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Introduction

Cutaneous squamous cell carcinoma (cSCC) is a common 
cutaneous malignancy that often presents as an elevated, 
indurated lesion with varying degrees of ulceration and 
crusting. cSCC accounts for 20% of all cutaneous malig-
nancies and is the second most common malignancy, with 

an incidence that continues to increase.2) The diagnosis of 
cSCC is primarily based on clinical features. A biopsy or 
excision and histologic confirmation should be performed 
in all clinically suspicious lesions in order to facilitate the 
prognostic classification and correct management of cSCC. 
The first line treatment of cSCC is complete surgical ex-
cision with histopathological control of excision margins.6) 
When lesions are larger than 2 cm in diameter, SCCs can 
be associated with a greater risk for disfigurement, local 
recurrence, and metastasis.1) They tend to be more invasive 
when the lesion is larger or when the cellular differentiation 
is worse. While squamous cell carcinoma is a common cuta-
neous malignancy, few cases of squamous cell carcinoma 
larger than 5 cm in diameter have been reported. We report 
here our successful treatment of huge SCC using a 
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= Abstract =

거대한 피부편평세포암은 드문 피부 종양이다. 편평세포암은 모든 피부 악성 종양 중 20%을 차지한다. 
피부편평세포암은 주로 햇빛의 노출되는 것이 주요 원인으로 알려져 있으며, 때때로 피하층을 침범을 하는 
경향이 있다. 편평세포암이 흔한 종양인 것과는 다르게, 5cm 이상의 거대 편평세포암은 보고된 바가 드물다. 
이에 저자는 경부에 발생한 14.5cm × 11.5cm × 9.5cm 크기의 거대한 피부편평세포암을 피부이식술을 통해 
성공적으로 치료하여 이에 대해서 문헌 고찰과 함께 보고하는 바이다.
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split-thickness skin graft (STSG) in the right lower posterior 
neck and right shoulder.

Case report

A 58-year-old female patient was admitted to our hospital 
with a gradually growing mass on her right lower posterior 
neck and right shoulder. According to the patient, a smaller 
solid mass had appeared on her right lower posterior neck 
and right shoulder 15 years previously, but she never had 
analyzed or treated the mass. Upon physical examination, 
the mass of 14.5 cm × 11.5 cm × 9.5 cm was found accom-
panied by an ulcer that bled easily (Fig. 1). The patient 
did not complain of pain or tenderness, and no hypertrophy 
of the lymph node was found in the physical examination. 
The mass was biopsied and diagnosed as cSCC (Fig. 2). 
The fact was revealed that the Deepest of mass had invaded 
the superficial layer of the right trapezius muscle with the 
computed tomography, but without evidence of local meta-
stasis in the neck lymph nodes or distant metastasis in any 
other organs (Fig. 3). According to clinical stage based on 
American Joint Committee on Cancer (AJCC), the diameter 
of the cSCC was bigger than 2cm and there was the deep 
infiltration to skeletal muscle. It was confirmed as T3. 
Additionally, because of no regional lymph node metastasis 
and distant metastasis, the stage of the cSCC was T3N0M0 
and stage 3.

Because the cSSC could be curative by the complete ex-
cision, a wide resection of the mass was performed that 
included the resection of at least 2 cm of the surrounding 
tissue horizontally and 6 mm thickness of a portion of the 
right trapezius muscle with the unaided eye using numerous 
frozen section biopsies evaluation (Fig. 4, Fig. 5). The fro-
zen biopsy was a crucial method for complete excision us-
ing numerous repeated frozen biopsies confirmed negative 
margin (Fig. 6). Biopsy of the lymph nodes and the margin 
of excised mass were revealed no evidence of metastasis 
and local invasion. Since the depth of the resected area was 
not deep, a STSG was used to complete the operation. The 
wound healed without any problems or complications (Fig. 
7). She showed no sign of local recurrence or metastasis 
during the three years follow-up period. Although she had 
some secondary contracture and itching sensation in the late 
clinic follow-up, she had no problems with neck or shoulder 

movement.

Fig. 1. A 58-year-old woman with a 14.5 cm x 11.5 cm x 9.5 
cm mushroom-shaped mass on the right shoulder

Fig. 2. Histologic findings (H&E, 200×). Tumor cells transform 
into keratinized squames and form round nodules with con-
centric, laminated layers, called "cell nests" or "epithelial/ 
keratinous pearls"

Fig. 3. Computed tomography indicated that the mass had 
invaded the superficial portion of the right trapezius muscle
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Discussion

cSCC has relatively high cure rate, but sometimes invades 
the dermis or the subcutaneous layer of the skin.3) Poor 

prognostic factors include cSCC larger than 2 cm in diame-
ter, located in the periorificial zones, or occurring in an 
injured area (e.g., on burn scars, chronic ulcers, or areas 
of radiodermatitis); mucoepidermoid, acantholytic, and des-
moplastic histologic subtypes; perineural invasion; and 
poorly differentiated or undifferentiated tumors.4) Moreover, 
immunosuppression, incomplete resection, lymph node in-
vasion, or metastasis all lead to a poor prognosis.4) The 
5-year cure rate for huge cSCC is 70%, which is sub-
stantially worse than that for smaller lesions, at 98.4%. 
Moreover, cSCC greater than 4 cm in diameter is associated 
with a much higher mortality.2)

Huge cSCC has been known to present in patients without 
a family history of skin cancer and occur from chronic le-
sions located in areas that are difficult for a patient to notice. 
For example, approximately 66.7% of huge SCCs are 
thought to occur on the back.1) On our case, it was similar 
that the patient had suffered from right lower posterior neck 
and right shoulder. Surgical resection with safety margins 
is the best treatment for most cSCC cases including those 
with very large lesions.4) When initial removal is in-
complete, cSCC is more likely to recur, mostly locally or 
less frequently in regional lymph nodes.6) The more massive 
the cSCC, the larger the margins recommended for a safe 
resection.5) Thus, complete negative margin was very 
important. A 4 mm margin is sufficient to remove 95% 
of clinically well-defined low risk tumors measuring less 
than 2 cm in diameter. For cSCC of more than 2 cm in 
clinical diameter, or for tumors with more than 6 mm thick-
ness, or tumors with other high risk prognostic character-
istics, a margin of at least 6 mm is considered necessary 

Fig. 7. At two months postoperatively, some itching sensa-
tion occurred in the surgical area, but no signs of any wound 
complications or secondary contracture appeared

Fig. 4. Wide excision of the mass including the superficial 
layer of the trapezius muscle

Fig. 5. Excised tumor, gross view. The mass was completely 
excised with ligation of the neovascularized vessels and 
weighed 580g.

Fig. 6. Histologic findings (H&E, 100×). cSSCs on the right up-
per side and trapezius muscle cell on the left down side 
were seen
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to obtain the same result.6) In our case, we decided a hori-
zontally 2cm margin and a vertically 6 mm margin with 
the unaided eye. Using numerous intraoperative frozen bi-
opsies, we performed the negative margin excision.

Suitable reconstruction methods should be determined af-
ter tumor resection according to the size and location of 
the defect.5) In our case, we chose the STSG as coverage 
for two reasons. First, the resected region was not deep 
but wide (18 cm × 15 cm). Due to the large size of huge 
cSCC, if surgical resection with safety margins is con-
ducted, the defect size will be enlarged, which can make 
coverage very difficult. Secondly, though at that time no 
impression of lymph node invasion or distant metastasis was 
evident, huge cSCC in itself has a high level of relapse. 
Therefore, a secondary operation using a flap is necessary 
in case of later recurrence. Taking these reasons into ac-
count, we concluded that when the invasion depth is not 
deep, it would be more appropriate to implement STSG than 
to use a flap for primary reconstruction of the defect region 
and then observe the progress.

Adjuvant or post-operative RT should be considered in 
the following situations: (i) cSCC with substantial named 
perineural involvement, and (ii) when tissue margins are 
not tumor free after surgical excision and further surgery 
is not possible or unlikely to completely eradicate the 
tumor.6) Additionally, adjuvant RT should be also consid-
ered in all patients with regional disease of the head and 
neck, trunk or extremities who have undergone lymph node 
dissection, particularly if multiple nodes are affected.6) In 
our case, there were no lymph nodes infiltration and named 
perineural involvement. Additionally, tissue margins were 
negative resulting from successful excision. Thus, we did 
not apply adjuvant or post-operative RT.

The longer that treatment for a cSCC is delayed, the more 
likely it is that the cSCC will increase to a size greater 
than 2 cm in diameter. Therefore, early detection and treat-
ment of SCCs can have a positive impact on morbidity and 
mortality rates as well as costs.1) Nevertheless, in case of 
already enlarged SCCs, if the invasion depth is not deep, 
our case study suggests that STSG application, considering 
the characteristics of huge SCCs, could be a good primary 
surgery option.
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