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Fig. 1. The patient on admission. (A) Erythema and oozing crusts in the face and on the chest. (B) Papulo-pustles on the dorsal side of the hands.

5 mg prednisolone daily and was later followed up monthly admission. Huge leukocytosis (pseudoleukemoid reaction) is
at the out-patient clinic. Tetracyclin 1 g daily was continued for reported in other severe dermatoses, like acne fulminans and
the next 3 months. When the patient got pregnant a few pustular psoriasis. A methotrexate drug eruption seems unlikely
months later, she had a flare-up of her rosacea, but only in the

in the present case, since she had a new outburst of facial
facial area.

rosacea in the year after the hospital stay. It is, however, possible

that methotrexate caused a flare-up of an ‘‘underlying’’ rosacea.
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Disseminated Morphea in Small Cell Lung Cancer

Sir, graphy, a mass was observed in the right hilus, with mediastinal

invasion. Neuron-specific enolase was elevated at 170 ng/mlA 34-year-old woman, non-smoker, presented with the com-

plaints of cough and hemoptysis since 1 month. Physical (normal, 0–12.5). Bronchoscopy revealed a mass obliterating

the lower lobe segment of the right main bronchus. Theexamination and routine laboratory investigations were

normal. In the chest radiograph and computerised tomo- pathologic diagnosis was anaplastic small cell type lung cancer.
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After complete staging work-up, she was accepted as having

limited disease and a chemotherapy regimen consisting of

cyclophosphamide-adriamycin-etoposide was started. After six

cycles, a complete remission was achieved and radiotherapy

to thorax was applied.

Two months after completion of the radiotherapy, multiple

wax-colored oval and round plaques with a smooth shiny surface

appeared all over the trunk (Fig.). A skin biopsy confirmed the

clinical diagnosis of morphea. The dermis was thickened, with

thick collagen bundles, which replaced largely subcutaneous fat

cells and entrapped the sweat glands. The fibroblasts were

slightly increased and a mild perivascular mononuclear inflam-

matory cell infiltrate was detected. The epidermis was slightly

atrophic. Antinuclear antibodies were negative and no sign of

systemic involvement with scleroderma was found.

In the ensuing weeks, the patient’s malignancy rapidly

progressed, with bone, liver and bilateral suprarenal gland

metastasis. The skin lesions remained unchanged.

Chemotherapy with ifosfamide, mesna and etoposide was

initiated, with no clear response. The patient’s condition

progressively deteriorated and she expired 4 months after the

beginning of the second chemotherapy.

In our patient, the emergence of sclerotic skin changes in

the absence of systemic involvement approximately 1 year

after the diagnosis of lung cancer suggested a probable parane-

oplastic manifestation (1). Tumor-made substances, such as

hormones, cytokines, biologically active proteins and their

precursors, may activate dermal fibroblasts and cause sclerotic

cutaneous lesions. Small cell lung cancer is particularly associ-

ated with the induction of a variety of paraneoplastic condi-

tions (2). Paraneoplastic skin lesions resembling scleroderma

have rarely been detected during the course of lung cancer

(3), although it is well recognised that primary lung cancers
Fig. 1. Multiple, wax-coloured oral and round plaques on the trunk.

may arise in patients with scleroderma. The reported cases of

lung cancer have appeared in established scleroderma, usually

in the presence of extensive pulmonary fibrosis. However,
REFERENCESmorphea as a paraneoplastic manifestation, appearing after

the diagnosis of lung cancer, is very unusual. 1. Naschitz JE, Rosner I, Rozenbaum M, et al. Cancer-associated

The underlying basis of localised scleroderma is still unclear. rheumatic disorders: clues to occult neoplasia. Semin Arthritis

Rheum 1995; 245231–241.Some chemotherapeutic agents such as bleomycin may cause
2. Khouri IF, Glisson BS. Small-cell lung cancer. In: Pazdur R, ed.fibrosis (4). But none of the drugs administered to our patient

Medical oncology: a comprehensive review. Huntington: PRR,is known to induce skin fibrosis. Radiation has been identified
Inc.; 1993. p. 117–126.recently as an etiologic factor of cutaneous sclerosis (5).

3. Winkelmann RK, Flach DB, Unni KK. Lung cancer and sclerod-
Trauma of radiation injury was incriminated as the triggering

erma. Arch Dermatol Res 1988; 280 (Suppl ):S15-S18.
mechanism for morphea. In these reports, morphea appeared

4. Chabner BA, Myers CE. Antitumor antibiotics: bleomycin. In:
in the irradiated areas or nearby, so it was suggested that DeVita VT, Hellman S, Rosenberg SA, eds. Cancer, principles and
irradiation might be the factor provoking sclerotic skin practice of oncology. 4th edn. Philadelphia: J.B. Lippincott; 1993.

changes. This mechanism may also be applicable to our p. 374–376.

5. Colver GB, Rodger A, Mortimer PS, et al. Post-irradiation mor-patient, as she received radiotherapy of the chest. However,
phoea. Br J Dermatol 1989; 1205831–835.the presence of similar lesions scattered in the inguinal and

flank regions indicates additional possible explanations for the

development of localised scleroderma. Accepted July 7, 1997.
Morphea may represent an additional distinct paraneoplas-

tic manifestation of small cell lung cancer. Radiation may also Mustafa Benekli1, Başak Yalçin, Nilüfer Güler1 and Gülten
have played a role, or both of these mechanisms may be Tekuzman1 1Institute of Oncology and 2Department of Dermatology,

Hacettepe University, Faculty of Medicine, Ankara, Turkey.operative in the development of morphea.
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