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Sir,

A 42-year-old man, a labourer working in the paint 
manufacturing industry, presented with a large, slowly 
progressive lesion on his abdomen of four years duration. 
The lesion started as an ulceration, for which he was treated 
at a surgical hospital with no improvement. Since he was 
relatively asymptomatic and could not afford treatment, 
the lesion was left uninvestigated and untreated. He did 
not have any systemic complaints. There was no history 
of tuberculosis or any known exposure to tuberculosis. 
He had no other significant medical history. There was no 
relevant family history. Routine laboratory tests were normal. 
Serological tests for HIV and the Mantoux test were negative. 
On examination, there was an erythematous, ulcerated and 
crusted plaque of 30 × 50 cm size on his abdomen [Figure 1]. 
It showed atrophy and signs of healing at one end. There 
was no regional lymphadenopathy.  Clinical differentials of 
lupus vulgaris, deep mycoses and squamous cell carcinoma 
were considered. An incisional skin biopsy was done from an 
active margin. Multiple sections of the tissue were studied. 

The histopathological examination showed nests of mature 
squamous cells showing mild atypia. Several horn pearls 
(foci composed of concentric layers of squamous cells with 
gradually increasing keratinization towards the centre) were 
present [Figure 2]. There was no granulomatous inflammation 
to suggest lupus vulgaris. Based on typical histopathological 
findings, a diagnosis of well-differentiated squamous cell 
carcinoma was made, and the patient was referred to the 
oncology department for further evaluation and treatment.

Occupational skin cancer often arises on the exposed areas 
among workers in chemical industry.1 The patient was 
working in the paint manufacturing industry, but the lesion 
was on the abdomen and not on any exposed parts. So the 
squamous cell carcinoma in his case may not have occurred 
because of exposure to paint. There was no history of any 
other predisposing factors like exposure to radiation, chronic 
friction or application of heating pads. He could not recall 
any history of trauma. The ulceration on the abdomen was 
left untreated for a long time and the persistence of infection 
or chronic inflammation could have been the cause of 
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Figure 2: Horn pearls composed of concentric layers of squamous cells 
with gradually increasing keratinization towards the centre (hematoxylin 
and eosin, × 100)

Figure 1: Giant ulcerated plaque with crusting on the abdomen
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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.2 Squamous cell carcinoma is 
the most frequent histological type of neoplasm identified in 
scars and wounds.3 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 

be performed to rule out malignant transformation. A high 
index of suspicion and early histological diagnosis help in 
preventing complications.
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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 1a]. 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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