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sensitive and specific diagnostic tool, detects Mycobacterium 
tuberculosis complex but cannot differentiate between 
Mycobacterium tuberculosis and bovis.7 So, in our case, its 
positivity might indicate infection with the BCG vaccine 
strain used for inoculation. Mycobacterium bovis is inher-
ently resistant to pyrazinamide. The treatment regimen is not 
standardised. Longer duration of treatment was considered in 
some guidelines.8 We planned for treatment with three antitu-
bercular drugs, that is, rifampicin, isoniazid, and ethambutol, 
for a total period of 9 months.

This case highlighted a possible complication of intralesional 
immunotherapy with BCG, even in healthy adults.
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Cutaneous granulocytic sarcoma arising on a surgical scar

Dear Editor,

Granulocytic sarcoma, also known as myeloid sarcoma, 
involves the localization of myeloblasts or immature myeloid 
cells to an extramedullary site.1 Although cutaneous granu-
locytic sarcoma is rare, it occurs most commonly in associ-
ation with acute myeloid leukaemia, affecting 2.5–9.1% of 
patients.1 Herein, we report a case of cutaneous granulocytic 
sarcoma as the presenting sign of acute myeloid leukae-
mia relapse without signs of systemic involvement, which 
demonstrated a predilection for an old surgical scar. 

A 33-year-old woman was referred to the Dermatology depart-
metn of the University Hospital of Monastir, Tunisia, in May 

2021, for a one week history of a painful plaque wich was 
spontaneous in onset. She had a history of appendicectomy 
in 2006. She was diagnosed with acute myeloid leukaemia in 
April 2019. Cytogenetic studies and screening for gene rear-
rangements, did not show genetic mutations. According to the 
revised World Health Organization classification of tumours 
of haematopoietic and lymphoid tissues,2 a diagnosis of acute 
myelomonocytic leukaemia was made based on the morphol-
ogy and immunophenotype. She received four courses of 
chemotherapy, followed by haematopoietic stem cell trans-
plantation and was in remission 20 months prior to current 
consultation. On physical examination, the patient was in 
good condition. There was no lymphadenopathy. Cutaneous 
examination revealed an indurated purple plaque infiltrating 
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around the appendicectomy surgical wound, with a bullous 
evolution in the centre [Figure 1a]. She had no other surgical 
or previous traumatic scar sites elsewhere on her body. A skin 
biopsy was taken with a differential diagnosis of malignancy-
associated Sweet syndrome, subcutaneous panniculitis-like 
T-cell lymphoma or leukaemia cutis. Histological exam-
ination showed massive infiltration of blast cells with 
round nuclei and scant cytoplasm [Figures 1b and 1c].  
Immunohistochemically, myeloblasts were found to be pos-
itive for myeloperoxidase, CD117 and CD34 [Figures 2a, 
2b and 2c]. Based on the clinical presentation and the histo-
pathological findings, the patient was diagnosed with cuta-
neous granulocytic sarcoma. Total WBC count was within 
normal levels, but with circulating blast cells. In bone marrow 
analysis, myeloblasts represented 24% of the nucleated cells. 
After salvage chemotherapy course, complete remission was 
achieved in bone marrow smears with regression of the skin 
lesion.

Figure 1a: Infiltrated purple plaque around the appendicectomy surgical 
incision wound

Figure 1b: Massive infiltration of haematopoietic cells within the granulo-
cytic sarcoma (H&E, 100x)

Figure 1c: Tumour cells have a high nucleocytoplasmic ratio, with large 
irregular nuclei, often nucleolated (H&E, 400x)

Figure 2a: Immunohistochemical analysis shows positivity of blast cells to 
myeloperoxidase (original magnification, 100x)

Figure 2b: Immunohistochemical analysis shows positivity of blast cells to 
CD117
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We present an unusual case of cutaneous granulocytic sar-
coma arising on surgical scar as a sole sign of relapsed acute 
myeloid leukaemia. Indeed, cutaneous manifestations in 
leukaemia can be diverse and present as specific and non-
specific signs. Non-specific manifestations do not show leu-
kemic infiltration of skin and are mediated by various factors 
related to cytokines, hormones, or autoimmunity. Specific 
signs present as cutaneous granulocytic sarcoma also called 
leukaemia cutis, which is a generic term to describe specific 
cutaneous involvement. This condition can occur with con-
current active acute myeloid leukaemia or in the setting of its 
extramedullary relapse, including in the post bone marrow 
transplant setting,1 as well in cases such as that of our patient. 
Interestingly, in our case, the cutaneous leukemic infiltrates 
were limited to the site of an old surgical scar with no signs 
of diffuse cutaneous involvement.

Cutaneous infiltration of blast cells in traumatic scars in 
patients with acute myeloid leukaemia can be attributed 
to chemical mediators such as interleukin-1 for chemo-
taxis of monocytes, which might be released from not only 
new wounds but also old scars.3 A similar explanation was 
provided previously, as a local tumour growth-promoting 
factor, possibly a product of dead or dying normal cells, 
may be involved in the ability of leukemic monocytes and 
myelomonocytes to proliferate in surgical scars.4 Moreover, 
two case reports of cutaneous granulocytic sarcoma that 
occurred after trauma (haematoma and cutaneous surgery) 
in the context of myelodysplastic syndrome were described 
as a result of Koebner phenomenon or isomorphic response.5 
In our case, cutaneous granulocytic sarcoma occurring on 
the surgical scar seems to be not suggestive of the Koebner 
phenomenon, as it developed in a pre-existing surgical scar 

that evolved 15 years ago. A more broadly applied term, 
locus minoris resistentiae (refers to a body region of less-
ened resistance that is more vulnerable than others6) may 
be more appropriate to describe the phenomenon observed 
in our case, in which cutaneous granulocytic sarcoma was 
not preceded by an inflammatory process, did not occur in 
a patient with a known dermatosis, and manifested over 
10 years after initial skin trauma. So, the wound site merely 
served as a determinant of its localization.
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Figure 2c: Immunohistochemical analysis shows positivity of blast cells to 
CD34 (original magnification, 400x)


