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Sammary

A case of Bowen’s disease with adenocarcinoma of the lung, probably
the first to be reported from India, is presented. The rarity of this disease in

India is highlighted,

Bowen’s discase is not an unpcommon
premalignant lesion of the skin. Large
series have been reported by McGovern?
and Graham & Helwig?., Graham aand
Helwig? and Peterka et al* reported the
association of Bowen’s disease with
primary systemic malignancies. Such
associations have been described from
different parts of the world, such as
Australial and the United States of
America3. A study of 207 patients with
Bowen’s disease from Denmark, how-
ever, failed to reveal any association
between Bowen’s disease and systemic
malignancy5. The purpose of the pre-
sent communication is to highlight
some of the unusual features of Bowen’s
disease, such as multiplicity of lesions,
associated malignancy of lung which
appeared 29 years after the detection
of Bowen’s lesions and associated benign
(Neurofibroma, seborrhoeic keratosis),
premalignant (solar keratosis) and
malignant (squamous cell carcinoma)
skin lesions.

Case Record

A 62 year old grain - merchant
presented with a 30 year history of
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asymptomatic hyperkeratotic lesions on
the soles. Similar lesions on the palms
and red scaly plaques on the trunk
appeared about twenty years ago. He
had no constitutional symptoms. There
was no history of accidental or medi-
cinal consumption of arsenic. No other
member of the family or community
had similar lesions. Patient was a
heavy smoker.

The patient was a well-built, slightly
anaemic individual who had pale-yellow
discrete papules and plaques on the
palms (Fig. 1). On the trunk he show-
ed a number of irregular circinate,
red, scaly psoriasiform lesions on the
front and the back (Fig.2). Some of
the lesions had atrophic, others, normal
skin in the middle. In addition, the
patient had multiple hyperkeratotic
darkly pigmented lesions on the trunk
and some that were dome-shaped, pig-
mented and greasy. At the time of first
admission systemic examination was
normal. A meticulous and detailed
investigation to exclude the presence
of an associated malignancy did not
yield any positive result. The patient
reported for a follow- up seven
months after first admission and had by
then developed an ulcerated lesion on
the dorsum of the left middle finger
with axillary lymphadenopathy on the
same side. An X-ray of the chest
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Fig. |
the palms,

Fig. 2 Showing irregular, red psoriasiform lesions on the back.

revealed the presence of nodular opa-
city in the right apex. Rest of the
clinical examination was normal.

Examination for arsenical content of
the hair, nail and the skin was negative
on two occasions. Individual biopsies
of different types of lesions revealed
histology of senile keratoses, sebor-
rhoeic keratosis, Bowen’s disease
(Fig. 3), squamous cell carcinoma and
neurofibroma. The axillary lymph nodes
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Showing pale yellow discrete papules and plaques on

revealed metastases from
a squamous cell carcino-
ma. Sputum cytopatho-
logy showed a fragment
shed off from a poorly
differentiated adenocar-
cinoma along with mar-
ked inflammation. The
patient is being given
chemotherapy with cyc-
lophcsphamide.

Comment

Bowen’s disease s
relatively uncommon in
the pigmented people
even though reports are
available in Negroes,
American Indians, Latin
Americans as well as
Orientals. It is apparent,
however, that the dis-
ecase has a predilection
for sun-sensitive individ-
uals of Anglo - Saxon
ancestorys. A single
report from India also
attracted our attention®.
While we doubt if Bow-
en’s disease is as un-
common as the lack of
reports in literature
would indicate personal
enquiry from most of
thesenior dermatologists
in this country confir-
med the rarity of this
disorder. There is, to
our knowledge, no previous report
of association of Bowen’s disease with
primary systemic malignancy from this
country. The other unusual, though
not unknown, features are multiplicity
of the lesions and association with a
number of benign cutaneous lesions
such as seborrhoeic keratoses, neuro-
fibroma, premalignant lesions such as
keratoses or frank squamous cell car-
cinoma. The differentiation of this
clinical picture of Bowen’s disease
from arsenical keratoses both clinically
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Fig. 3 Showing acanthosis, dyskeratosis
and mild inflammatory infiltrate
in the dermis. H & E, 40X

and histologically is extremely difficult.
One wonders why arsenical keratoses
and Bowen’s disease are not more fre-
quently met with in India since arsenic
is used in fair amounts in the indigen-
ous and till recently even in the modern
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system of medicine. Ironically, der-
matologists in the past would seem to
be the biggest culprits who dispensed
Fowler’s solution for psoriasis and
other erythematosquamous disorders.
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