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Sir, 

A 59‑year‑old man was evaluated for the onset of an 
asymptomatic diffuse erythroderma with multiple 
disseminated red/purple papules and patches also 
involving the face with a localized, violaceous, and firm 
edema [Figure 1]. Mucous membranes were spared.

Medical history included hypertension and a myelodysplastic 
syndrome with multilineage dysplasia (MDS‑MLD). One 
month before, a progression to T‑cell acute lymphoblastic 
leukemia (T‑ALL) was diagnosed at the bone marrow 
biopsy. Laboratory examinations showed leukocytosis 
(34.4 × 109/L) with marked lymphocytosis (91%; absolute 
count: 31.4 × 109/L). The patient was in treatment with 
amlodipine, bisoprolol, and prednisolone (25 mg/day), 
while allopurinol had been suspended on suspicion of a 
drug reaction. A recent total‑body computed tomography 
showed the neoplastic involvement of multiple lymph node 
stations, both supra‑ and infra‑diaphragmatic.

A punch biopsy was performed and histology revealed 
a superficial dermal perivascular lymphocytic 
infiltrate with small/medium‑sized cells and irregular 
nuclei [Figure 2]. Immunohistochemistry highlighted a 
phenotype similar to the one found in the peripheral 
blood [cluster of differentiation 3 (CD3+), CD2+, CD5+, 
CD7+, CD56−, CD52+, CD4−, and CD8−] but slightly 
different from the one observed in the bone marrow 
biopsy (CD4+, CD8−) [Figure 3]. The diagnosis of a 
cutaneous localization of a T‑ALL [leukemia cutis (LC)] 
was made, likely determined by a more aggressive 
sub‑clonal cell line. Subsequently, prednisone was 
increased to 1 mg/kg/day and the screening tests for 
the start of chemotherapy were prescribed, but the 
patient died a few weeks later.

The cutaneous signs determined by the infiltration 
of neoplastic leukocytes are described as LC, which is 
different from leukemids, and defined as nonspecific skin 
manifestations in patients affected by a hematological 
disorder without cutaneous localization. LC is rare and 
its frequency depends on the underlying hematological 
condition: the most common types are chronic 
lymphoblastic leukemia and acute myeloid leukemia, 
monocytic or myelomonocytic.[1] LC frequency appears to 
be higher in other subtypes of lymphoblastic leukemia: 
20–70% of patients affected by T‑ALL can present LC 
and 25% in case of prolymphocytic leukemia.[2] LC shows 
no preferred sites of involvement but less often appears 
on palmoplantar and mucosal surfaces, where the most 
common manifestation is gingival hyperplasia. The 
cutaneous presentation is polymorphous, but nodular 
structures are the most frequent: papules, patches, 
nodules, and larger tumors with sometimes erosions, 
ulcerations, or purpuric lesions.[3] Skin signs can be 
both solitary and multiple, while an erythrodermic 

Figure 1: Clinical presentation of the leukemia cutis showing diffuse erythroderma with multiple disseminated red/purple papules and patches involving the limbs (a and b), 
the trunk (c), and the face with a localized, violaceous, and firm edema (d)
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presentation may be suspicious of an acute form of 
leukemia.[4]

The diagnosis is based upon medical history, clinical 
presentation, laboratory examinations, and the 
histopathological report, which usually shows a 
superficial, diffused, banded dermal infiltrate with 
epidermotropism or a nodular dermal infiltrate. In the 
case of patches/plaques, a perivascular infiltrate of 
small to medium‑sized atypical lymphocytes may also 
be present, while immunohistochemistry is often similar 
to the one observed in our subject.[3] Patients with 
MDS‑MLD and LC should be treated more aggressively 
because skin manifestation may highlight a progression 
to acute leukemia. Aggressive systemic chemotherapy, 
skin‑directed radiotherapy, and allogeneic bone marrow 
transplantation should be considered, although the 
feasibility is limited by advanced age, functional status, 
comorbidities, and donor availability.[5] However, the 
prognosis remains poor with a mortality rate of 80% at 
1 year after diagnosis.[2] Regarding our case, the clinical 
presentation had suggested as an alternative diagnosis 
a form of drug reaction with eosinophilia and systemic 
symptoms, while diffuse Kaposi’s sarcoma and mycosis 
fungoides were excluded on an anamnestic basis. The 
above‑described patient represents an exceptionally rare 
case of erythrodermic/purpuric LC, with only a few cases 
reported in the literature.[6‑8]

A prompt clinical suspect is key to guide the 
diagnosis and to offer the best possible treatment 
in patients like the one we described, whose rare 
condition (MDS‑MLD‑derived T‑ALL and LC) still presents 
a bad prognosis.
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Figure 3: Immunohistochemistry showing positivity for GATA3 (a), CD7 (b), CD3 (c), 
ITI RED (d), CD5 (e)
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Figure 2: Histology showing a superficial dermal perivascular lymphocytic infiltrate 
with small/medium‑sized cells and irregular nuclei [hematoxylin and eosin, 4× (a), 
10× (b), 20× (c)]
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