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Letters to the Editor

In conclusion, psoriatic patients being treated with etanercept 
should be considered at dual risk of developing myelodysplastic 
syndrome – therapy‑related and autoimmunity‑associated. Hence, 
we recommend that psoriatic patients who are receiving etanercept 
should be followed regularly by routine blood counts and it should 
be discontinued upon onset of any cytopenias.
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Primary cutaneous histoplasmosis in an immunocompetent 
patient presenting with severe pruritus
Sir,
A 60‑year‑old man presented with severe generalized pruritus of 
1‑year duration. In the initial 6 months, the pruritus was not associated 
with any skin lesions. The pruritus was severe enough to disturb his 
sleep and daily activities. It was not relieved by over‑the‑counter 
oral antihistamines and topical steroids. Over the next 6 months, he 
developed multiple erythematous papules on the trunk, followed by 
face and extremities. There was no history of fever, malaise, weight 
loss or other systemic symptoms. He did not report any comorbidities 

other than a single episode of angina 3 years back. At presentation, 
he had multiple monomorphic, shiny, erythematous‑to‑skin colored, 
0.2 cm × 0.3 cm papules and small nodules on the face, upper 
trunk and upper limbs [Figure 1a‑c]. The papules coalesced to form 
plaques on the eyelids and nape of the neck. There was also diffuse 
infiltration of the face and ears. The scalp, flexures and mucosae 
were spared. Systemic examination revealed mild splenomegaly. 
Clinical diagnoses of lepromatous leprosy, post kala‑azar dermal 
leishmaniasis and sarcoidosis were considered.


