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A postoperative case of 
carcinoma erysipeloides 
arising from ductal 
carcinoma of the breast
Sir,
Cutaneous metastases occur in 1%–5% of all patients with 
internal cancers. Internal malignancies may metastasize to the 
skin by direct invasion from underlying structures, extension 
through lymphatics, or by embolization into lymphatics or blood 
vessels. Cutaneous metastasis from breast cancer can present 
in varied morphologies such as carcinoma erysipeloides, 
carcinoma en cuirasse, carcinoma telangiectasia, and 
carcinoma eburnée.[1]

A 50‑year‑old woman presented with complaints of a raised 
reddish skin lesion over her right breast since three months. 
She had undergone modified radical mastectomy on the same 
side followed by chemotherapy six months ago for ductal 
carcinoma of one year onset. Three months after undergoing 
surgery, the patient noticed a small raised red, asymptomatic 
lesion over the operation site that gradually increased 
in size. On examination, there was a well‑demarcated, 
large, indurated, erythematous plaque covering almost 
the entire right breast. There was no tenderness, or local 
rise in temperature. There was a linear scar at the suture 
site [Figure 1]. Examination of the other breast was within 
normal limits. There were no other significant cutaneous and 
systemic findings. Routine blood and urine tests were normal. 
An incisional biopsy specimen obtained from the plaque was 
subjected to histopathological examination. Hematoxylin 
and eosin stain of the specimen revealed tumor cell emboli 
within the lymphovascular tissue, with cells showing features 
suggestive of ductal carcinoma [Figure 2a and b]. Based 

on the past history of breast cancer, clinical presentation, 
and histopathological findings, a diagnosis of carcinoma 
erysipeloides arising from a ductal carcinoma of the right 
breast was made. The patient was referred to an oncology 
centre for further management.

Cutaneous metastasis may occur by direct extension from 
an underlying malignancy, through lymphatic channels 
or embolization through lymphatics and blood vessels. 
Cutaneous metastases account for 0.7%–9% of all 
metastases and may be the first evidence of internal 
malignancy or a sign of recurrence and are considered a 
grave prognostic sign.[2]

Carcinoma erysipeloides occur due to massive lymphatic 
obstruction by the metastasizing tumor cells. It presents as an 
erythematous patch or plaque with an actively spreading border 
resembling erysipelas and is most commonly associated with 
breast carcinoma.

A case of purpuric plaque on the neck with underlying 
breast carcinoma was reported by Adelzadeh et al. in 
2014.[3] Canpolat et al. in 2010 reported another case 

Figure 1: A large, indurated, erythematous plaque over right mammary 
area

Figure 2: (a and b) Tumor cells embolizing the lymphovascular tissue 
in dermis and subcutis, tumor cells suggestive of ductal cell carcinoma

b

a

[Downloaded free from http://www.idoj.in on Friday, December 28, 2018, IP: 14.139.156.50]



Letters to the Editor

444 Indian Dermatology Online Journal - November-December 2015 - Volume 6 - Issue 6

of carcinoma erysipeloides in a 44‑year‑old woman two 
years after radical mastectomy.[4] Another similar case was 
reported by Gaffar et al.[5] Apart from the breast, carcinoma 
erysipeloides arising from tumours at other sites such as 
lung, thyroid, ovary, stomach, and prostate have been 
reported.

Cutaneous metastasis from internal malignancies may present 
in varied and confusing forms. Carcinoma erysipeloides is 
one such presentation that mimics erysipelas, cellulitis, and 
mastitis at first glance. Hence careful history‑taking, clinical 
and histopathological examination play an important role in 
diagnosing this condition.
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Rituximab therapy in a 
case of pemphigus vulgaris 
triggering herpes simplex 
infection at varied sites
Sir,
Systemic glucocort icoids with or without adjuvant 
immunosuppressants has been the mainstay for the treatment 
of chronic blistering disorders such as pemphigus since 
decades; however, there are occasional cases that do not 
respond or have serious adverse events, requiring cessation of 
therapy. Novel agents such as rituximab, a chimeric monoclonal 
antibody against CD20 on B cells, have been used for the 
management of such refractory cases.

Rituximab was first used in paraneoplastic pemphigus by 
Borradori et al. for concurrent follicular B‑cell lymphoma in 2001, 
with four infusions over one month.[1] Limited data is available on 
the efficacy and safety of rituximab in patients with pemphigus 
vulgaris (PV). Increasing incidence of various infections has 
been reported among patients treated with lymphoma and 
rheumatoid arthritis and the same may happen when rituximab 
is used in PV. Herein we report a case of a 32‑year‑old married 

woman diagnosed with PV who developed herpes simplex at 
an atypical site after treatment with rituximab.

A 32‑year‑old married woman presented with a history of recurrent 
erosions with crusting on the trunk, both upper limbs, and oral 
cavity, clinically suggestive of PV. The diagnosis was confirmed 
by biopsy. Serum antidesmoglein 1 and antidesmoglein 3 
antibody levels (by ELISA) were also found to be raised above 
the normal range. Routine investigations including hemogram 
with erythrocyte sedimentation rate, urine examination, renal and 
liver function tests, chest X‑ray, abdominal ultrasonography, and 
electrocardiogram were normal. The patient responded partially 
to treatment with systemic glucocorticoids and mycophenolate 
mofetil, but complete remission could not be achieved even a 
year after of treatment. Rituximab therapy planned in an intensive 
care set up. Injection dexamethasone (8 mg) intramuscularly, 
tablet paracetamol (500 mg) and oral domperidone (10 mg) orally 
were given as premedication. Rituximab was administered as 
intravenous infusion in the dose of 500 mg in 500 mL of normal 
saline at the rate of 50 mL/h over a period of 10 h. Vitals were 
stable and no adverse events were noted during the period 
of infusion. Four successive infusions were administered one 
week apart.

Three days after the first infusion the patient developed 
vesiculopustular lesions over her left palm [Figure 1]. Systemic 
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