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Squamous Cell Carcinoma Due to Repeated
Cutaneous Exposure to Paint
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Paint is commonly used in construction work. Although many types of paint are known to
cause skin irritation, there have been no published reports of cancer developing after cutaneous
exposure to paint in humans. We present a case of squamous cell carcinoma that developed on
the opisthenar eminence of both hands of a professional painter after repeated exposure to

paint. ( Mid Taiwan J Med 2007;12:235-9 )
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INTRODUCTION

Basal cell carcinoma and squamous cell
carcinoma constitute the most common types of
cancer seen in white populations [1-3]. Much of
the incidence of these diseases is known to be due
to exposure to solar ultraviolet radiation [4], but
little information has been collected in a systemic
manner that would permit the examination of
other, non-solar risk factors for these common
cancers. The first report of occupational non-
melanoma skin cancer was made by Percival Pott
in 1775 and involved cancer of the scrotum in
chimney sweeps [5]. Other classical occupational
non-melanoma skin cancers have been described
in people working outdoors and people working
with welding equipment, asphalt, tar and oil
products, inorganic arsenic and ionizing radiation
[6-11].

We report a case of squamous cell
carcinoma that developed on the opisthenar
eminences of both hands of a professional painter
after repeated exposure to paint.
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CASE REPORT

A 58-year-old man with a history of chronic
hepatitis C presented with a several-month history
of a slowly enlarging nodule on the dorsal aspect
of his left hand. He noted some irritation from the
nodule but was otherwise asymptomatic.

The patient has been a painter for the past
30 years. He reported that he always mixed paints
by hand without gauntlet gloves and that he
cleaned his hands with solvents several times a
day, resulting in repeated exposure for about 30
years. He was otherwise healthy with no other
medical history. The patient did not use tobacco,
alcohol, illicit drugs, or long term medications
and had no history of arsenic exposure. There was
no personal or family history of cancer.

In March 2005, the patient underwent
simple excision of the nodule. Microscopic
examination of the lesion showed a picture of
moderately differentiated keratinizing squamous
cell carcinoma (9 mm x 8 mm in size) with deep
dermal invasion (measuring 3 mm in depth);
however, no lymphovascular permeation or
perineural invasion was seen and the section
margin was free (Figs. 1, 2). The patient
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underwent a wide margin excision (6 cm X 5 cm)
(2 cm deep) extending to the tendons. A frozen
pathologic sample of the tumor base showed
chronic inflammation at the biopsy site; no
residual cancer was present. The base section line
and the peripheral section lines were free of
tumor cells. The defect was reconstructed with a
full-thickness skin graft from the left thigh. At 6-
month follow-up, the patient had full, symmetric
range of motion of his left hand. There was 100%
take of the full-thickness skin graft (Fig. 3). The
only side effects were numbness and diminished
light-touch sensation on the dorsal aspect of his
left hand.

A small nodule, measuring 0.5 cm x 0.5
cm, on the dorsal aspect of his right hand was
noted in January 2006. He underwent simple
excision of the nodule. Microscopic examination
of the lesion showed a well-differentiated
keratinizing squamous cell carcinoma (measuring
5 mm in diameter and 3 mm in depth) with
invasion to the deep dermis; no lymphovascular
permeation or perineural invasion was seen and
the section margin (1 mm) was free (Figs. 4, 5).
He refused to undergo wide excision and
reconstruction because of the previous post-
surgical complication of the left hand. He has
been followed at the outpatient department since
then and no evidence of local recurrence was
noted at the most recent follow-up in September
2007.

DISCUSSION

The incidence of non-melanoma skin
cancer has increased during recent decades, and is
generally ascribed to increased solar exposure
[12-16]. In cases of non-melanoma skin cancer,
an occupational etiology must be considered [17-
19]. Several findings indicate a higher risk of
skin cancer among workers in basic chemical
production, the printing industry and among
professional, technical, and white-collar workers
[20]. Furthermore, associations have been
observed for men employed in the brewery and
malt-processing industry, and in shoe fabrication
involving leather [20]. Often, though not always,
the tumor arises in the exposed area [16].
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Fig. 1. Low power photomicrograph of left hand lesion.

Fig. 2. High power photomicrograph of left hand lesion (from
Fig. 1 (A)).

Fig. 3. Postoperative appance of skin graft (left hénd).‘ ‘
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Fig. 4. Low power photomicrograph of right hand lesion.

Paint is primarily composed of a base resin
hardener and a thinner, which comprises many
kinds of solvents such as ketones, esters, toluene,
xylene and aromatic hydrocarbons [21,22]. These
solvents have been listed as hazardous
compounds by the Taiwan Council of Labor
Affairs. Excessive exposure to organic solvents
may cause irritation to skin, mucous membranes,
and eyes, and some may even cause intoxication
and increase cancer risk. Organic solvents may
increase the risk of non-Hodgkin’s lymphoma and
multiple myeloma [23-26]. The long-term
consequences of skin exposure to paint in humans
are unknown. Although paint is known to cause
skin irritation, there have been no published
reports describing cancer development after
cutaneous exposure to paints in humans.

We hypothesize that the squamous cell
carcinoma found in this patient may have
occurred as a consequence of cutaneous exposure
to paints. Although this theory would be
impossible to prove in an ethical fashion, we
believe this finding warrants greater vigilance for
possible cutaneous manifestations of the long-
term effects of paint exposure.

In order to identify potential new
occupational hazards, it is crucial, even in the
case of low grade cancers such as non-melanoma
skin cancer, that they be reported if occupational
exposure is suspected as a contributory cause.

Our case illustrates potential toxicities
associated with cutaneous exposure to paint.
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Fig. 5. -Appearance of skin lesion (right hand, post biopsy).

Careful monitoring of the skin should be a part of
every occupational surveillance program.
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