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Letters

A reply to ‘Managing a plaque on 
the forehead’
We read with interest the recent case study on 
managing an intraepidermal squamous cell 
carcinoma on the forehead.1

It is unclear why a baseline image was taken. 
If this was for the purpose of monitoring, it 
nicely illustrates one of its hazards. The lesion 
would appear to have been clinically similar 
in both images and thus diagnosable without 
waiting for documented growth. Monitoring 
risks enlargement and invasion.

The history of cryotherapy is concerning 
as this can alter the clinical and dermoscopic 
features, thus broadening differential 
diagnosis. Amelanotic lentigo maligna is 
not mentioned as a differential.2,3 There is 
no description or image of the dermoscopic 
features. Dermoscopy would likely eliminate 
some differentials proffered here.

The dimensions of the shave biopsy are not 
recorded. The author correctly raises the issue 
of possible invasive disease. This concern 
would be lessened, the larger the portion of 
tissue sample. A lesion of this size where the 
main differential is intraepidermal carcinoma 
(IEC) can be easily shaved off in its entirety 
with a very good cosmetic outcome should it 
have been benign.

A major issue with surgical excision would 
be margin involvement. Subclinical extension 
and/or the presence of separate foci of 
intraepidermal squamous cell carcinoma are 
likely, especially with a history of previous 
treatment. The image taken at three weeks’ 
review shows an inflamed lesion above the 
brow possibly representing a second IEC. 
Closing the surgical defect with a complex 
flap before confirmation of clearance would 
make re-excision needlessly difficult.

A recent study showed 5-fluorouracil 
(5-FU) to be non-inferior to surgical excision, 

and associated with a better cosmetic 
outcome.4 The author used a four-week 
regime of 5-FU with initial twice daily use 
reduced to daily for a total of four weeks.5 
It is worth noting that there is a paucity of 
published evidence for the use of 5-FU in the 
treatment of IEC. Described regimes range 
from one to two times per day for two to 
four weeks for solar keratosis and IEC.6

Radiotherapy is stated to be a ‘good’ option 
here as primary treatment or should the 
lesion recur. Although good cure rates can 
be achieved, regardless of her geographical 
isolation, radiotherapy would be an 
expensive, time-consuming treatment with 
significant short- and long-term morbidity. 
There is also mention of using a ‘radioactive 
paste’. As far as we know, there is a paucity 
of long-term data to demonstrate the safety 
or efficacy of this treatment. Neither of these 
options would be ‘good’ unless other options 
were contraindicated or refused.

Follicular extension is deemed a risk 
with curettage and cryotherapy. This hazard 
escapes mention with 5-FU, where surely the 
same concern would apply?

We agree regarding the need for follow-up, 
but this would be true for any modality. All 
treatments here would have a significant 
failure rate, so recurrence and new primary 
lesions would be a concern regardless.
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Reply
I am truly thankful to Drs Wallace and Muir 
for their interest in my case study, which was 
published in the AJGP May 2024 issue.1 They 
raise many interesting points that are often 
better addressed in a discussion forum rather 
than the monolog of a case report.

Regarding the baseline image, this exists as 
part of my practice of photo documentation of 
lesions, rather than as a plan for monitoring. 
It was (fortuitously) one of many images taken 
during that particular consultation, and other 
lesions deemed to be more significant were 
treated on that occasion. In managing the whole 
person, we must triage which lesions are to be 
managed first, and this is influenced by the 
patient’s wishes. At the time the first image was 
taken, the forehead plaque was not the most 
significant lesion to either the patient or myself.
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Regarding photo documentation, I would 
strongly encourage it. Not only does it create 
a very accurate medical record, it was also 
a useful tool to highlight to the patient at 
the subsequent visit that the plaque was 
continuing to grow and action was required. 
Even during the follow-up visits, this plaque 
was not of particular concern to the patient. 
Demonstrating the change in the lesion 
was helpful in encouraging her to partake 
in a treatment.

Thank you for referencing the article by 
Ahmady et al,2 which unfortunately had not 
been published at the time that I was putting 
this case report together. It highlights many 
of the issues when trying to apply scientific 
rigor and study to the management of 
individual people. Nearly half of the eligible 
participants declined to be involved for 
mainly personal reasons or biases. Lesions 
ranged in size from 4 mm to 40 mm. I would 
have a very different clinical approach for an 
individual patient based on that factor alone, 
let alone other comorbidities, social factors 
and patient wishes. They have produced 
some excellent data of practical value despite 
having so many variables to consider.

The article you referenced by Sturm 
(1979) also highlights the various 
concentrations, length of application and 
frequency of application that is used for 
fluorouracil.3 Its use for intraepidermal 
carcinoma has been shown to be effective, 
but the methods are quite subjective.

All of your comments are quite accurate 
and need to be considered when choosing a 
management plan for an individual patient.
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Time to focus and manage the 
symptoms: Period and pelvic pain, 
not the lesions of endometriosis
I read with interest the articles on 
endometriosis and dysmenorrhoea in 
the AJGP January–February issue.1,2 It is 
appropriate to focus attention on the pain 
and suffering that occurs in so many women, 
but we need to remember that only 50% of 
women with pelvic pain have endometriosis 
found at laparoscopy and that there are no 
symptoms specific to those with or without 
endometriosis.3 Furthermore, 40–50% 
of asymptomatic women actually have 
endometriosis.4

Menstrual shedding is caused by 
inflammatory substances involving 
immune system activation and release of 
prostaglandins and chemokines, many of 
which are known nociceptor stimulators.5

Among menstruating adolescents, 30–90% 
have period pain, with 20% experiencing 
dysmenorrhoea severe enough to impede 
school, sport and social participation.4,6 
Adolescents report that they are told, ‘It’s 
only period pain. Get used to it!’.7 Recurrent 
pain contributes to the development of 
chronic pain.8 The failure to validate and 
optimally manage adolescent period and 
pelvic pain leaves these young women 
with recurrent pain for years. It is then no 
surprise that they seek a ‘real diagnosis’ that 
validates their pain, that of endometriosis. 
However, evidence that surgery helps 
pain associated with endometriosis is 
‘very low’ to ‘low’.9 Recurrence of pain 
postoperatively and endometriosis are both 
reduced with the Mirena IUS® (Bayer Health 
Care Pharmaceuticals) or continuous oral 
contraceptive pills (but not cyclic continuous 
oral contraceptive pills).10 Both approaches 
prevent the cyclic release of inflammatory 
mediators. A laparoscopy (with or without 
the finding and/or removal of endometriosis) 
does not influence emergency department 
attendances.11 Most women return to 
analgesics use within months, and repeat 
laparoscopies within three years occurs in at 
least 50% of women.12

Although non-steroidals are valuable, 
recognising that stress, adverse childhood 
events and poor sleep affect pain is also 
important. Acknowledging that the abdominal 
wall and pelvic floor muscle are also sources 
of pain that can benefit from physiotherapy 

input is crucial.13 Acknowledging that menses 
is a recurrent inflammatory process opens the 
option for this process to be suppressed.

Information and guidelines for pelvic pain 
should be reliable and valuable resources 
for clinicians. So let us focus and optimise 
the care of our patients with pelvic pain by 
providing reliable evidence and resources.
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