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Chronic, nonhealing leg ulcer 
When this patient’s chronic stasis ulcer failed to respond to 
the usual treatment of dressings, elevation, and diuretics, 
our suspicions led us to an unexpected diagnosis. 

an 80-year-old woman with a history of hy-
pertension, hyperlipidemia, psoriasis vulgaris 
with associated pruritus, and well-controlled 
type 2 diabetes mellitus presented with a slow-
ly enlarging ulceration on her left leg of 1 year’s 
duration. She noted that this lesion healed less 
rapidly than previous stasis leg ulcerations, 
despite using the same treatment approach 
that included dressings, elevation, and diuret-
ics to decrease pedal edema. 

Physical examination revealed plaques 
with white micaceous scaling over her exten-
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sor surfaces and scalp, as well as guttate le-
sions on the trunk, typical of psoriasis vulgaris. 
A 5.8 × 7.2-cm malodorous ulceration was 
superimposed on a large psoriatic plaque on 
her left anterior lower leg (FIGURE 1). A 4-mm 
punch biopsy was obtained from the periph-
eral margin. 

●  WHAT IS YOUR DIAGNOSIS?

●  HOW WOULD YOU TREAT THIS 
PATIENT?

FIGURE 1

Malodorous ulceration superimposed  
on a psoriatic plaque

A 5.8 × 7.2-cm ulceration developed in an area of scaling and 
violaceous erythema typical of the patient’s underlying psoriasis 
vulgaris on her left leg. 
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ulceration were all considered to explain this 
patient’s nonhealing wound. A biopsy was re-
quired to fully assess these possibilities.

❚ Don’t overlook the possibility of ma-
lignancy. In a cross-sectional, multicenter 
study by Senet et al,3 144 patients with 154 to-
tal chronic leg ulcers were evaluated in tertiary 
care centers for malignancy, which was found 
to occur at a rate of 10.4%. Similarly, Ghasemi 
et al4 demonstrated a malignancy rate of 16.1% 
in 124 patients who underwent biopsy; the 
anterior shin was determined to be the most 
frequent location for malignancy. The most 
common skin cancer identified within the set-
ting of chronic ulcers is squamous cell carci-
noma.3 Although rare, there are reports of BCC 
identified in chronic wounds.3-7 

❚ Morphological signs suggestive of ma-
lignancy in chronic ulcerations include hy-
perkeratosis, granulation tissue surrounded 
by a raised border, unusual pain or bleeding, 
and increased tissue friability. Our patient had 
none of these signs and symptoms. However, it 
is possible that she had a tumor that ulcerated 
and would not heal. 

❚ Which came first? It’s difficult to know 
in this case whether a persistent BCC ulcer-
ated, forming this lesion, or if scarring as-
sociated with a chronic ulceration led to the 
development of the BCC.6 Based on biopsies 
taken at an earlier date, Schnirring-Judge and 
Belpedio7 concluded that a chronic leg ulcer 
could, indeed, transform into a BCC; however, 
pre-existing BCC more commonly ulcerates 
and then does not heal.

Treatment options
While smaller, superficial BCCs can be treated 
with topical imiquimod, photodynamic thera-
py, or electrodesiccation and curettage, larger 
lesions should be treated with Mohs micro-
graphic surgery and excisional surgery with 
grafting. Inoperable tumors may be treated 
with radiation therapy and vismodegib. 

❚ Our patient. Once the diagnosis of 
BCC was established, treatment options were 
discussed, including excision, local radiation 
therapy, and oral hedgehog inhibitor drug 
therapy.8  Our patient opted to undergo a wide 
local excision of the lesion followed by neg-
ative-pressure wound therapy, which led to 
complete healing.                JFP

Diagnosis:  
Basal cell carcinoma
Histopathological examination revealed elon-
gated strands of closely packed basaloid cells 
embedded in a dense fibrous stroma with over-
lying ulceration and crusting (FIGURE 2). Im-
munohistochemical staining with cytokeratin  
(CK) 5/6 decorated the cytoplasm of the tu-
mor cells, which confirmed that the tumor 
was a keratinocyte cancer. CK 20 was nega-
tive, excluding the possibility of a Merkel cell 
carcinoma. Scout biopsies from 3 additional 
areas of ulceration confirmed that the entire 
ulceration was infiltrated by basal cell carci-
noma (BCC). 

A surprise hidden 
in a chronic ulcer
More than 6 million Americans have chronic 
ulcers and most occur on the legs.1 The majori-
ty of these chronic ulcerations are etiologically 
related to venous stasis, arterial insufficiency, 
or neuropathy.2

Bacterial pyoderma, chronic infection 
caused by atypical acid-fast bacilli or deep 
fungal infection, pyoderma gangrenosum, cu-
taneous vasculitis, calciphylaxis, and venous 

FIGURE 2

Punch biopsy points to a keratinocyte cancer  

Elongated strands of basaloid cells (arrows) with surrounding chronic inflammation 
and fibrosis typical of basal cell carcinoma (BCC) were noted in the superficial and 
mid dermis beneath a thick scale crust (H&E, original magnification ×200). Scout 
biopsies from 3 additional areas of ulceration confirmed that the entire ulceration was 
infiltrated by BCC. 

CONTINUED
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