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Sir,

Chronic cutaneous lupus erythematosus (CCLE) is the

most common form of lupus erythematosus. It is a

mucin, which appeared to be present within the

neoplastic cells as well. Alcian blue stain confirmed the

presence of abundant mucin within the stroma and the

cells.

Mucin in glomangioma is rarely reported. Hisa et al

reported four cases with mucinous degeneration, the

extent of which correlated with the number of glomus

cells.[2] Glomus tumors are thought to originate from

their normal counterpart (e.g. the glomus cells);

therefore they tend to occur most commonly in acral

areas.[3]

The term glomus tumor is used to characterize two

phenotypically different types of tumors: cutaneous

glomangioma and paraganglioma. Both tumors can

occur in a familial setting with an autosomal dominant

pattern of inheritance.[5,6] However, they are of different

histopathologic origin. Paragangliomas derive from the

APUD cell system, whereas cutaneous glomangiomas

originate from glomus bodies of the skin, which are

important in the regulation of body temperature.[7]

An autosomal dominant pattern of inheritance has been

described for glomus tumors of the paraganglioma type

originating from the APUD cell system, the underlying

genetic defect of which has been mapped to

chromosome 11q23. In contrast, Blume-Peytavi et al

showed that the genetic defect in disseminated

cutaneous glomus tumors of the glomangioma type

deriving from smooth muscle cells or pericytes is not

linked to chromosome 11.[7] Thus, they suggested that

the common term glomus tumor, used for both

paragangliomas and glomangiomas in the current

literature, is misleading and should be avoided because

these tumors have different histologic derivations and

genetic origins.[8]
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Figure 1: Abundant mucin within stroma and even within glomus
cells
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without head and neck involvement are distinctly

uncommon (less than 2% of patients).[2] In a review of

hospital records of 769 patients with systemic lupus

erythematosus, Paris et al found only two patients with

palmar involvement.[3] One case had CCLE lesions for

twenty years, while in the other patient, the disease

began on the palms and soles and gradually involved

the arms and face. Warty type of lesions may occur on

the palms and soles, causing difficulty in walking.

Excision of the lesions and grafting may be successful,

and is not always followed by recurrence.[4]

Palmar involvement in DLE appears to be rare. The

palmar skin is much thicker than skin elsewhere. The

absence of hair follicles on volar skin does not exclude

the development of otherwise classical features of

CCLE. The palms are infrequently exposed to natural

sunlight. In our patient, involvement was limited to

the thenar eminence, which has not been reported

earlier. Further, recurrence noticed after excision was

similar to an earlier observation noted on the face.[5]
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chronic persistent disease that is usually confined to

the skin. The lesions are most commonly located on

the face, scalp and ears.[1] We report CCLE on the thenar

eminence of the left hand alone in a young female.

The lesion recurred after excision and grafting.

A 26-year-old female had a single reddish, well defined,

thick and scaly plaque involving the thenar eminence

of the left hand. The face, scalp and other sites were

normal. She had never had Raynaud’s phenomenon or

joint pains. The hemoglobin, leukocyte count, ESR and

urine were normal. A provisional clinical diagnosis of

CCLE was confirmed by histopathological examination

of the involved skin.

She was prescribed chloroquine phosphate 250 mg PO

twice a day and topical application of 0.05% clobetasol

propionate twice daily for three months, but she did

not have a satisfactory response. In view of the limited

involvement, a plastic surgeon excised and grafted the

lesion. But, unfortunately, one and half year later, it

recurred adjoining the excision graft [Figure 1]. This

time the response to the treatment was much better

elaborate.

Chronic cutareous lupus erythematosus mainly involves

the face, scalp and ears.[1] While lesions can occur at

any site, isolated discoid lesions below the neck
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