LETTERS TO THE EDITOR

Fig 1 Magnified view of the digital flexor apparatus. Top: the
pulleys have been opened to show the superficialis chiasma
and the profundus tendon. Bottom: the profundus tendon
has been divided and repaired.

The diameter of these tendons was 8 mm and 6 mm
respectively. A chiasma is seen in the superficialis
tendon.

When the sheep’s forelimb is laid on its dorsal or
ventral surface it forms a stable platform. The model
permits training in a variety of different surgical
techniques. With wide exposure of the tendons in the
proximal portion, the model lends itself to basic training
in tendon suturing techniques. For more advanced
training in flexor tendon surgery the digital sheath can
be opened via ‘retinacular windows’ between the pulleys
mimicking the conditions encountered in the human
digit. The digit can be flexed to simulate motion of the
tendons in the flexor sheath, although the arc of motion
is restricted. The model also allows instruction on repair
of the flatter and smaller extensor tendons and on
tendon-weaving techniques.
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Leukaemia cutis of the distal phalanx of the right thumb

Dear Sir,

A 72-year-old man with a 2.5-year history of chronic
lymphocytic leukaemia (CLL) was referred with a large
vegetating ulcer at the distal phalanx of his right thumb
(Fig 1).

Three months previously he had noticed a corn-like
induration in the pulp. He clipped the tissue and a
superficial ulcer developed which did not heal. A rapidly
growing, painless lesion appeared which enveloped the
distal phalanx and nail. Radiographs did not show a
bony lesion.

The thumb was amputated through the interphalan-
geal joint. Histology confirmed leukaemia cutis with
infiltration of mononuclear cells with occasional cleaved
nuclei and polymorphonuclear cell aggregations in the
ulcerated area (Fig 2). Immunohistochemistry of infil-
trated mononuclear cells in the epidermis and upper
dermis was strongly positive for leukocyte common
antigen. His medical treatment continued with chlor-
ambucil. The stump healed uneventfully and remained
satisfactory at one year.

Cutaneous eruptions in lymphocytic leukaemia
include specific and non-specific lesions. They may
dominate the clinical picture and closely simulate other
diseases (Calvert et al., 1955; Freiman et al., 2003).
Specific cutaneous lesions, known as leukaemia cutis, are
produced by dissemination of aggressive systemic
leukaemia cells to the skin (Ratnam et al., 1994).
Leukaemic infiltrates can arise in scars from recent
surgery, trauma, burns, herpes zoster and herpes simplex
and at sites of intramuscular injections. A Koebner-like
trauma related reaction is thought to play role in
localization of the lesions (Freiman et al., 2003).

There are only a few reports about the hand involve-
ment in systemic leukaemia. Simon et al. (1990) reported
subungual leukaemia cutis presenting with subungual
tumours in several fingers and the left big toe. High et al.
(1985) reported leukaemia cutis in the hand masquerad-
ing as chronic paronychia. Freiman et al. (2003) reported
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Fig 1 Leukaemia cutis of the distal phalanx of the right thumb.

Fig 2 High magnification demonstrates infiltrated mononuclear cells
with occasional cleaved nuclei (x100, haematoxylin-eosin
staining).

leukaemia cutis presenting with painful symmetrical
tumours of distal finger pads. Calvert et al. (1955)
described clubbing of the fingers and bone lesions in all
phalanges and metacarpals due to leukaemic involve-
ment of the hands. Yagci et al. (2001) described a case of
leukaemia cutis with erythematous swollen nail folds and
deformity of the nail.

The treatment of leukaemia cutis is systemic chemother-
apy for the underlying leukaemia. If the patient experi-
ences pain, local electron-beam radiotherapy can result in
rapid symptomatic relief and regression of specific lesions
(Freiman et al., 2003; Ratnam et al. 1994).

This case is presented because of a rare manifestation
of leukaemia cutis in hand. It demonstrates the impor-
tance of histopathological examination of any suspicious
lesion in the hand and digits when there is a known
history of malignancy.
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The distribution of enchondromata in the hands of patients
with Ollier’s disease

Dear Sir,

Ollier’s disease is a rare skeletal dysplasia character-
ized by multiple enchondromata. These commonly
affect the femur, tibia (Shapiro, 1982) and phalanges
(Miyawaki et al., 1997). One of the most common
locations is in the hand. There is little information
available in the literature regarding the distribution of
the lesions within the bones of the hand. Previous studies
have looked at solitary enchondromata (Gaulke, 2002)
and at multiple enchondromata but in a single subject
only (Miyawaki et al., 1997).

The case notes and posteroanterior hand radiographs
from the most recent clinic attendance of 11 consecutive
patients with confirmed Ollier’s disease were studied
retrospectively in order to define the pattern of distri-
bution of enchondromata in the hand. The mean age
of the patients was 17 years (standard deviation 7).
Five patients were female. Nine patients were right-
handed and two were left-handed.

The total number of enchondromata seen in the
radiographs of the 22 hands of the 11 patients in this
study was 179. The mean number of affected bones
was 8.1 per hand, 6.8 in the right hand and 9.5 in the left
hand. Fig 1 shows the distribution of enchondromata.

The most common individual bones affected were
the proximal phalanges of the middle, ring and little
finger on the left hand, in 10, nine and nine patients,
respectively. On the right side, the proximal and middle





