
Letters to the Editor

193Indian Journal of Dermatology, Venereology, and Leprology | March-April 2012 | Vol 78 | Issue 2

differences in the techniques as well as differences in 
the number of enrolled patients.

It is worth noticing that corticosteroids and/or 
immunosuppressive treatment in 57.5% of the patients 
of our study should be considered as important as it 
may have interfered with the positivity of circulating 
autoantibodies.

aCL autoantibodies were higher in the pemphigus 
group as compared with the healthy controls group, 
with a tendency to significance. The small number of 
patients investigated could explain the absence of a 
clear statistically significant difference in comparison 
with the control group. Interestingly, within the 
PV subgroup, aCL antibodies were significantly 
higher as compared with healthy controls, but 
without any relevant clinical symptoms. However, 
we cannot rule out the possibility of the presence of 
concomitant infections explaining the presence of 
aCL autoantibodies. Our findings also corroborate 
the results of a recent study showing an increased 
prevalence of IgG aCL in patients with autoimmune 
blistering diseases.[4] But, contrary to our findings, 
the authors reported thromboembolism in seven of 
10 patients. Nevertheless, careful observation and 
follow-up may be required in this form of pemphigus 
to prevent symptomatic thrombotic events. 
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A case of granular cell tumor with 
an interesting clinical course

Sir,
A 45-year-old man was evaluated for a single, firm, 
painless and mobile cutaneous nodule 2 cm in size 
on the lateral aspect of his right upper arm. Total 
excision of the lesion was performed and findings 
on histopathological examination were consistent 
with typical benign granular cell tumor (GCT). The 
tumor cells were nonimmunoreactive for epithelial, 
muscle, endothelial and glial cell markers. Therefore, 
other diseases showing a clinical and histological 
resemblance to benign GCT including schwannoma, 
neurofibroma, rhabdomyoma, hibernoma, granular 
cell variants of basal cell carcinoma, melanoma and 
cutaneous sarcoma were excluded. Eight months 
later, a new small skin nodule appeared over the 
left scapular region. Total excision of the nodule 
was performed. The histopathological findings 
were similar to those of the first GCT. The patient 
failed to return for routine follow-up visits after 
the excision. Four years after the initial diagnosis, 
he presented again with large, firm and gradually 
enlarging subcutaneous nodules on the trunk, 
left antecubital fossa and left buttock [Figure 1]. 
He also had anemia, with hemoglobin level 10 g/
dl. A nodule was surgically removed from the left 
buttock, and histopathological examination revealed 
a GCT showing cytological features of malignant 
behavior. The tumor was found to comprise of large 
polygonal to spindle-shaped cells with an abundant 
eosinophilic granular cytoplasm and pleomorphic 
vesicular nuclei with prominent nucleoli [Figure 2]. 
Intracellular PAS-positive globules were observed. 
Intense cellular pleomorphism and polygonal 
anaplastic cells dispersed between polymorphic 
giant cells were present. Three atypical mitoses were 
counted per 10 high-power fields. There were small 
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Figure 3: Strong reactivity for S-100 protein is seen in granular 
cell tumor (S-100, ×200)

Figure 1: Large and firm subcutaneous nodules over the trunk 
and left antecubital fossa

Figure 2: A granular cell tumor is composed of sheets of 
polyhedral cells with delicate fibrovascular septa. Some nuclei 
are small and dark and the others are relatively large and appear 
vesicular with nuclear chromatin pattern (H and E, ×100)

foci of necrosis. Immunohistochemically, the tumor 
cells were positive for neuron-specific enolase, 
vimentin and S-100, but negative for cytokeratin 
7, cytokeratin 20, CD68, HMB-45, CD1a, epithelial 
membrane antigen and myogenic differentiation-1 
[Figure 3]. More than 60% of the tumor cells were 
positive for Ki-67. Computed tomography scan 
of the abdomen and chest was planned on an 
outpatient basis. But, he presented with massive 
upper gastrointestinal tract bleeding. Endoscopy 
revealed a solitary bleeding tumor-like lesion in the 
stomach and he underwent emergency gastrectomy 
for uncontrolled bleeding. During laparotomy, a 
tumor mass was also found within the gallbladder, 
and cholecystectomy was performed. The liver 
appeared normal. On gross examination of the 
resected specimen, two large tumors were found in 
the midbody of the stomach. They measured 8.0 and 
5.0 cm in diameter, respectively. These gastric tumors 
and gallbladder tumor were diagnosed as malignant 
GCT. Histopathological features of the tumors were 
similar to those seen in the tumor removed from 
the patient’s buttock. In the stomach, the tumors 
extended to the serosal surface. Several perigastric 
lymph nodes were also involved. In the gallbladder, 
the tumor invaded the serosa. Postoperative clinical 
course was uneventful. The nature of the disease 
and scarcity of treatment options was discussed with 
the patient. Systemic chemotherapy with cisplatin 
(60 mg/m2 intravenously on day 1) plus capecitabine 
(1000 mg/m2 orally twice daily on days 1 through 
14) was started. The treatment was repeated every 
3 weeks. Three months after the introduction of 
the chemotherapy, he developed multiple bone and 
brain metastases.

GCT is a very rare soft tissue lesion originating from 
Schwann cells.[1] The dermis and the tongue are the 
most frequently involved organs.[2] The involvement 
of the gastrointestinal tract occurs in 5–9% of GCT 
cases, mainly in the esophagus.[3] Very rarely, however, 
multiple gastrointestinal GCTs can be detected in the 
same patient.[4] In most patients, this tumor shows 
benign behavior. However, metastatic spread may be 
seen in 1–2% of patients with GCT. Six histological 
features, including increased mitotic activity, necrosis, 
nuclear pleomorphism, spindling of tumor cells, 
increased nuclear to cytoplasmic ratio and vesicular 
nuclei with prominent nucleoli, have been found to be 
highly correlated with malignant clinical behavior for 
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GCT.[5] None of these features, however, were observed 
in the patient’s original tumor. This unusual case 
history illustrates the variable clinical course of GCT, 
and gives some specific messages to clinicians. We still 
do not know enough about this tumor. Histological 
features of these tumors may not always predict their 
clinical behavior. In patients with benign cutaneous 
GCT, recurrences can occur many years after the 
original diagnosis. Recurrent disease can also involve 
gastrointestinal organs besides the skin, and represent 
malignant transformation of GCT. Therefore, the 
clinician should remain alert for signs and symptoms 
of gastrointestinal involvement in patients with GCT. 
Anemia may be the first sign of this unexpected clinical 
course, as in our case. We believe that documentation 
of patients who show an unexpected clinical course 
may help in better understanding of the nature and 
prognosis of this rare entity.
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Genital squamous cell carcinoma 
presenting with multicentric 
ulcers: An unusual manifestation 
of skin malignancy

Sir,
Advanced genital tumors are very rare. Herein, we 
report a case of genital squamous cell carcinoma (SCC) 
accompanying a long-standing, well-healed scar tissue 
mimicking a venereal disease.

A 61-year-old white man presented with painful, 
exudative, firm pubic ulcers of 6 months duration. 
He described an asymptomatic wide scar-like lesion 
that developed in his genital area after improvement 
of an abscess 6 months ago and also informed that 
wide nonhealing ulcers developed on his right 
inguinal region 5 months ago. His medical history 
was unremarkable. He was a married man who retired 
from a textile company, and he denied any history of 
suspicious sexual behavior or encounters.

Dermatological examination revealed multiple 
painful, deep, punched-out ulcers (0.5–2 cm) with a 
central yellowish exudation and fungating, ulcero-
proliferative growths with everted edges fixed to 
the underlying tissues [Figure 1]. Another rapidly 
growing and hemorrhagic, wide and perforating ulcer, 
5 cm × 6 cm in size, like a bubo, with a foul-smelling 
discharge, was also noted on his right inguinal region 
[Figure 2]. The inguinal lymph nodes on the left were 
enlarged, hard and mobile.

Routine investigations including hemogram were 
within normal limits. Anti-HBc, anti-HCV, anti-
HIV and VDRL were negative. The bacterial, fungal, 
tuberculosis cultures, the Gram stain and the acid-
resistant stains of the ulcerated lesion were all negative. 
The complement fixation tests, direct fluorescent 
antibody tests and the polymerase chain reaction 
(PCR) test from the ulcerated lesion for Chlamydia 
trachomatis and human pappiloma virus (HPV) were 
also negative. After informed consent, incisional biopsy 
was obtained from the ulcer edge. Histopathological 
examination revealed a poorly differentiated SCC. An 
infiltration of squamous cells, atypical, anaplastic, 
rounded cells with a focus of necrosis and dyskeratosis, 
were seen in the dermis (H and E, ×200) [Figure 3]. 
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