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morbidity associated with this disease. Immunotherapy‑induced
ILD is difficult to diagnose and remains a challenge for
the physicians. Other etiologies such as infection, disease
progression, chemotherapy, or radiation‑induced pneumonitis
need to be ruled out.
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Letter to the Editor
Saree cancer: A case report
DOI: 10.4103/sajc.sajc_16_16

Dermatoses are more commonly seen in body folds and in waist
areas where sari is tightened. We are presenting a rare case of
saree cancer in the waistline in an 80‑year‑old elderly female.
An 80‑year‑old female presented with a long‑standing
swelling with oozing in the right waist. Waistline showed
an ulceroproliferative cauliflower like growth measuring
8 cm × 7 cm. [Figure1] was seen with hyper‑ and hypo‑pigmented
patches surrounding the lesion. Bilateral inguinal lymphadenopathy
was present. Biopsy of growth showed well‑differentiated
squamous cell carcinoma (SCC) [Figure 2]. The patient gave a
history of wearing saree for 70 years.
Khanolkar and Suryabai described “dhoti cancer” in Indian
males. A similar type of “saree cancer” in females was
described by Patil et al.[2]
[1]
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Pigmentation and mild scaling over the waist in Indian females who
wear saree are so common that they consider it normal and ignore it.
The incidence of malignancy in scar tissues is 0.1%–2.5%. The
malignant change in the form of SCC is seen in Marjolin’s ulcer.
Wide local excision of tumor with inguinal block dissection is the
treatment of choice while the combination of surgery, radiotherapy,
and chemotherapy may be of extra value compared to surgery alone.[3]

Figure 1: Growth along right side
of waist and hypopigmentation on
the left side
Figure 2: Well‑differentiated
squamous cell carcinoma
(H and E, 100)
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SCCs which develop on chronic skin lesions have a higher
incidence of metastasis (9%–36%) as compared to those arise
in the previously normal skin (1%–10%). Bilateral inguinal
lymph nodes were enlarged in our case. Fine‑needle aspiration
or biopsy of inguinal lymph nodes was not done in our case;
hence, we cannot comment about metastasis.
Pigmentation and mild scaling over the waist are so
common in Indian females that they consider it normal and
ignore it. This case is presented for its rarity and to bring
awareness about saree cancer among Indian women to detect
it earlier.
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Chronic myeloid leukemia with a
rare fusion transcript, b2a3 (e13a3)
BCR–ABL1: A report of four cases
from India
DOI: 10.4103/sajc.sajc_158_18
Dear Editor,
Chronic myeloid leukemia (CML) is characterized by
reciprocal t(9:22) (q34; q11) translocation, leading to the
generation of the BCR‑ABL1 protein which plays a crucial
role in CML pathogenesis. The BCR‑ABL1 fusion gene is
the molecular hallmark and causative event of CML. More
than 95% of CML patients express the transcript e14a2 (b2a2)
or e13a2 (b3a2), namely major BCR‑ABL1 coding for
p210 protein. Approximately 1%–2% of CMLs show e1a2
(minor BCR‑ABL1) coding for p190 protein and <1% of cases
show e19a2 (micro BCR‑ABL1), encoding a 230‑kDa protein.
Another rare fusion transcript e13a3 (b2a3) coding for p203
protein is also reported[1,2] This uncommon fusion transcript,
i.e., b2a3, is formed due to the fusion of BCR breakpoint
at exon 13 with ABL point of exon 3 instead of more
commonly involved exon 2, resulting in the generation of
p203 protein, which is rarely seen CML.[3] To date, only nine
CML cases with this rare fusion transcript have been reported
worldwide.[4‑10] These infrequent fusion transcripts may escape
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detection or may be misdiagnosed when the commonly used
techniques which detect typical fusion transcripts are used.[11]
Here, we describe the clinicohematological profile and treatment
response of four cases of Philadelphia (Ph)‑positive CML
with b2a3 fusion transcript. All the four patients presented
to Hematology Outpatient department, AIIMS New Delhi,
India, between January 2013 and December 2017, with chief
complaints of generalized body weakness, early fatigability,
left‑sided abdominal mass, and night sweats for 2–4 months.
The general characteristics and hematological parameters
are summarized in Table 1. Based on clinical features and
hematological parameters including peripheral smear (PS)
findings, provisional diagnosis of CML was made [Table 1].
Three of the cases had CML‑CP, and one patient (case 2)
had de novo myeloid blast crisis. The patient (case no 2)
had de novo myeloid blast crisis and was initially considered
acute leukemia with probable diagnosis of CML‑BC. This
case had organomegaly (splenomegaly and hepatomegaly) at
presentation. Our diagnosis was confirmed by multiplex nested
reverse transcriptase polymerase chain reaction (MPX‑RT PCR)
and was later confirmed by bone marrow biopsy study which
showed abnormal megakaryocytes (dwarf) in addition to blasts.
Fluorescence in situ hybridization (FISH) for cytogenetics and
MPX‑RT PCR for BCR‑ABL fusion transcript was advised.
Cytogenetic analysis by FISH revealed t(9:22) (q34; q11.2),
and no other chromosomal abnormality was detected. Using
MPX‑RT PCR fusion transcript b3a2 (472 bp), b2a2 (397 bp),
(Continue on page 119...)
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