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Abstract
Squamous cell carcinomas (SCC) are second most common cutaneous malignancy. Exposure to ultraviolet rays 

remains the single most important etiological factor. Although SCC can arise in unexposed areas these are typically 
associated with long standing ulcers and sinuses or immunosuppression. There are no randomized controlled trials on 
primary cutaneous SCC in general and in these rare subsites in particular. There is no consensus on the management 
of these tumours particularly the role of prophylactic lymph node dissection and role of adjuvant radiotherapy. The 
purpose of reporting this case is to critically review the literature for the current evidence for the management of primary 
cutaneous squamous cell carcinoma.
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Introduction
Squamous cell carcinoma (SCC) is the second most common 

cutaneous malignancy [1, 2]. Its occurrence is related to the exposure 
of ultraviolet radiation and hence is more common in fair individuals 
and on those parts of the body which are exposed to sunlight [3]. SCC 
can also arise within burns, scars, chronic ulcers or sinus tracts and 
from pre-existing lesions such as Bowen’s disease as well in those with 
compromised immune status [4-6]. Squamous cell carcinoma occurring 
on the intact skin in non sun exposed area in immunocompetent 
individuals is considered extremely rare. There is no consensus on the 
management or prognosis of these subgroups of tumours owing to 
their rarity.

Case Report
A 78 year old lady presented with history of an ulcer over right 

thigh of 6 months duration. She had no prior history of trauma or 
burns or long standing ulcer over the affected area. On examination, 
she had an ulcer with everted edges of size 8 × 6 cm lateral aspect of 
upper portion of right thigh (Figure 1a). She also had multiple, hard 
nodes in right inguinal area, largest being 2 × 1cm in size. Biopsy of the 
growth confirmed it as squamous cell carcinoma (Figure 1b). FNAC 
of the groin nodes demonstrated metastatic deposits of squamous 
cell carcinoma. Contrast enhanced computed tomography (CECT) 
of the pelvis demonstrated enlarged inguinal nodes but no pelvic 
lymphadenopathy. Metastatic work up confirmed absence of distant 
metastasis. Wide local excision of the ulcer with right sided complete 
ilio inguinal block dissection was performed after informed, written 
consent from the patient (Figure 1c and 1d). Incision was modified 
so that both primary tumour as well as the nodal dissection can be 
performed through the same incision while avoiding local or free flaps 
for reconstruction (Figure 2a and 2b). Her intra and post-operative 
course was uneventful. Final histopathological examination confirmed 
the primary tumour as squamous cell carcinoma (Figure 2c). All the 
resection margins including the base were free with lateral margin 
being closest (0.8 cm from the tumour). Four nodes in the groin 
showed metastatic deposits of squamous cell carcinoma however 
without perinodal extension (Figure 2d). Post operatively she received 
adjuvant radiotherapy.

Discussion
Primary cutaneous SCC is a malignant tumour which arises from 

the keratinizing cells of the epidermis or its appendages. It is the 2nd 
most common skin malignancy accounting for 25% of cutaneous 
cancer related deaths annually worldwide [1,2]. Incidence of SCC 
is rising in many countries across the globe [7]. Chronic exposure 

Figure 1: 1a-Patient profile showing 8 X 6 cm ulcerative growth over lateral 
aspect of right leg; 1b-Shows an ulceropoliferative infiltrating malignant 
squamous tumour arranged as cohesive sheets and clusters (H&E, x40); 
1c-Wide local excision of the growth; 1d-Photograph showing bare vessels 
after inguinal block dissection.
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of debate at present. Therapeutic lymph node dissection is indicated 
whenever patient presents with metastatic nodes. However, role of 
elective prophylactic lymph node dissection is considered controversial. 
It has been observed that SCC typically spreads first to regional lymph 
nodes [14,15]. In addition, for patients who develop nodal metastases 
prognosis is poor with an expected 5-year survival of 26- 34% [7,16]. 
This underlines the need for early detection and treatment of regional 
nodes in these cases. Some studies do recommend prophylactic lymph 
node dissection for cutaneous SCC greater than 8 mm in depth [17,18]. 
However strength of these recommendations is too week considering 
the morbidity associated with the lymph node dissection. To overcome 
this problem there has been recent interest in the application of sentinel 
lymph node biopsy in the management of high risk SCC [19,20]. 
Hypothetically, the procedure is feasible and may avoid unnecessary 
lymph node dissection. However, due to higher false negativity in the 
published series and lack of large, prospective studies it remains an 
investigational tool [21].

Adjuvant radiotherapy is indicated in presence of extensive 
perineural invasion or when margins are involved or when regional 
nodes show metastatic deposits [22,23]. Majority of the recurrences 
develop within first 2 years. Hence it is reasonable to follow up these 
patients for atleast 2 years and ideally upto 5 years [7,10]. Present 
patient was an immunocompetent elderly lady who developed SCC de 
novo on lateral aspect of right thigh (No exposure to sunlight) and had 
no history of trauma or chronic wounds. SCC developing on intact skin 
in the absence of any of the risk factors is rarely reported in literature.

Conclusion
The purpose of reporting this case is to highlight the rarity of 

the location for primary cutaneous squamous cell carcinoma and 
to critically review the literature for the current evidence in the 
management of these rare malignancies.
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to ultra violet light remains the single most important risk factor 
for development of these malignancies. Hence individuals with fair 
skin, those with inherited disorders like albinism and Xeroderma 
pigmentosum particularly at higher risk for developing cutaneous SCC 
[3]. SCC can also arise within long standing ulcers, sinuses, burns as 
well as scars [4,5]. Bowen’s disease is considered to be a precursor for 
the development of SCC. Individuals with impaired immunity as well 
as those on chronic immunosuppressive drugs at particularly high 
risk for the development of SCC [6]. SCC developing on intact skin in 
the absence of any of the above mentioned risk factors is considered 
extremely rare.

SCC presents as a non-healing ulcer or as an indurated, nodular, 
keratinizing tumour. SCC typically spreads first to regional lymph nodes 
prior to the development of distant metastases. Diagnosis is established 
by an incisional biopsy. Metastatic work up includes Ultrasound 
examination of the regional nodal basin and chest radiograph to rule 
out metastasis to lungs.

Prognostic factors of SCC include anatomical site, size, tumour 
thickness, level of invasion, rate of growth, etiology, degree of 
histological differentiation and host immunosuppression [7–10]. SCC 
arising from the lip, non sun exposed areas such as heels, perineum and 
those arising from chronic ulcers are considered as high risk lesions 
whereas the rest of the subsites are considered as low risk lesions [7]. 
Tumours diameter greater than 2 cm, thickness more than 4 mm, 
extension into subcutaneous fat and poorly differentiated histology are 
considered as high risk features associated with risk of recurrence [8-
10]. 

Surgical excision is the mainstay of treatment for the majority 
of cutaneous SCC. Tumour free margin of 4-mm is appropriate for 
clinically well-defined, low risk tumours less than 2 cm in diameter. A 
wider margin (6 mm or more) is essential for tumours more than 2 cm 
in diameter, tumours with moderately, poorly differentiated histology 
and tumours extending into the subcutaneous tissue [11]. Mohs’ 
micrographic surgery is an attractive alternative particularly in high 
risk cases as it allows histological confirmation of complete resection of 
the tumour with minimal loss of normal tissue [12,13]. 

Management of regional nodes in cases of cutaneous SCC is a topic 

Figure 2: 2a-Modification of conventional inguinal block dissection incision 
to aid in primary closure; 2b-Closed wound at 2 weeks after the surgery; 
2c-Photomicrograph Showing polygonal tumour cell having moderate 
eosinophilic cytoplasm and pleomorphic vesicular nucleus and prominent 
nucleoli. Mitotic figures also noted (H&E, x400); 2d-Photomicrograph 
Showing a metastatic inguinal lymph node, without perinodal spread (H&E, 
x 40).
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