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Dear Editor,
Bowen’s disease (BD) is basically squamous cell 
carcinoma in situ, which if not adequately managed may 
develop into invasive carcinoma. Multiple therapeutic 
options are available for managing BD. The treatment 
option chosen depends on the availability, patient 
preference, clinical circumstance, and the expertise of 
the clinician with respect to that particular modality of 
treatment instituted. It has also been seen that a patient 
not responding to a particular form of treatment may 
respond fairly well to another form of treatment, and 
a combination of two or more treatment modalities in 
such cases may complement one other, thus facilitating 
a quicker resolution and allowing better patient 
compliance.

My patient was a 61-year-old gentleman who 
presented with a discolored, firm, nontender plaque 
of size 8 × 7 cm over the lower back [Figure 1] since 
the past 8 months. It was a tiny lesion to begin with, 
that had gradually progressed to attain the current 
status. Associated symptoms of tingling and burning 
were present over the lesion. Previous treatment 
included topical usage of 5% imiquimod cream for a 
period of 16 weeks with no significant improvement. 
An incisional biopsy from the lesion revealed 
complete epidermal dysplasia, with keratinocytes 
demonstrating nuclear atypia and the classic wind-
blown appearance [Figures 2 and 3], which confirmed 
the diagnosis of BD. After counseling the patient 
with regard to the available treatment modalities and 
obtaining an informed consent, the lesional site was 
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Figure 1: A hyperpigmented, well-defined scaly plaque of 
size 8 × 7 cm over the lower back

Figure 2: Section of the skin showing epidermal disarray of 
keratinocytes, which demonstrate the characteristic wind-
blown appearance [hematoxylin and eosin (H&E) ×10]

ablated utilizing carbon dioxide (CO2) laser at 10-Hz 
frequency in the super-pulsed mode, including 5-mm 
margins of the surrounding normal skin till pinpoint 
bleeding spots were obtained [Figure  4]. A review 
after 6 weeks demonstrated good reepithelialization 
of the lesion [Figure 5]. However, a smoldering pain 
still persisted at the lesional site. A rebiopsy from 
the lased site demonstrated the presence of a few 
atypical cells in and around the adnexa. Taking this 
into consideration, 5-fluorouracil (5-FU) was instilled 
into the lesion, after dividing it into four quadrants 
with 2 mL of 5-FU being injected into each quadrant. 
The patient was regularly followed up at monthly 
intervals. Surprisingly, after intralesional instillation 
of 5-FU, there was complete disappearance of pain, 
which the patient had earlier complained about. With 
each review, the lesion demonstrated improvement 
in color and texture, gradually blending with the 
surrounding skin [Figures 6-8]. A biopsy performed 
after 12 months showed no evidence of BD. The patient 
was reassured.

CO2 laser has been a very effective treatment modality for 
treating cutaneous premalignant conditions. However, 
its beneficial effects are limited to the epidermis and 
superficial dermis.[1] With laser injury penetrating 
deeper, unacceptable cosmesis is unavoidable.[2] 
Therefore, to counteract this, intralesional instillation 
of cytotoxic agents could prove beneficial. 5-FU has 
been employed as an intralesional agent in managing 
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cutaneous neoplasms. 5-FU is a pyrimidine antagonist 
specifically targeting thymidylate synthetase, and 
disrupting DNA synthesis in mitotically active cells.[3] In 

these patients 5-FU is injected every week for a period 
of 6-8 weeks. The major disadvantage of this schedule is 
the unpractical nature of the procedure in lesions >5 × 

Figure 3: Section of the skin highlighting the nuclear atypia 
in the keratinocytes (H&E ×20)

Figure 4: Pinpoint hemorrhages indicating the end point of 
CO2 laser treatment

Figure 5: Lesion 6 weeks after CO2 laser ablation Figure 6: Re-epithelialization of the lesion with central crusting 
seen after 1 month of intralesional 5-fluorouracil (5-FU) instillation

Figure 7: Condition of the patient 5.5 months after the first 
visit. It is to be noted here that there was complete healing of 
the skin with areas of dyspigmentation in that area Figure 8: Status of the lesion after 1 year of follow up
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5 cm in size and the painful quality of the procedure.[4,5] 
In such cases, it would be prudent to combine two 
treatment modalities, thus facilitating a good therapeutic 
outcome. In this case, the superficial pathology was dealt 
with CO2 laser and the deeper remnant with 5-FU, one 
session of each, thus avoiding multiple painful sessions 
of intralesional 5-FU. The author feels that in dealing 
with larger lesions of Bowen’s disease, this combination 
approach would be useful as immediately post CO2 laser 
ablation, the patient is able to decipher visible changes 
in his/her lesion thereby heralding a better adherence to 
therapy, avoidance of multiple painful sessions of 5-FU 
injections, and above all a better therapeutic outcome.
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Dear Editor,
We wish to report an uncommon complication that 
occurred while performing hair transplant surgery by 
the follicular unit transplantation (FUT) method. We 
routinely use stainless steel Kolkata slits[1] for making 
slits for dissected hair follicle units to be implanted 
at the recipient site. However, we recently switched 
over to disposable Kolkata slits that closely resemble a 
keratome used by an ophthalmologist. The disposable 
Kolkata slit is much lighter, sharper, makes narrower 
slits, and causes lesser scarring than the stainless steel 
ones. It has a plastic handle and a small stainless steel 
blade of 1.2 mm width. After putting about more than 
500 slits, suddenly a clicking sound was heard, and it 
was noticed that the blade of the slit had broken and 
more than half of the blade was retained in the scalp 
tissue. Immediately, the surrounding scalp tissue was 
explored with a 24 g needle and a jewelers’ forceps, but 

An Uncommon Complication of Hair Transplant: A Crack in the “Slit”

the retained piece could not be located. After about 20 
min of futile search, a 1.5-cm incision was made and 
the loose areolar tissue of the involved scalp tissue was 
explored [Figure 1] and the broken piece of the blade 
was retrieved [Figure 2]. The incision was aesthetically 
sutured with 5-0 poliglecaprone-25 suture material. The 
area was then camouflaged by implanting hair follicles 
along the suture line. The patient was informed about 
the complication and was reassured. On follow-up, the 
scar along the suture line had healed well. However, 
there was an area of noticeable balding along the scar. 
After 6 months, this scar was covered by performing a 
localized follicular unit extraction (FUE) and the patient 
is subsequently doing fine. 

The possible causes for the occurrence of this mishap 
could be the faulty quality of the instrument and 
inappropriate force applied while making slits. 
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