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Rapidly growing lesions  
on the forehead
Three distinct morphologies were visible. Biopsies 
revealed the diagnosis for each.

A 97-year-old woman with a history of 
atrial fibrillation and nonmelanoma 
skin cancer presented to our clinic 

from an assisted living facility with a several-
month history of rapidly growing forehead le-
sions. She denied symptoms, other than some 
bleeding and crusting, but was concerned 
about their appearance. She reported a no-
table history of sun exposure.

The patient had 3 confluent, but distinct, 
lesions on her forehead: an erythematous 
crateriform nodule with overlying hyper-
keratotic scale (FIGURE, Lesion A); a nodular 
hyperpigmented plaque with irregular color 
and borders (Lesion B); and a pearly well-
vascularized erythematous nodule with sur-
rounding hemorrhagic crust (Lesion C). 

She also had scattered, thin, gritty pink 
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papules and plaques on the face that were 
thought to be actinic keratosis and nonmelano-
ma skin cancers based on clinical morphology; 
however, the patient deferred workup and treat-
ment of these lesions to focus on the forehead 
lesions. The decision was made to biopsy all  
3 clinical morphologies seen. The risks and ben-
efits of biopsy were reviewed with the patient 
and her daughter, and they opted to proceed. 
The areas were anesthetized with an injection 
of 1% lidocaine and epinephrine 1:100,000; 
3 shave biopsies were performed. Hemostasis 
was obtained with electrodesiccation.

●  WHAT IS YOUR DIAGNOSIS?

●  HOW WOULD YOU TREAT THIS 
PATIENT?

FIGURE 

Three large lesions on forehead with  
erythematous papules, plaques on face 
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This case required 
a multidisciplinary team
The patient underwent magnetic resonance 
imaging and positron emission tomography/
computed tomography; the scans revealed 
no metastatic disease. She was evaluated by a 
multidisciplinary head and neck cancer team, 
and various treatment options were explored. 
Resection typically is the definitive treatment 
for localized cutaneous melanoma; however, 
given the configuration of the lesions, it was 
deemed impractical to resect this patient’s 
melanoma and not the other lesions. Radio-
therapy can be effective for BCC and SCC, 
but it is traditionally not as effective for mela-
noma.6 The options presented to the patient 
were radiotherapy or surgical resection to all 
3 lesions, and she decided to pursue resection. 

The patient was cleared for surgery; how-
ever, after the patient held her warfarin in 
preparation for the resection, she suffered a 
left frontal operculum infarction. At this point, 
she was re-evaluated by her head and neck 
physician, cardiologist, and anesthesiologist. 
Consensus was reached that the patient was at 
high perioperative risk for morbidity and mor-
tality, and surgical intervention was no longer 
considered a viable option. 

The patient then opted for palliative ra-
diation therapy to all 3 lesions, with the un-
derstanding that the local control offered by 
radiotherapy would be inferior to what resec-
tion would provide for the melanoma lesion. Al-
though not curative, radiotherapy was expected 
to provide local symptom relief for the melano-
ma, consistent with the patient’s palliative goals 
of care. In the past, melanoma was thought to 
be resistant to radiation, but recent evidence 
suggests that it may be at least partially suscep-
tible to hypofractionated courses of radiation.6 

Radiation oncology recommended a 6 to 
15 fraction regimen and she had a good clini-
cal response with > 50% decrease in the size of 
all 3 lesions along with cessation of bleeding.

❚ The take-home lesson. The findings 
in this case serve as an important reminder to 
biopsy lesions with varying morphologies—
even when they are in close proximity to 
one another. Foregoing any of the biopsies 
in this case would have led to a missed di-
agnosis, which has implications for optimal 
management and treatment.                           JFP 

Diagnosis:  
Skin cancer
A histopathology report revealed that Le-
sion A was squamous cell carcinoma (SCC), 
Lesion B was a melanoma with a Breslow 
depth of at least 1.2 mm, and Lesion C was 
basal cell carcinoma (BCC). It is unusual to 
have a patient present with BCC, SCC, and 
melanoma concurrently in the same ana-
tomic region. 

❚ Two of the lesions were nonmela-
noma skin cancers (NMSC). BCC is the most 
common NMSC in the United States, affect-
ing more than 3.3 million people per year.1 
Although there are several subtypes of BCC 
with varying clinical presentations, the most 
classic appearance is a pearly papule with or 
without surface telangiectasias.2 

SCC has an incidence of 200,000 to 
400,000 cases per year in the United States 
and the lifetime risk is 9% to 14% in men and 
4% to 9% in women.3 SCC most common-
ly presents as a hyperkeratotic papule or 
plaque.2 Lesions suspicious for SCC and BCC 
should be biopsied and the diagnosis con-
firmed by histopathologic analysis. These 
NMSCs are locally destructive, but rarely 
metastatic with a generally good prognosis. 
The standard treatment for both is surgical 
excision with consideration for other treat-
ment modalities, such as topical therapies, 
chemotherapy, and radiation, depending on 
tumor characteristics as well as whether the 
patient is a good surgical candidate.1,3

❚ Melanoma is rising in incidence each 
year, with nearly 100,000 new cases expected 
in the United States this year.4 It is the lead-
ing cause of skin cancer related mortality.5 
The most common suspicious lesions are 
variably pigmented macules with irregular 
borders. Biopsy and subsequent histopatho-
logic analysis will confirm the diagnosis. 

When a lesion is clinically suspi-
cious for melanoma, it is particularly im-
portant to consider an excisional biopsy 
to allow for proper staging.5 Examples of 
appropriate excisional biopsies include el-
liptical excisions, punch biopsies, and 
deep shave biopsies.5 Definitive treat-
ment involves a wider and deeper exci-
sion with histologically confirmed clear  
margins.5

The findings in 
this case serve 
as an important 
reminder to 
biopsy lesions 
with varying 
morphologies 
even when they 
are in close  
proximity to  
one another.



295MDEDGE.COM/FAMILYMEDICINE VOL 68, NO 5  |   JUNE 2019  |   THE JOURNAL OF FAMILY PRACTICE

CORRESPONDENCE
Jennifer L. Hsiao, MD, 2020 Santa Monica Boulevard,  
Suite 510, Santa Monica, CA 90404; jhsiao@mednet.ucla.edu

References
 1.   Kim JYS, Kozlow JH, Mittal B, et al. Guidelines of care for the 

management of basal cell carcinoma. J Am Acad Dermatol. 
2018;78:540-559.

 2.   Firnhaber JM. Diagnosis and treatment of basal cell and squa-
mous cell carcinoma. Am Fam Physician. 2012;86:161-168.

 3.   Kim JYS, Kozlow JH, Mittal B, et al. Guidelines of care for the 
management of cutaneous squamous cell carcinoma. J Am Acad  
Dermatol. 2018;78:560-578. 

 4.   Siegel RL, Miller KD, Jemal A. Cancer statistics, 2019. CA Cancer  
J Clin. 2019;69:7-34.

 5.   Swetter SM, Tsao H, Bichakjian CK, et al. Guidelines of care for 
the management of primary cutaneous melanoma. J Am Acad 
Dermatol. 2019;80:208-250. 

 6.   Vuong W, Lin J, Wei RL. Palliative radiotherapy for skin malignan-
cies. Ann Palliat Med. 2017;6:165-172. 

PURLs®

CONTINUED FROM PAGE 287

Grant Number UL1RR024999 from the National Center For 
Research Resources, a Clinical Translational Science Award to 
the University of Chicago. The content is solely the responsi-
bility of the authors and does not necessarily represent the 
official views of the National Center For Research Resources 
or the National Institutes of Health.

Copyright © 2019. The Family Physicians Inquiries Network. 
All rights reserved. 

References 
 1.   van der Hulle T, Cheung WY, Kooij S, et al. Simplified diag-

nostic management of suspected pulmonary embolism (the 
YEARS study): a prospective, multicentre, cohort study. Lancet. 
2017;390:289-297. 

 2.   Beckman MG, Hooper WC, Critchley SE, et al. Venous throm-
boembolism: a public health concern. Am J Prev Med. 2010;38: 
S495-S501. 

 3.   Douma RA, Mos ICM, Erkens PMG, et al. Performance of 4 clini-
cal decision rules in the diagnostic management of acute pulmo-
nary embolism. Ann Intern Med. 2011;154:709-718. 

 4.   van Es N, van der Hulle T, van Es J, et al. Wells Rule and D- 
dimer testing to rule out pulmonary embolism. Ann Intern Med. 
2016;165:253-261. 

 5.   Roy P-M, Meyer G, Vielle B, et al. Appropriateness of diagnostic 
management and outcomes of suspected pulmonary embolism. 
Ann Intern Med. 2006;144:157-164. 

 6.   Newnham M, Stone H, Summerfield R, et al. Performance of al-
gorithms and pre-test probability scores is often overlooked in 
the diagnosis of pulmonary embolism. BMJ. 2013;346:f1557. 

 7.   Righini M, Van Es J, Den Exter PL, et al. Age-adjusted D-dimer  
cutoff levels to rule out pulmonary embolism. JAMA. 
2014;311:1117-1124.

 8.   van Es J, Beenen LFM, Douma RA, et al. A simple decision rule 
including D-dimer to reduce the need for computed tomogra-
phy scanning in patients with suspected pulmonary embolism.  
J Thromb Haemost. 2015;13:1428-1435. 

 9.   Kooiman J, Klok FA, Mos ICM, et al. Incidence and predictors 
of contrast-induced nephropathy following CT-angiography 
for clinically suspected acute pulmonary embolism. J Thromb  
Haemost. 2010;8:409-411. 

 10.   Sarma A, Heilbrun ME, Conner KE, et al. Radiation and 
chest CT scan examinations: what do we know? Chest. 2012; 
142:750-760. 

 11.   Berrington de González A, Mahesh M, Kim KP, et al. Projected 
cancer risks from computed tomographic scans performed in the 
United States in 2007. Arch Intern Med. 2009;169:2071-2077. 

 12.   Verma K, Legnani C, Palareti G. Cost-minimization analysis of 
venous thromboembolism diagnosis: comparison of stand-
alone imaging with a strategy incorporating D-dimer for exclu-
sion of venous thromboembolism. Res Pract Thromb Haemost. 
2017;1:57-61. 

 13.   Pasha SM, Klok FA, Snoep JD, et al. Safety of excluding acute pul-
monary embolism based on an unlikely clinical probability by the 
Wells rule and normal D-dimer concentration: a meta-analysis. 
Thromb Res. 2010;125:e123-e127. 

 14.   Mos ICM, Klok FA, Kroft LJM, et al. Safety of ruling out acute pul-
monary embolism by normal computed tomography pulmonary 
angiography in patients with an indication for computed tomog-
raphy: systematic review and meta-analysis. J Thromb Haemost. 
2009;7:1491-1498.

MEDJOBNETWORK  com
Physician    NP/PA Career Center

The first mobile job board  
for Physicians, NPs, and PAs

Mobile Job Searches—access MedJobNetwork.com 
on the go from your smartphone or tablet

Advanced Search Capabilities—search for jobs 
by specialty, job title, geographic location,  
employer, and more

Scan this QR code  
to access the mobile version  
of MedJobNetwork.com


