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ABSTRACT

We report a case of pigmented Bowen’s disease in the periungual region treated with
Mohs micrographic surgery. Bowen’s disease is a squamous cell carcinoma in situ.
Although it is a common condition, the pigmented form is rarer, with periungual lo-
calization being even more uncommon. Pigmented Bowen’s disease presents clinically
as a non-uniform, desquamous or verrucous brownish lesion, and it is often confused
with other diseases (pigmented actinic keratosis, seborrheic keratosis, melanoma, basal
cell carcinoma, nevus). Dermoscopy is of great diagnostic and therapeutic value and is
important in the evaluation of recurrence.
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RESUMO

Apresenta-se um caso de doenga de Bowen pigmentada na regido periungueal, tratado com
cirurgia micrografica de Mohs. A doenga de Bowen é um de carcinoma espinocelular in situ.
Embora seja condigao comum, a_forma pigmentada é mais rara, sendo a localizagdo periungueal
ainda mais incomum. A doenga de Bowen pigmentada se apresenta clinicamente como lesdo
acastanhada nao uniforme, de superficie descamativa ou verrucosa, e é frequentemente confundida
com outras doengas (queratose actinica pigmentada, queratose seborreica, melanoma, carcinoma
basocelular, nevo). A dermatoscopia é de grande utilidade diagnéstica, terapéutica e na avaliagdo
de recorréncia.
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INTRODUCTION

Bowen’s disease (BD) is a form of Squamous Cell Carci-
noma (SCC) in situ originally described by John Bowen in 1912.
Bowen’s disease is currently considered synonymous with SCC
in situ for lesions located in non-anogenital areas.'

The peak incidence of the disease occurs in the seventh
decade of life, and most studies show a slight increase of inci-
dence in women.!

The most frequent locations of SCC in situ are the head
and neck (photo exposed areas), followed by the lower limbs, in
women. The risk of progression of BD into an invasive form of
SCC varies between 3% and 5%."
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CASE REPORT

A 67-year-old male patient, Fitzpatrick’s phototype III,
reported the appearance of a pigmented and asymptomatic le-
sion, the size of which was increasing at the base of the nail of
the third finger of his right hand.

The patient was found to be immunocompetent, having
denied the ingestion of arsenic, trauma, burns or exposure to
ionizing radiation at the site of the lesion.

He reported a history of nodular basal cell carcinoma in
the supralabial region, SCC in the frontal region and lesion with
atypical melanocytic proliferation on the abdominal region.

Clinical examination revealed a lesion with brownish
pigmentation, with slight desquamation, irregular borders and
imprecise limits, located in the distal region of the third finger of
the right hand, close to the base of the nail (Figure 1).

The dermoscopy showed the presence of brownish glob-
ules, a pigmented network with formation of stretch marks and
some punctiform vessels (Figure 2).

Figure 1: Lesion in the periungual region of the third right finger, with
brownish pigmentation, slight scaling, irregular borders and impreci-
se limits

FIGURE 2: Dermoscopy - a pigmented network was observed, with

formation of stretch marks in the periphery and globules
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The main diagnostic hypothesis raised by the authors was
melanoma.

A punch biopsy performed, and the material was sent
away for histopathological analysis, which came back with a Pig-
mented BD diagnosis (Figures 3 and 4).

After confirming the diagnosis, Mohs micrographic sur-
gery was chosen as the course of treatment (Figure 5). Surgery
was performed with local anesthetic nerve block. The area of
the tumor was removed with minimal margins, positioning the
blade at a 45-degree angle. The material was divided into the ap-
propriate number of sections to allow for proper processing, and
staining was used to allow for orientation of the material. Tumor
free margins were obtained in three steps: in the Step 1, one
section was performed; in Step 2, two sections were performed;
in Step 3, two sections were performed. The initial lesion size
was 7x7mm and the final defect, including the free margins, was
15x9mm. The surgical wound was closed with a graft removed

from the right forearm. The nail matrix was fully preserved.

Figure 3: Periungual Bowen’s Disease. Hyperkeratosis and acanthosis
with elongated and widened epidermal cones. In this panoramic mag-
nification, it is already possible to perceive nuclear stacking and the

loss of epithelial polarity. HE, 20x

Figure 4: Periungual Bowen’s Disease. Proliferation of squamous kera-
tinocytes with pleomorphic nuclei, occupying the entire thickness of
the epidermis. Dyskeratotic cells are easily identified. There is discre-
et melanin pigmentation in the cytoplasm of the basal keratinocytes,
which, in association with the elongation of the epidermal cones, re-
sults in a reticular dermoscopic pattern. HE, 400x
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FIGURE 5: Mohs Micrographic Surgery surgical defect

After 18 months of follow-up, the patient did not present
a recurrence (Figure 6).

DISCUSSION

Bowen’s disease in the periungual region is uncommon
and may assume different aspects, simulating melanoma lesions
and affecting the nail plate® or even resembling chronic paro-
nychia.**

Dermoscopy may aid in the diagnosis of BD, since the
findings of glomerular vessels and desquamative surface are pres-
ent in most cases.>> However, in the pigmented form, findings
of globules, pigmented network and striae are also frequent and
cause the diagnosis to be confused with that of melanocytic le-
sions, leaving the final diagnosis for the histological examination.
In the histology, the brown globules may correspond to the pres-
ence of melanophages and/or to a small increase in the number
of pigmented keratinocytes.’

Figure 6:

Eighteen months
after the surgery,
with no evidence

of recurrence
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The use of dermoscopy in BD is also recommended for
evaluation of recurrence after treatment with photodynamic
therapy or imiquimod.®

Regarding Curettage or Shave Biopsy, Punch Biopsy is
the most widely recommended, for it will include the entire
thickness of the epidermis and dermis in evaluating if the tumor
is invasive or not.’

By definition, BD presents in histology the involvement
of the entire epidermal layer, characterized by atypical keratino-
cytes at all levels of the thickened epidermis and also by mitotic
figures in the upper layers of the epidermis.?

Regarding therapeutics, there are several options de-
scribed! for SCC in situ such as the use of 5-Fluorouracil or
Imiquimod, Photodynamic Therapy,” Radiotherapy, CO, Laser,
Cryotherapy, conventional Surgical Excision and Mohs Surgery.

The best method for the treatment of SCC in situ should
be chosen according to the size and location of the lesion, and
the clinical condition of the patient.

The periungual region is quite rarely affected, and there
are few cases reported in the literature.” BD at this location rep-
resents a therapeutic challenge due to the risk of causing severe
functional disability.

In this case, due to the fact that the lesion was a SCC in situ
and in the periungual region, the best course of action should take
into account the preservation of the motor and sensory function
of the finger, yielding the highest probability of cure.

The available treatments were discussed with the patient,
thus explaining the risks and benefits of each one of them.

Finally, the authors decided to use Mohs Micrographic
Surgery, since this technique, when performed by an experi-
enced surgeon, is capable of yielding high cure rates,” and gives
the patient the chance to have a lower surgical wound if the tu-
mor does not present extensive impairment. On the other hand,
if a common surgical excision was performed, a protocol margin
of 5mm would be required, which, in the area of the lesion (dis-
tal phalanx of the third finger), would present a higher risk of
functional and aesthetic alterations of the finger.

In addition to this, the use of a topical treatment, such as
Imiquimod or Photodynamic Therapy, was discussed with the
patient and discarded in view of the possibility of recurrence
and eventual bone involvement in the future, which could lead
to amputation of the distal phalanx."

CONCLUSION

The periungual location of the Pigmented BD represents
a diagnostic and therapeutic challenge, even though it is a SCC
in situ.

In the dermoscopy of the Pigmented BD some findings
may lead to the suspicion of melanoma, and only histopatho-
logical examination can clarify the diagnosis.

There are several therapeutic possibilities, and the choice
of the best treatment depends on the evaluation of the risk of
recurrence, the possibility of functional and aesthetic sequelae. @
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