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An intriguing 
case of cutaneous 

noduloulcerative lesion in 
the vicinity of genitalia

Sir,
A 41‑year‑old married man presented with an 
asymptomatic ulcerated mass over the right inner aspect 
of the thigh for 3  weeks. It started as papular lesions that 
rapidly enlarged to form coalescing nodules with surface 
ulceration within 2  weeks. It was associated with swelling 
of the right leg. He was diagnosed with donovanosis at 
another center and received oral doxycycline for a week 
without any improvement. He developed a painless scrotal 
swelling for the past 2  days. He had neither systemic 
complaints nor, a history suggestive of high‑risk sexual 
behavior.
Cutaneous examination revealed well‑circumscribed, 
ulcerated plaque with few satellites such as erythematous 
and infiltrated nodules  [Figure  1]. There was stony hard 

induration of the underlying and surrounding skin with a 
local rise of temperature. Bilateral inguinal, left cervical 
and submandibular lymph nodes were enlarged and 
nontender.
His hematological and biochemical parameters were 
within normal range. Routine blood analysis revealed 
anemia and leukocytosis. Histopathological examination 
revealed a dermal diffuse infiltrate with sheets of 
small‑to‑intermediate abnormal lymphoid cells with focal 
epidermotropism  [Figures 2 and 3]. Immunohistochemistry 
of tumor cells was positive for CD30  (strong and 
equal intensity staining at the cell membrane and Golgi 
region), LCA, and MUM‑1 and negative for CK, CD3, 
CD5, CD20, CD138, PAX‑5, ALK, and EMA. Ki67 
index was  >80%. No abnormal cells were seen on 
bone marrow aspiration. Fluorodeoxyglucose positron 
emission tomography scan revealed multiple liver, 
lung spleen, and bone metastases. A  diagnosis of Stage 
IV metastatic Non‑Hodgkin’s lymphoma; anaplastic 
large cell lymphoma  (ALCL)‑anaplastic lymphoma 
kinase  (ALK)‑negative subtype was made.

Figure 1: Infiltrated plaque (6 cm × 6 cm size) with confluent ulcers 
with yellow slough and areas of hyperpigmentation; surrounding satellite 

erythematous, infiltrated nodules (0.5–2.5 cm in diameter)
Figure 2: Focal epidermotropism, dermis shows an infiltrating neoplasm 

composed of diffuse sheets of abnormal lymphoid cells
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ALCLs  (CD30 positive) may be classified into primary 
cutaneous ALCL  (PC‑ALCL), systemic ALK‑positive, and 
ALK‑negative ALCL.[1] It is very important for clinicians 
to delineate the origin of ALCL as the management and 
prognosis are different for PC‑ALCL and the systemic 
variants with cutaneous involvement.[2] PC‑ ALCL is 
the second most common type of cutaneous T‑cell 
lymphoma with a skin‑limited malignancy, extracutaneous 
dissemination occurring mainly to lymph nodes in up to 
10% of cases.[3]

Systemic ALCL presents with lymphadenopathy and 
is often associated with extra nodal disease; cutaneous 
involvement has been reported in 20% of cases. Most 
patients present with advanced  (stage III‑IV) disease, B 
symptoms, and often with generalized skin lesions.[2,4] 
However, skin lesions were localized in our patient 
and he had no systemic symptoms. Hence, a diagnosis 
of donovanosis was considered initially. Donovanosis 
uncommonly presents with extragenital lesions in  <10% 
of the cases where the diagnosis may be missed when the 
disease is confined to the extra genital site.[5]

Around 16%–21% of cutaneous metastases are discovered 
before the underlying primary tumor. They have 
varied clinical presentations mimicking inflammatory 
and benign skin conditions.[6] Hence, a high index of 
clinical suspicion and a thorough workup including 
immunostaining is crucial in arriving at a diagnosis and 
initiating timely treatment. Although a morphological 
and immunophenotypic overlap exists, short duration of 
complaints and systemic organ involvement at presentation 
favored the diagnosis of ALK‑negative ALCL to PC‑ALCL 
in our patient.[1,4]
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Figure 3: Intermediate to large‑sized cells with oval and round nuclei with 
multiple peripherally placed nucleoli, few centroblasts, and immunoblasts, 

few with nuclear angulations, scant cytoplasm, and numerous mitotic 
figures


