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Giant cutaneous squamous cell carcinoma
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Description

An 89-year-old female, with past medical history of diabe-
tes mellitus, congestive heart failure, hyperparathyroidism and 
glaucoma, presented to the Dermatology department with 6 
month evolution of a rapidly growing mass on the biparietal 
region of the scalp. The mass was a 10x8 cm, painful and fri-
able tumor, with central necrosis and hyperkeratosis, over an 
erythematous area (Figures 1 and 2). There were no palpable 
lymph nodes. She had history of ultraviolet exposure due to 
previous jobs without family history of cancer. The patient 
reported that 3 years ago presented on the same region an 
erythematous and scaly, 1.5 cm plaque, with irregular, poorly 
defined edges; for which, an incisional biopsy was performed, 
reporting actinic keratosis and then treated with 5-Fluoracil for 
a month, after which the lesion disappeared. A new biopsy of 
the tumor was obtained and reported a well-differentiated in-
vasive cutaneous squamous cell carcinoma, without perineural 
or lymphovascular invasion. Computed tomography reported a 
heterogeneous mass with air bubbles inside (Figure 3) that pro-
vokes lithic destruction of the skull compromising the internal 

and external table. The TNM stage was T4N0M0, stage IV, using 
the American Joint Committee on Cancer (AJCC). Due to other 
comorbidities and tumor extension, radiation therapy was cho-
sen as the first line therapy.

Cutaneous squamous cell carcinoma is the second most 
common type of skin cancer after basal cell carcinoma [1]. Of 
all non melanoma skin cancers, it accounts for 20% to 25% and 
its mortality is up 1.5 to 3.4% [2]. SCC is considered very high 
risk if it is a tumor ≥4 cm, in any location. In these cases, surgery 
remains the first-line and most effective treatment. However, 
radiation therapy or systemic therapy can be used in situations 
where surgery is not feasible or is contraindicated [3]. Treat-
ments such as topical therapies, photodynamic therapy, cryo-
surgery, curettage, and electrosurgery are not recommended in 
high-risk cases [4]. Lymph node metastases can develop in 1.9 
to 5.2% of cases and patients with local or distant metastases 
tend to have much poorer outcomes [1]. In case of recurrence, 
it occurs most commonly within 2 years after the diagnosis, 
which is why its necessary a close clinical surveillance on the 
basis of the risks for local recurrence and metastasis [1].
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Figures 1 and 2: The mass was a 10x8 cm, painful and friable tumor, with central necrosis and hyperkera-
tosis, over an erythematous area.

Figure 3: Computed tomography reported a heterogeneous mass 
with air bubbles inside.
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