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PRACTICE POINTS

. In a subset of cases of cutaneous squamous cell car-
cinoma (cSCCQC), the tumor is not amenable to surgical
resection or other standard treatment modalities.
Electrodesiccation and curettage followed by topical
5-fluorouracil may be an effective option in eliminating
unresectable primary cSCCs that do not respond to
intralesional treatment.

To the Editor:

Most cutaneous squamous cell carcinomas (¢SCCs) are
successfully treated with standard modalities such as
surgical excision; however, a subset of tumors is not ame-
nable to surgical resection.? Patients who are not able to
undergo surgical treatment may instead receive radiation
therapy, topical 5-fluorouracil (5-FU), imiquimod, cryo-
surgery, photodynamic therapy, or systemic treatment
(eg, immunotherapy) in addition to intralesional
approaches for localized disease.'* However, the adverse
effects associated with these treatments and their modest
effect in preventing the recurrence of cutaneous lesions
limit their efficacy against unresectable cSCC.** We pres-
ent a case that demonstrates the efficacy of electrodesic-
cation and curettage (ED&C) followed by topical 5-FU for
an invasive ¢SCC not amenable to surgical therapy.

A 58-year-old woman presented for evaluation of a
3.5X3.4-cm, incisional biopsy—proven, invasive stage T2a
c¢SCC (Brigham and Women’s Hospital tumor staging
system [Boston, Massachusetts]) on the dorsal aspect of
the left foot, which had developed over several months
(Figure 1A). She had a history of treatment with psoralen
plus UV light therapy for erythroderma of unknown cause
and peripheral neuropathy. She was not a surgical candi-
date because of suspected underlying cutaneous sclerosis
and a history of poor wound healing on the lower legs.

Prior to presentation to dermatology, the patient had
been treated with intralesional methotrexate, intralesional
5-FU, and the antiangiogenic and antiproliferative com-
bination agent OLCAT-005—consisting of equal parts
[by volume] of diclofenac gel 3%, imiquimod cream 5%,
hydrocortisone valerate cream 0.2%, calcipotriene cream
0.005%, and tretinoin cream 0.05—which failed, and the
patient reported that OLCAT-005 made the pain from the
cSCC worse.

Upon growth of the lesion over several months, the
patient was referred to the High-Risk Skin Cancer Clinic at
Massachusetts General Hospital (Boston, Massachusetts). A
repeat biopsy demonstrated an invasive well-differentiated
cSCC (Figure 2). The size and invasive features of the
lesion on clinical examination prompted a referral to sur-
gical oncology for a wide local excision. However, surgical
oncology concluded she was not a surgical candidate.
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ED&C AND 5-FU FOR CUTANEOUS SCC

Magnetic resonance imaging showed no deep invasion
of the ¢SCC to the tendons or bones. Electrodesiccation
and curettage was performed to debulk the tumor,
followed by twice-daily application of topical 5-FU
for 4 weeks to improve the odds of tumor clearance
(Figure 1B). Fourteen weeks after completion of 5-FU
treatment, the cSCC showed complete clinical regression
(Figure 1C). No recurrence has been detected clinically
more than 3 years following treatment.

Prior to the advent of Mohs micrographic surgery,
ED&C commonly was used to treat skin cancer, with a
lower cost and a cure rate close to 95%.”* We postulate

that the mechanism of tumor regression in our patient
was ED&C-mediated removal and necrosis of neoplastic
tissue combined with 5-FU-induced cancer-cell DNA
damage and apoptosis. An antitumor immune response
also may have contributed to the complete regression of
the ¢SCC.

Although antiangiogenic and antiproliferative agents
are suitable for primary ¢SCC treatment, it is possible
that this patient’s prior therapies alone—in the absence
of debulking by ED&C to sufficiently reduce disease
burden—did not allow for tumor clearance and were inef-
fective. Many clinicians are reluctant to apply 5-FU to a

FIGURE 1. A, A cutaneous squamous cell carcinoma (cSCC) on the dorsal aspect of the left foot at presentation. Margins are inked and high-
lighted with a dashed circle. B, Ten weeks after electrodesiccation and curretage and completion of 5-fluorouracil (5-FU) treatment, the cSCC
demonstrated partial clinical regression. Dashed circle marks the site of the cSCC. C, Fourteen weeks after completion of 5-FU treatment, the
¢SCC showed complete clinical regression, with erythroderma and generalized skin scaling of the foot. Dashed circle marks the site of the cSCC.

FIGURE 2. A, Histopathology revealed an atypical endophytic squamous proliferation consistent with well-differentiated invasive cutaneous squa-
mous cell carcinoma (cSCC)(H&E, original magnification x40). B, Histologically, invasive cSCC lobules contain keratinocytes with glassy eosino-
philic cytoplasm (asterisk), dyskeratosis (arrow), and mitotic figures (arrowhead)(H&E, original magnification x200).
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wound bed because it can impede wound healing.’ In this
case, re-epithelialization likely occurred primarily after
completion of 5-FU treatment.

We recommend consideration of ED&C with 5-FU for
similar malignant lesions that are not amenable to surgi-
cal excision. Nevertheless, Mohs micrographic surgery
and wide local excision remain the gold standards for
definitive treatment of invasive skin cancer in a patient
who is a candidate for surgical treatment.
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