
Cutaneous squamous cell carcinoma (SCC) is a proliferation 
of keratinocytes of the epidermis that invades into dermis or 
beyond.  The treatment of SCC is important to prevent 
progression or local tissue metastasis and destruction.  Early 
treatment is the best opportunity for possible cure.  
 
A 76 year old African American female presented to the clinic 
with the chief complaint of excruciating 9/10 pain to the left 
foot due to a large growth. The patient reported pain with 
weight bearing to the left foot secondary to that growth.  She 
reports that the lesion has steadily increased in size and she 
began treating it with over the counter ointment for the past 4 
months.  The patient thought the lesion was a wart and that it  
would go away with home care but it continued to grow and 
her pain worsened.  The patient had been seen 5 years early 
for an injury to the area with a previous scar. Physical exam 
showed palpable 2/4 pulses, diminished protective sensation 
to her toes and a large cauliflower/verrucous mass with 
hemorrhagic changes to the plantar foot sub 5th metatarsal 
area.  The mass was painful upon palpation.  The patient 
elected and consented for surgical excision for further 
diagnosis.   

Surgical Excision 
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The primary treatment is complete removal of the primary 
tumor to prevent further progression.  Removal can be 
obtained from surgical excision, curettage, cryotherapy, 
photodynamic therapy, or radiation therapy if the patient is 
a non-surgical candidate.  It’s recommended to surgically 
excise all primary tumors as first line of treatment. 
A prospective study of 111 patients with 141 primary 
invasive SCCs excised using Mohs surgery found that a 
margin of 4 mm cleared 95 percent of low-risk tumors, 
whereas a margin ≥6 mm was required to clear 95 percent 
of tumors with high-risk features 
 
Using sharp dissection the entire lesion was excised of all 
superficial and protruding tissue and collected in specimen 
container for pathology.  After all superficial borders were 
removed attempt was made to excise all margins 
extending deep into the musculature and boney level of the 
foot.  The lesion was excised and attempts were made to 
keep the lesion intact but due to the nature of the lesion 
many parts broke apart  The underlying mass extended 
through the subcutaneous and muscle layers of the foot 
and was found to extend to the 4th and 5th metatarsals.  
The entire wound was further sharply debrided of all tissue 
in resemblance of the tan appearance or fibrotic changes 
and collected for pathology.  The 4th and 5th metatarsals 
that were exposed were evaluated and a bone biopsy was 
deemed necessary to ensure clean margins  It is prudent 
to utilize a primary or delayed closure to allow for further 
excision pending pathology results.  The wound was left 
open and packed until further pathology reports returned. 
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Figure 2: Hyperkeratosis, cauliflower lesion plantar 
5th metatarsal base 
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Certain features of a lesion are higher risk for 
spreading including: Greater than 2mm thickness, 
Invasion into dermis, Invasion into nerves and 
location.   After the TNM components and risk factors 
have been established the SCC lesion is assigned to 
one of five SCC stages.  In this report our lesion was 
a Stage II because it was greater than 2cm but had 
no lymph node involvement. 
The margins of the the tumor were completely 
excised and the patient healed the tumor site within 8 
weeks post operatively.  The patient was referred to 
oncology for appropriate work up after SCC diagnosis 
but no further oncological treatment was needed.  
This patient was followed for over 13 months without 
any additional complications.  SCC is an uncommon 
foot and ankle lesion but it may present when family 
history,  previous scar site or ethnicity may increase 
the likelihood of a diagnosis in the foot an ankle. Skin 
lesions are common ailments treated by the foot and 
ankle surgeon.  Most skin lesions are benign and are 
treated in an office setting.  Occasionally a rare skin 
lesion is found and proper treatment is needed to 
ensure healing without complications or morbidity. 

Conclusion 

Figure 5: Invasive squamous cell carcinoma (SCCI).  
Well-differentiated lesions show prominent 

keratinization and may form “pearl-like” structures 
where dermal nests of keratinocytes attempt to 

mature in a layered fashion (40x). 
 

Figure 4: Superficially invasive squamous cell 
carcinoma (SCCSI). These lesions often do not show 

the marked pleomorphism and atypical nuclei of in 
situ squamous cell carcinoma, but demonstrate early 

keratinocyte invasion of the dermis (150x). 

Pathology 

After 2 days a pathology report indicated Invasive Keratinizing 
Squamous Cell Carcinoma (IKSCC) and was immediately 
reported to the surgeon,  The full report indicated: “Left foot 
lesion of hyperkeratotic verrucous skin measuring 4.5 cm x 4.0 
cm x 2.0 cm with ill defined margins due to the amount of 
disruption.  The fragmented nature of the specimen does not 
allow for assessment of the margin or depth of invasion.” 
Invasive SCCs have dysplastic keratinocytes involving the full 
thickness of the epidermis that can penetrate the epidermal 
basement membrane, the dermis or deeper tissues. Cutaneous 
SCCs contain atypical keratinocytes that are enlarged with 
abundant amounts of cytoplasm.  

Figure 6: Squamous Cell Carcinoma 
Staging  

Figure 1: Initial clinical exam 

SCC can develop on any cutaneous surface, including the 
head, neck, trunk, extremities or oral mucosa but 55% of all 
lesions are found in the head and neck. In a cohort of 145 
patients with SCC in Australia, the distribution was less than 
4% found in the lower extremity.  Many lesions are found on 
areas exposed to sunlight or UV light.  The plantar midfoot is a 
very uncommon location. Lesions that develop in relation to 
chronic scarring processes account for 20 to 40 percent of 
SCCs in black patients.   Blacks, dark-skinned Asians, and 
other people with skin of color have low reported rates of 
cutaneous SCC. Individuals with a family history of SCC may 
have an increased risk for developing the disorder. In a cohort 
study of more than 11 million individuals in Sweden that 
included 3867 cases of invasive SCCs, subjects with a sibling 
or parent who had a history of invasive SCC were two to three 
times as likely to develop the same diagnosis.    The clinical 
appearance of invasive SCC often correlates with the level of 
tumor differentiation.  It’s important to remember the TNM 
staging criteria including: depth, size, node involvement and 
metastasis in order to properly determine prognosis. SCC in 
the skin has a metastatic rate of 3% to 4%.  

Figure 3: Histological comparison of Low grade and 
High grade SCC 


