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Synchronous Axillary Intranodal SCC And Scalp SCC
Case Report – Skip Nodal Metastasis Or Malignant
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Abstract
Background

Isolated axillary SCC nodal metastasis from a head and neck primary is a highly unusual presentation.
Different possibilities include that of a skipped nodal metastasis bypassing the cervical region, or an
axillary SCC of a separate unknown primary (SCCUP), or even malignant transformation of a preexisting
intranodal squamous cyst. To date, there has been no report of isolated SCC nodal metastases from a
scalp primary and even rarer, a case of malignant transformation of an intranodal squamous cyst.

Case presentation

We present a successful management of a synchronous axillary nodal SCC and scalp SCC through
curative surgery in a 73-year-old gentleman with extensive psoriasis and a history of immunosuppression
from methotrexate use.

Conclusion

We reviewed the literature of this rare entity of an axillary SCCUP, discussed its optimal investigations and
management, and the three distinct possible explanations for this unusual presentation.  

Background
Isolated axillary SCC nodal metastasis from a head and neck primary is a highly unusual presentation. [1]
Different possibilities include that of a skipped nodal metastasis bypassing the cervical region, or an
axillary SCC of a separate unknown primary (SCCUP), or even malignant transformation of a preexisting
intranodal squamous cyst. To date, there has been no report of isolated SCC nodal metastases from a
scalp primary and even rarer, a case of malignant transformation of an intranodal squamous cyst. [2, 3]

Case Presentation
A 73-year-old gentleman presented with isolated painful progressive right axillary swelling of 2-months
duration (Fig. 1). He had extensive psoriasis for which he is on intermittent methotrexate 10mg twice
weekly for past 20 years. Computed tomography (CT) demonstrated a 7-cm conglomerate necrotic
axillary lymph node mass, (Fig. 2.) for which core biopsy showed squamous cell carcinoma (SCC).
Further examination revealed an irregular 2cm posterior scalp nodule, whereupon punch biopsy
established moderately differentiated SCC. He had neither arsenic, chronic sun exposure nor smokes.
Panendoscopy of the aerodigestive tract did not reveal any source of primary. Fused whole body positron
emission tomography (PET) - CT demonstrated only two exclusive hypermetabolic areas: the posterior
scalp and the right axilla. After discussion at the multidisciplinary meeting, the decision was for wide
excision of the scalp SCC and right axillary clearance followed by adjuvant radiotherapy to the axillary
nodal basin (Fig. 3). Final histology revealed a moderately differentiated scalp SCC 11mm wide and
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4.5mm deep, extending to subcutis with adjacent actinic keratosis. There was no lymphovascular or
perineural invasion. The right axillary clearance specimen revealed a 9cm moderately differentiated
keratinising SCC tumour within soft tissue but not connected to the overlying skin. (Fig. 4). There was a
suggestion of a pre-existing squamous cyst but this could not be con�rmed (Fig. 5). There was also some
adjacent lymphoid tissue and two other involved nodes. The patient subsequently declined radiotherapy.
At 6 months follow up, CT showed no evidence of disease recurrence and the patient remains in
remission.

Discussion
This case illustrates an exceedingly rare instance of isolated axillary SCC without truncal nor extremity
primary. Several possible explanations exist. Based on clinical and radiological �ndings, there were only
two exclusive sites of disease. Hence, the scalp SCC could be the primary site, metastasizing to the right
axillary nodal basin. However, the argument against this is the discordant presentation of a small
innocuous primary scalp lesion and a massive axillary nodal metastasis, which seems to exhibit a more
aggressive tumour biology. Although small super�cial SCC can metastasize, it is uncommon to spare the
intervening nodal basin [1]. Since axillary lymph nodes are not considered regional nodes, metastasis to
them is presumably via haematogenous route. To our knowledge, scalp SCC with isolated axillary nodal
metastasis has not been reported. More common regional metastasis are parotid or cervical lymph nodes
and distant sites being lung. [2, 3, 4]

The second possibility is that the axillary SCC is a metastasis not from the scalp SCC but from an
unknown primary. The scalp SCC developed as a result of sun exposure, actinic keratosis, compounded
by chronic immunosuppression from methotrexate use, albeit intermittently over the past two decades.
The axillary SCC is a metastatic SCC from an unknown primary. However, unlike head and neck SCC
metastasis of unknown primary site (SCCUP), there is paucity of data on the approach and management
to patients with SCCUP of the axilla [7]. Besides excluding a primary from the head and neck,
aerodigestive tract, a primary breast pathology was excluded with an unremarkable mammogram and
ultrasound. Full dermatological survey revealed extensive psoriatic plaques but no other suspicious
lesions. The sensitivity of PET-CT has been reported to be more than 95% in SCC detection, with
limitations in detecting occult disease of < 5mm [8]. A cohort of metastatic SCC treated at Memorial
Sloan Kettering Cancer Centre recorded 33 axilla lymphadenectomies over 25 years, of which 12 were
classi�ed as unknown primary origin. Their 5-year survival analysis did not show signi�cant difference
between known and unknown origin [9]. Another occult skin primary may be present among the psoriatic
plaques. While this theory was most plausible, there was no clinical or imaging evidence to support this.

The last possibility entertained was a malignant transformation of a pre-existing squamous cyst or an
intranodal squamous inclusion cyst in the axillary lymph node. This is illuminated by the pathological
�nding of a foci suggestive of a squamous cyst with adjacent lymphoid tissue -the latter �nding raising
the possibility of intranodal origin. While heterotopic squamous inclusions within a lymph node, although
described in literature, it is an uncommon �nding [5]. They are also always benign, singular, and may
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present with history of previous breast biopsy, pre-sentinel lymph node massage [6]. The presence of
these squamous cysts in subcapsular area of lymph node may suggest mechanical carriage of
inclusions. Other likelihoods are embryological dislodgment or squamous metaplasia of already present
glandular epithelium [5, 6]. Extensive psoriasis has not been described as a possible association with
squamous inclusion cyst. The argument against this explanation, is the rarity of a malignant intranodal
squamous cyst and that the large axillary nodal SCC was not the only node involved. Although high-risk
features (large size and poor differentiation) were present, but there was no perineural or lymphovascular
invasion to account for how the adjacent nodes could be involved. The authors postulate that the
squamous inclusion cyst could have undergone malignant transformation de novo and acquired further
metastatic capability to involve other adjacent nodes.

The approach to isolated axillary SCC nodal metastasis has not been well described in literature. The best
treatment outcomes in patients with nodal metastases from SCC are achieved with surgery and
radiotherapy. [9] Psoriasis has been associated with increased risk of cutaneous malignancy due to the
immunosuppressive effects of its treatment and the presence of chronic in�ammatory state [2]. For this
patient, the authors suggest active surveillance for recurrent SCC together with cessation of
immunosuppressive medications such as methotrexate or topical steroids. Instead, topical emollients,
vitamin D analogs or systemic retinoids may be considered for psoriasis management [10, 11]. The
authors propose the use of PET-CT for surveillance in view of the di�culty and limited sensitivity of
clinical examination in presence of such extensive psoriasis. Lastly, this diagnostic dilemma of whether
the nodal SCC represents distant metastasis or isolated locoregional disease also posed a challenge in
determining the exact stage and prognosis of the condition.

Conclusion
This case demonstrates the successful management of a patient with scalp SCC and giant axillary SCC
who has chronic psoriasis on immunosuppression. There is a paucity of literature on this rare and poorly
understood axillary SCCUP, hence we proposed three distinct possible explanations for this presentation,
including the possibility of a unique histopathological diagnosis.

Abbreviations

SCCUP Squamous cell carcinoma of unknown primary

PET- CT Positron emission tomography – computed tomography
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Figure 1

Clinical photograph of the isolated axillary mass on a background of extensive psoriasis (top) front view,
(middle) side view, (bottom) arms abducted view
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Figure 2

Clinical photograph of a 1.5cm �eshy nodule on the posterior scalp which yielded squamous cell
carcinoma on biopsy
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Figure 3

CT image showing right axillary conglomerate necrotic mass measuring 6.9cm by 5.2cm two months
prior to surgery
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Figure 4

Specimen photograph depicting the axilla post axillary clearance with preservation of the axillary vein,
thoracodorsal bundle and the long thoracic nerve (top), a 9 by 9 cm axillary clearance specimen (bottom)
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Figure 5

Histopathology slide showing foci suggestive of a squamous cyst (indicated by ^) as well as some
adjacent lymphoid tissue (indicated by *)


