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Sir,
A 75‑year‑old woman presented with multiple scaly lesions on 
the bilateral upper extremities, trunk and face for 8 months. The 
patient gave a history of anorexia, fatigue and weight loss of around 
10 kg during the last 6 months. On examination, the patient had 
pallor, generalized lymphadenopathy and hepatosplenomegaly. 
Cutaneous examination revealed multiple erythematous, 
infiltrated scaly plaques distributed symmetrically on the back 
in a “Christmas tree pattern” [Figure 1]. Some infiltrated plaques 
were also noticed on the face. The differential diagnoses of Sezary 
syndrome, leukemia cutis and secondary syphilis was considered. 
She was hypertensive. Laboratory investigations revealed 
hemoglobin of 9.4 g/dl, platelet count of 176,000 cells/cumm 
and total leukocyte count of 75,700 cells/cumm with 48% of 
neutrophils, 21% lymphocytes, 4% monocytes, 14% myelocytes, 
10% metamyelocytes and 3% blasts. Peripheral smear showed 
a marked leukocytosis with blast cells, which were strongly 
positive for Sudan Black B. The serum lactic dehydrogenase 
was 327 IU/L and leukocyte alkaline phosphatase score was 23 
as compared to the reference value of 129. Ultrasonography of 
the abdomen and pelvis revealed hepatosplenomegaly. Other 
investigations were within normal limits. Skin biopsy showed 
a dermal interstitial and periadnexal collection of cells of the 
myeloid series, plasma cells and some lymphocytes [Figure 2]. 
On immunohistochemistry, myeloid cells were positive for 
myeloperoxidase and CD117. Histopathological examination of 
the lymph node biopsy revealed partial effacement of architecture, 
paracortical and sinusoidal infiltration by intermediate cells 
having increased mitotic figures and a prominent nucleus. On 

immunohistochemistry, malignant cells were positive for CD117, 
focally positive for myeloperoxidase and negative for TDT, 
CD10, CD61 and CD56. All these features were suggestive of 
myeloid‑type extramedullary blast crisis without differentiation 
in the lymph node. Bone marrow study revealed features 
of a chronic myelodysplastic/myeloproliferative neoplasm 
with evidence of dyspoiesis in myeloid and megakaryocytic 
lineage along with focal small clusters of immature cells 
(that comprised approximately 5% of the marrow nucleated 
cells). On immunohistochemistry, these cells were positive for 
myeloperoxidase and CD117. Reticulin fibrosis (World Health 
Organization Grade 1) was also noted in the marrow biopsy. The 
breakpoint cluster region‑Abelson transcript quantification by 
real‑time reverse transcriptase‑polymerase chain reaction was 
0%. Based on these, a diagnosis of leukemia cutis secondary to 
an atypical chronic myeloid leukemia was made. The patient was 
treated with hydroxyurea in view of her old age and associated 
comorbidities.

Cutaneous manifestations of leukemias/lymphomas can be 
classified into leukemids or non‑specific lesions and leukemia cutis 
or specific lesions.1 Leukemia cutis has been described in acute 
myeloid leukemia (most common, 10–15%), chronic myeloid 
leukemia, myelodysplastic syndrome and lymphoproliferative 
diseases.2 Atypical chronic myeloid leukemia is characterized by 
a leukemic proliferation of myeloid lineage cells with features of 
both myeloproliferation and myelodysplasia at the time of initial 
diagnosis. Atypical chronic myeloid leukemia shares clinical 
and laboratory features with chronic myeloid leukemia but lacks 

This is an open access article distributed under the terms of the Creative 
Commons Attribution‑NonCommercial‑ShareAlike 3.0 License, which allows 
others to remix, tweak, and build upon the work non‑commercially, as long as the 
author is credited and the new creations are licensed under the identical terms.

How to cite this article: Prieto‑Torres L, Bernárdez C, 
Hernández‑Ostiz S, Pastushenko I, Ara‑Martin M, Requena L. 
Necrobiosis lipoidica developing within a surgical scar in a non‑diabetic 
patient: Type III Koebner phenomenon (isomorphic response), Wolf's 
isotopic response or Ruocco's immunocompromised cutaneous 
district?. Indian J Dermatol Venereol Leprol 2017;83:233‑6.

Received: April, 2016. Accepted: July, 2016.
© 2017 Indian Journal of Dermatology, Venereology, and Leprology | Published by 
Wolters Kluwer ‑ Medknow

Access this article online

Quick Response Code: Website: 
www.ijdvl.com

DOI: 
10.4103/0378-6323.197389

PMID:
*****

Leukemia cutis presenting as scaly plaques in a Christmas 
tree distribution in a patient with atypical chronic myeloid 
leukemia
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Figure 1: Multiple symmetrical erythematous scaly plaques on the back 
distributed in a Christmas tree pattern

Figure 2: Skin biopsy showing perivascular myeloid cells in the subcutaneous 
tissue (H and E, ×400)

the breakpoint cluster region‑Abelson fusion gene.3 Leukemia 
cutis is rare in chronic myeloid leukemia with an incidence of 
2–8%, and usually occurs during blast crisis.4 It appears to be 
even rarer in atypical chronic myeloid leukemia and we were 
able to find only one previous report of a violaceous papule on 
the scalp.5 Of the various clinical presentations of leukemia 
cutis, erythematous to violaceous papules or nodules are the 
most frequent lesions (60%), followed by infiltrated plaques, 
a generalized cutaneous eruption and erythroderma.6 In our 
case, the patient presented with multiple scaly plaques on the 
back distributed in a Christmas tree pattern. Various unusual 
morphologies described include figurate erythemas, guttate 
lesions, stasis dermatitis and ulcers.6 Leukemia cutis is also 
found to localize at the sites of trauma, intravenous catheters, 
surgical sites and herpetic lesions.6

The disorders that can present with multiple scaly plaques are 
pityriasis rosea (typical collarette of scale at the margin of the 
lesions), secondary syphilis (involvement of palms, soles and 
mucosa), psoriasis vulgaris (positive Auspitz sign and coarse nail 
pitting), psoriasiform drug rash (temporal relation with intake 
of a drug), subacute cutaneous lupus erythematosus (history of 
photosensitivity and oral ulcer) and Reiter’s disease (associated 
with joint pain and/or swelling). Furthermore, none of these 

conditions have any cutaneous infiltration, as was present in our 
case.

The histolopathological hallmark is a perivascular and/or periadnexal 
or a dense diffuse/interstitial or nodular infiltration of leukemic 
cells involving the dermis and subcutis. Immunohistochemistry 
stains are mandatory to characterize the immunophenotype of 
tumor cells. Detailed analysis of the peripheral blood picture, bone 
marrow smears and genetic profile are crucial for the diagnosis of 
the specific type of leukemia.2 Leukemia cutis is a marker of poor 
prognosis and indicates that the disease course is aggressive and 
most patients (85%) die within 4 months after diagnosis.7
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Sir,
Oral ulcers can occasionally be the initial manifestation of a 
systemic illness. We report the case of a young immunocompetent 
male with a non‑healing oral ulcer as the presenting feature of 
systemic tuberculosis.

A 29‑year‑old man presented to us with an oral ulcer for nine 
months. It first appeared over the upper labial mucosa, and then 
gradually increased in size to involve the hard palate. There 
was history of loosening of the teeth and difficulty in eating 
food. He denied smoking or chewing tobacco. Oral examination 
revealed a non‑tender, ulcerated plaque over the hard palate 
measuring 5 cm × 3.5 cm, which extended to the upper labial 
mucosa. The surface was irregular, with a “cobblestoned” 
appearance [Figure 1a]. On palpation, there was no bleeding or 
induration at the base. A lymph node was enlarged at the right 
submandibular region. It was mobile, firm and measured 1.5 cm in 
diameter. There was  no warmth, erythema or tenderness over the 
lymph node. The patient had a BCG vaccination scar. The systemic 
examination revealed no obvious abnormalities. The patient 
was investigated with the differential diagnoses of Wegener’s 
granulomatosis, squamous cell carcinoma, deep fungal infection, 
pyostomatitis vegetans, Crohn’s disease and tuberculosis. The 
laboratory findings were within normal limits, except for an 
elevated erythrocyte sedimentation rate of 86 mm/hour. The 
c‑ANCA and HIV antibody tests were negative. The panoramic 
radiograph of the maxillofacial region was normal. Two biopsies 
from the edge of the ulcer showed mixed cell infiltrates while 
the  third biopsy from the edge of the ulcer on the anterior 
portion of hard palate revealed epithelioid cell granulomas with 

no acid fast bacilli [Figure 2]. Fine needle aspiration cytology 
from the right submandibular node showed a granulomatous 
infiltrate. The chest X‑ray showed patchy opacities in the upper 
lobes of lungs. Computed tomography scan revealed nodular 
opacities with areas of cavitation in the upper lobes of the lungs 
and diffuse circumferential thickening of the cecum, ascending 
colon and hepatic flexure extending to the terminal ileum 
[Figure 3]. Biopsies from the lung and colon showed epithelioid 
cell granulomas with areas of necrosis [Figure 4]. Tissue cultures 
for bacteria, mycobacteria and fungus were negative. The 
biopsies were subjected to a polymerase chain reaction to detect 
mycobacteria, which was negative. The tuberculin skin test was 
strongly positive (20 mm × 25 mm). A provisional diagnosis 
of tuberculosis involving the intestines, lungs and oral cavity 
was made, and antitubercular therapy was started. There was 
significant improvement in the ulceration and induration within a 
month of treatment, thereby confirming our diagnosis [Figure 1b].

Oral tuberculosis can be either primary or secondary. It is 
quite uncommon with an incidence of only 0.1–0.4%.1,2 It 
typically occurs in the setting of immunosuppression. Primary 
oral tuberculosis usually affects children, while secondary 
oral involvement usually occurs in the middle and older age 
groups.3,4 The tongue is most commonly affected, followed by 
the palate, buccal mucosa and lips. The salivary glands, tonsils 
and mandibular ridge are less involved.5 The oral manifestations 
of tuberculosis are varied and include ulcers, nodules, fissures 
and osteomyelitis of the jaw.6 Painless, non‑healing oral ulcers 
with irregular edges and a minimally indurated base are the 
most common finding, as in our case. However, such a clinical 
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