Sir,

We present a case of a 70-year-old male patient with
gradually increasing edema of right foot since 25 years.
An ulcerated nodule was also present since 4 months
with pus discharge and bleeding. The right foot and
leg was grossly edematous with dermal thickening and
discoloration. An ulcer of about 10 cm X 6 cm in the
forefoot involving the digits was noted. The margins
were having raised everted edges with slough on the
floor and an indurated base. Surrounding area also had
multiple nodules with fine papillary surface and variable
areas of ulceration [Figure la]. A biopsy was taken from
one of the nodules and sent for histopathology with
the possible differential diagnosis of lymphomatosa
nodosa verrucosa cutis, tuberculosis verrucosa cutis, and
chromoblastomycosis. Microscopic examination showed
nests of large epithelioid to spindle-shaped cells [Figure 1b]
with  hyperchromasia and high nucleocytoplasmic
ratio [Figure 1c]. Most of the cells had a single prominent
large macronucleoli and displayed frequent mitosis. Some
of these nests were invading into the epidermis. The
Breslow thickness >4 mm depth was recorded, as the
tumor nests were going deep into the reticular dermis.
Histopathologically, possibility of amelanotic melanoma
and poorly differentiated squamous cell carcinoma was
kept. The diagnosis of melanoma was further confirmed

of multiple nodules in the foot. (b) The nests of hyperchromatic tumor cells
are seen throughout the dermis. The epithelium shows hyperkeratosis
and papillomatosis (hematoxylin and eosin stain x100 magnification).
(c) The tumor cells are epithelioid shaped, hyperchromatic nuclei with
prominent macronucleoli (hematoxylin and eosin stain x400 magnification).
(d) Immunohistochemistry showing strong expression of HMB45
(immunohistochemistry: avidin—biotin method with DAB chromogen and
hematoxylin counterstain, X400 magnification)

on immunohistochemistry as the tumor cells strongly
expressed HMB45 [Figure 1d] and were negative for pan
cytokeratin.

On contrast-enhanced computed tomography abdomen,
a hypodense lesion of about 3 cm size was visualized on
intravenous contrast without peripheral enhancement in
right lobe of liver (Segment 7). On noncontrast computed
tomography chest, multiple nodules were seen in bilateral
lung fields with bilateral hilar lymphadenopathy suggestive
of metastasis. The patient was simultaneously referred to a
higher center for chemotherapy.

Lymphedema is known to impair the local circulation of
immune cells due to chronic lymphatic stasis. This region
becomes immunologically vulnerable putting the patient
at risk for the development of malignancy. Besides this
general immune suppression within the skin, the formation
of collateral lymphatic and vascular vessels in response
to lymphedema produces an environment rich in growth
factors, which may also play a role.!!

Amelanotic acral melanoma is a very rare tumor and
difficult to diagnose on clinical as well as pathological
grounds because of lack of pigmentation and variable
histopathological features.”’ According to a recent study
by Choi et al., tyrosine kinase inhibitors could be effective
in the treatment of complete type of acral amelanotic
melanoma which are found to have KIT mutation.™

This is the second case of amelanotic melanoma in the
backdrop of lymphedema after Nayak et al. who also
reported a similar case in a 60-year-old farmer.’) In view
of the new therapeutic modalities which could be of use in
KIT mutated complete type of acral amelanotic melanoma,
its recognition is important.
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