(b) of the girl with flushing, slight scaling and erythema

Rhabdomyolysis associated with 
roxithromycin hypersensitivity 
syndrome

Sir,
Roxithromycin, a macrolide antibiotic, is effective 
against acne associated with inflammation. Moreover, 
it has anti-androgenic activity in the treatment of 
acne.[1] Roxithromycin hypersensitivity is a very rare 
complication.[2] We now describe a patient who had 
a generalized erythema with fever, lymphadenopathy, 

hepatic cytolysis and rhabdomyolysis (RM) caused by 
the antibiotic roxithromycin.

A 20-year-old female was hospitalized for fever and 
a generalized erythematous skin rash for 7 days. She 
had no significant past medical history or other drug 
use. The patient had taken roxithromycin for 2 weeks 
because of acne. After taking 1 week of roxithromycin, 
she developed a fever (39.2°C) and generalized 
erythema with itching, nonpitting edema, myalgias 
and limb weakness.

Physical examination indicated pea to walnut-sized 
enlarged axillary and inguinal lymph nodes, all with 
clear boundaries and movable. Skin examination 
demonstrated nonpitting edema, flushing over the 
face area and extremities, slight scaling and erythema 
scattered on the whole body [Figure 1]. Laboratory 
tests showed eosinophil count 1.67 × 109/L, alanine 
transaminase (ALT) 214 U/L, aspartate aminotransferase 
(AST) 105 U/L, creatine kinase (CK) 926 U/L, CK-MB 53 
U/L, lactate dehydrogenase (LD) 519 U/L, myoglobin 
608 ng/ml, serum creatinine 155 µmol/L and serum 
urea 13.4 mmol/L. The other blood chemistries and 
urinalysis were normal. Right inguinal lymphnode 
biopsy and immunohistological examination ruled 
out malignancy. Bone marrow smears suggested 
eosinophilia. Electromyogram revealed myogenic 
damage. A putative diagnosis of roxithromycin 
hypersensitivity syndrome accompanied by RM was 
made.

The roxithromycin was discontinued. She was 
given methylprednisolone injection (40 mg 
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