
J Nippon Med Sch 2017; 84 (2) 105

―Short Communication―

Squamous Cell Carcinomas on Bilateral Feet Arising in Long-Standing

Eczematous Lesions

Aya Yamase, Yoko Funasaka, Takashi Ueno, Michiko Ito,

Yohei Otsuka, Seiji Kawana and Hidehisa Saeki

Department of Dermatology, Nippon Medical School, Tokyo, Japan

We present a woman with squamous cell carcinomas on both feet in long-standing eczematous lesions.

Histopathological examination of biopsies from the both feet revealed highly atypical cells invading the

reticular layer of the dermis in the hyperkeratotic lesion and they were associated with surrounding

dermatitis with spongiosis. Although the cause and etiology of eczema in our case is unclear, we specu-

late that the exceptionally long-lasting dermatitis might have induced double SCCs on bilateral feet

with an unusual constitution. To the best of our knowledge, this is a first case of SCC on bilateral feet

arising in long-standing eczematous lesions. (J Nippon Med Sch 2017; 84: 105―107)
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A 64-year-old Japanese woman first visited our hospi-

tal in 2008 with a 39-year history of eczematous lesions

on both feet. The eczema on her left foot had become

gradually hyperkeratotic with fissures, which caused

pain. However, there were no varicose veins or venous

insufficiency in the legs, and the lesions had been treated

with topical steroids for almost the entire duration of the

disease. Clinical examination of the left foot showed a

red hyperkeratotic plaque with ulceration, measuring ap-

proximately 5×5 cm (Fig. 1a). A skin biopsy revealed in-

vasion of atypical squamous cells into the dermis, and a

squamous cell carcinoma (SCC) was confirmed (Fig. 1b),

although she had never been exposed to carcinogenic

substances, including arsenic or radiation therapy. Com-

puted tomography (CT) of the head, chest, and abdomen,

and a gallium scan revealed no organ metastases. The tu-

mor was resected with a 1-cm margin, and the wound

was covered with a full-thickness skin graft. Histopa-

thological examination of the resected specimen showed

SCC with ulceration in the keratinized area, and 80 per-

cent of the plaque had dermatitis with spongiosis sur-

rounding the SCC or SCC in situ (Fig. 1c, d). After the

resection, the patient presented for follow-up examina-

tions every three months. The pruritic dermatitis on her

right foot had been treated with topical steroids since the

initial consultation. The dermatitis persisted for three

years following the operation on the left foot. The lesion

had periods of remission and exacerbation, but became

progressively keratinized with partial erosions (Fig. 2a).

Histopathological examination of a biopsy specimen from

the right foot revealed highly atypical cells invading the

reticular layer of the dermis in the hyperkeratotic lesion

(Fig. 2b), and this was associated with surrounding der-

matitis with spongiosis (Fig. 2c, d), suggesting that the

hyperkeratotic erythematous lesion on the right foot was

a SCC occurring in an area of long-standing dermatitis.

Consideration of the lymphatic and hematogenous sys-

tems suggested that the tumors in the present case were

double non-metastatic SCCs. The SCC on the right foot

was resected with a 5-mm margin, and the wound was

covered with a full-thickness skin graft.

A relationship between inflammation and cancer has

been suspected since Virchow noted leukocytes in neo-

plastic tissues1. In addition, inflammation has been

shown to induce DNA damage via oxidative stress2, and

cases of SCC associated with lichen simplex chronicus

have been reported3―5. However, to the best of our knowl-

edge, there have been no reports of SCC on the bilateral

feet arising in long-standing eczematous lesions.

Leverkus et al. reported a case of cutaneous SCC in a pa-
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Fig.　1　(a) A reddish and hyperkeratotic plaque with ulceration, measuring approximately 5×5 

cm at the medial border of the left foot. (b) Tumor nests consisted of atypical squamous 

cells that invaded the reticular layer of the dermis (H&E stain; ×100). (c) Inflammatory 

cells infiltrate the dermis, causing spongiosis in the epidermis (H&E stain; ×100). (d) Illus-

tration showing the location of the SCC and eczematous lesions on the left foot. The areas 

of SCC (red), SCC in situ (yellow) and spongiotic dermatitis (green) are highlighted.

Fig.　2　(a) A scaly erythema with erosion on the right foot. (b) Atypical squamous cells in the 

stratum basale have invaded the reticular layer of the dermis (H&E stain; ×100). (c) In-

flammatory cells infiltrate the upper dermis, causing spongiosis in the epidermis (H&E 

stain; ×100). (d) Illustration showing the location of the SCC and eczematous lesions on 

the right foot. The areas of SCC (red), SCC in situ (yellow) and spongiotic dermatitis 

(green) are highlighted.
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tient with long-standing, untreated acrodermatitis chron-

ica atrophicans6. Demehri et al. reported a case of chronic

allergic contact dermatitis arising on an internal metal

rod in the ankle and causing SCC7. They theorized that

the patient’s inflammation was not the result of cancer

but was rather the driver of the carcinogenesis, because

inflammation was also seen in the cancer-free margin of

the excision. In our patient, inflammation was also seen

in the cancer-free margin (Fig. 1d, 2d). Furthermore, the

scratching of fissures associated with long-standing ec-

zema is known to be a cause of skin cancer, such as Mar-

jolin’s ulcers8. Although the cause and etiology of our pa-

tient’s eczema were unclear, we speculate that the excep-

tionally long-lasting dermatitis might have induced the

SCCs on both feet.
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