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Leser-Trélat sign is a controversial paraneoplas-
tic phenomenon characterized by an eruption of 
seborrheic keratoses (SKs). We report a rare case 
of eruptive inflammatory SKs in a man undergo-
ing induction chemotherapy for acute myeloid 
leukemia (AML). We also review the literature on 
Leser-Trélat sign.
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Case Report
A 51-year-old man who recently was diagnosed with 
acute myeloid leukemia (AML) presented with a 
pseudovesicular eruption that had appeared 18 hours 
prior. He had a history of primary varicella infection 
in childhood. The patient was on day 6 of induc-
tion chemotherapy with cytarabine, daunorubicin, 
and etoposide when he noticed an asymptomatic 
pseudovesicular eruption over his chest (Figure 1), 
inferior neck, and abdomen. Attempts to unroof 
multiple lesions for Tzanck test and viral culture 
were unsuccessful. Histopathologic examination of a 
punch biopsy from a representative lesion revealed a 
flat-based, basaloid proliferation of keratinocytes with 
acanthosis, hyperkeratosis, and horn cysts (Figure 2A). 
Punch biopsies of 2 additional lesions revealed similar 
findings (Figures 2B and 2C).

Comment
Leser-Trélat sign was first described in 1890, but its 
validity continues to be controversial. Although there 
are many case reports of Leser-Trélat sign in patients 
with malignancies, 3 case-control studies failed to 
show a significant association between eruption of 
numerous seborrheic keratoses (SKs) and internal 
malignancies.1-3 These studies have been hindered by 
the small number of patients evaluated (maximum of 
150 patients) for the considerably rare paraneoplas- 
tic phenomenon.

The etiology of Leser-Trélat sign is proposed to be 
the release of tumor products that act on epidermal 
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growth factor receptors.4 Approximately one-half of 
eruptions of SK with concomitant internal malig-
nancy improve with the treatment of the underly- 
ing malignancy.5

We reported Leser-Trélat sign presenting in a 
patient during induction chemotherapy for AML. 
One-fifth of patients with Leser-Trélat sign have 
lymphoproliferative disorders.6 Three other cases of 
chemotherapy-induced eruptions of SK have been 
reported.7-9 The previously reported cases and our 
patient have key commonalities. First, all 4 patients 
had AML. Second, the onset of the eruptions seemed 
to coincide with the use of cytarabine. Third, the 
lesions were all somewhat pseudovesicular, as dissemi-
nated herpes zoster was prominent in the differential 
diagnosis, which is particularly interesting because 
cytarabine is known to have some antiviral properties. 
Finally, the SKs in all cases displayed inflammation 
on histology. 

It is unclear if a chemotherapy-induced eruption 
of SKs shares the same etiology as Leser-Trélat sign in 
patients with occult internal malignancies who have 
not yet been treated with chemotherapy. However, 
our report of cytarabine-induced inflammatory SKs 
in a patient with AML suggests that the etiology of 
Leser-Trélat sign should be researched further.
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Figure 2. Histopathologic examination revealed a 
flat-based, basaloid proliferation of keratinocytes with 
acanthosis, hyperkeratosis, and horn cysts; a superficial 
lymphocytic infiltrate also was present (A)(H&E, original 
magnification 20). Subsequent biopsies of 2 additional 
lesions showed similar findings (B and C)(H&E; original 
magnifications 20 and 20, respectively).
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