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Figure 1: (a and b) Reddish papule with a scaly surface and a 
clear-cut keratotic border, located on the sole. (c) Polarized light 
dermoscopy with immersion fl uid showing a pink homogeneous 
area and an ivory halo around the entire lesion. Multiple round-
to-oval reddish structures surrounded by a white halo and dotted 
vessels may also be seen (original magnifi cation, ×10) 
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are occasionally seen, mimicking the red lacunae 
typical of vascular lesions, such as hemangioma or 
pyogenic granuloma. Milky-red areas, commonly 
found in melanoma, may also be present.[2] Pigmented 
globule-like structures, comedo-like openings, as well 
as blue-gray ovoid nests, arborizing vessels, and maple 
leaf-like structures similar to those of pigmented basal 
cell carcinomas are also described in pigmented 
variants of eccrine poroma.[3,4] The dermoscopic 
findings described in previous reports of eccrine 
poroma have been summarized by Lallas et al.[5]

Eccrine poroma may exhibit polymorphic features 
that can make diagnosis difficult. The clinical and 
dermoscopic differential diagnoses include, among 
others, pyogenic granuloma, hemangioma, seborrheic 
keratosis, melanocytic nevus, amelanotic melanoma, 
and basal cell carcinoma.[6]
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Recurrent cutaneous Recurrent cutaneous 
leiomyosarcoma of the inner leiomyosarcoma of the inner 
thighthigh

Sir,
A 55-year-old African male from Senegal presented 
with a large nodular lesion on the inner surface of 
the left thigh [Figure 1]. The lesion had first appeared 
8 years ago, had been interpreted as a keloid and 
excised twice once 6 years ago and again 3 years ago 
in Senegal without any histological examination. 
Clinically, the lesion measured 45 × 55 mm, was 
hard in consistency, moved easily over the deep 
subcutaneous planes, and seemed to comprise of 
separate, coalescing nodules. The overlying epidermis 
was adherent. Bilateral inguinal lymph nodes were 
palpable but  normal. Patient reported feeling a stabbing 
pain in the nodule. Complete blood examination, 
human immunodeficiency virus antibodies, hepatitis 
markers, and human herpesvirus 8 polymerase chain 
reaction (PCR) from blood showed no abnormalities. 
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Mycobacterial polymerase chain reaction from the 
skin biopsy specimen was also negative.

Histology showed a dermal neoplasm partially extending 
into the underlying subcutaneous tissue, with a nodular 
growth pattern, consisting of a highly cellular tumor 
composed of interlacing bundles of spindle cells 
with eosinophilic cytoplasm and typical blunt ended 
nuclei [Figure 2a and b]. The tissue involvement ratio 
was >90% dermal and <10% subcutaneous. Tumor cells 
demonstrated nuclear hyperchromasia, pleomorphism 
and readily identified mitoses, equivalent to 3 per 10 
high-power fields. Further, they showed consistent 
intra-cytoplasmic immunoreactivity for desmin, 
vimentin, smooth muscle actin [Figure 2c], and actin 
HHF-35. More than 20% tumor cells displayed nuclear 
anti-Ki 67 (MIB 1) positivity. Immunoreactivities for S-100 
protein, CD31 and CD34 were not detected in tumor cells. 
Based on the histological findings, we made a diagnosis 
of primary dermal leiomyosarcoma. In order to assess the 
local extension of the lesion, as well as possible systemic 
involvement, a left leg magnetic resonance imaging and a 
total body computed tomography scan were performed. 
The magnetic resonance imaging revealed a suprafascial 
nonhomogeneous mass measuring 47 × 58 mm. The 
computed tomography scan demonstrated no sign of 
metastasis.

Cutaneous leiomyosarcoma is a malignant neoplasm 
arising from smooth muscle which affects individuals 
of all ages and especially between the fifth and seventh 
decade of life.[1] It may be subdivided into two main 
categories: primary and secondary. The former is rare, 
accounts for 2–3% of all superficial soft tissue sarcomas 
and includes two subtypes: dermal and subcutaneous, 
according to the predominantly involved tissue.[1] This 

Figure 1: The nodular aspect of the tumor is clearly visible Figure 2: (a) The cutaneous neoplasm displays a nodular growth 
pattern (H and E, ×10); (b) interlacing bundles of spindle cells 
(H and E, ×100); (c their immunoreactivity to smooth muscle 
actin (SMA) (Immunoperoxidase stain, ×200). Note the nuclear 
pleomorphism
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implies prognostic significance as the dermal variant 
is a locally aggressive tumor with frequent recurrence 
(30–50% of cases) but it very unusually metastasizes, 
while the subcutaneous variant is associated with 
a higher percentage of metastasis and recurrence 
rates (50–70% of cases).[2,3] Dermal leiomyosarcoma 
may involve different anatomical sites: 50–75% of 
cases occur on the lower limbs, predominantly on the 
thigh, 20–30% on the upper limbs, 10–15% on the trunk 
and less than 5% on the face.[2,4] Trauma and radiation 
exposure have been indicated as predisposing factors.

Clinically, it can be misinterpreted as a keloid, a 
granulomatous lesion (such as cutaneous tuberculosis 
or another mycobacteriosis, cutaneous deep fungal 
infection, cutaneous sarcoidosis) or a neoplastic 
lesion both benign (epidermoid cyst, dermatofibroma, 
lipoma, fibroma, leiomyoma, neurofibroma) and 
malignant (basal cell and squamous cell carcinoma, 
melanoma, Kaposi sarcoma as well as other sarcomatoid 
tumors, notably dermatofibrosarcoma protuberans). 
Histologically, it has to be differentiated from 
fibrosarcoma, melanoma, malignant peripheral nerve 
sheath tumor, synovial sarcoma, malignant fibrous 
histiocytoma, the spindle cell variant of squamous cell 
carcinoma and dermatofibrosarcoma protuberans.[5] 
Immunoistochemistry (smooth muscle actin, desmin, 
vimentin, cytokeratins, and S-100 protein) should be 
used. As a rule, expression of smooth muscle actin, 
desmin and vimentin by tumour cells and negativity 
for the remaining markers permits a differentiation 
from the above mentioned neoplasms.[3,4] In particular, 
dermatofibrosarcoma protuberans was excluded in our 
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case because neoplastic cells were CD34 negative, not 
arranged in a storiform pattern and the mitotic activity 
was very high. Guidelines for surgical intervention 
are not clearly defined. Recommended excision 
margins range from 3 to 5 cm (down to the fascia) and 
there are no recommendations on follow-up.[4] Local 
excision performed without adequate margins leads to 
recurrence, as had been the case with our patient.

In conclusion, primary dermal leiomyosarcoma 
represents a very rare entity. It should be suspected 
by the clinician assessing a nodular cutaneous lesion, 
especially in case of previous trauma or radiation, as 
well as by the pathologist facing a cutaneous malignant 
spindle cell neoplasm.
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Cutaneous involvement of Cutaneous involvement of 
marginal zone B-lymphoma noted marginal zone B-lymphoma noted 
after topical imiquimod; more after topical imiquimod; more 
than a coincidence?than a coincidence?

Sir,
Topical imiquimod is a toll-like receptor (TLR) 7/8 
agonist approved for the treatment of non-melanoma 
skin cancer (NMSC). Its side effects are usually local 
and less frequently systemic.[1] We report a case of 
secondary marginal zone B-lymphoma (MZL) that 
involved the areas where topical imiquimod was 
applied to treat actinic keratoses and superficial basal 
cell carcinomas.

An 84-year-old male presented with persistent 
superficial basal cell carcinomas (BCC) and 
actinic keratosis (AK) on both cheeks [Figure 1]. 
These were previously treated with surgery 
and methyl-aminolevulinate photodynamic 
therapy (MAL-PDT). However, since some lesions 
were not responding to photodynamic therapy, it was 
decided to try topical imiquimod in order to avoid 
another surgical procedure. Six weeks after initiating 
the treatment, the patient developed erythematous 
and edematous plaques on both cheeks [Figure 2]. 
There was associated cervical lymphadenopathy. Skin 
biopsy showed aggregates of small and medium sized 
lymphocytes with some plasma cells occupying the 
whole dermis; there was neither formation of germinal 
centers nor evidence of epidermotropism [Figure 3]. 
The immunohistochemical study was strongly 
positive for CD20 [Figure 2], CD79a, BCL2 and light 
chain restriction, with decreased expression of CD3, 
CD4, CD 123 and UCH L1, and negative for CD8, CD5 
and CD10.

Immunophenotyping of peripherial blood revealed 
that 38% of B lymphocytes had a marginal zone 
immunophenotype and 14% of bone marrow 
lymphocytes presented with a condensed chromatin 
pattern and small nucleoli. Upper gastrointestinal 
endoscopy was normal. Thoracic, abdominal and 
pelvic computed tomography showed a small, 7 mm 
nodule lower lobe of the right lung. The patient and his 
family declined further invasive tests. Considering all 
these findings, and in accordance with the definition 
of the WHO-EORTC,[2] we made the diagnosis of 


