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Introduction

An article written in Jerusalem and published in 1983 in 
Switzerland reported a single case of  palmar squamous 
cell carcinoma  (SCC) and cited only one previous 1980 
example.[1] However, one group of  researchers in Tennessee, 
USA illustrated this palmar carcinoma in a black patient.[2] 
Another American group of  surgical researchers was specific 
about their 20‑year experience of  hand carcinoma as follows: 
Dorsum ‑ 33, fingers ‑ 12, thumb ‑ 8, wrist ‑ 4, web ‑ 3, and 
unspecified ‑ 4.[3] Then, they concluded thus: “Skin cancer was 
found on the dorsum of  the digits and extensor surfaces of  
the wrist, but not the inter‑digit clefts or the palm.” Therefore, 
it was deemed important to document a series of  six cases 
of  SCC of  the palm in black patients living in Nigeria, West 
Africa. This work was based on the epidemiological use of  
histopathology data pool as popularized by Macartney et al.[4]

Materials and Methods

The National Orthopaedic Hospital, which is situated in 
Enugu, the erstwhile capital of  the then Eastern Region of  
Nigeria, has a Plastic Surgery Unit to which the patients are 
referred from a wide area. The present series concerns the 
surgical patients referred to the unit from 1986 to 1998. These 
patients underwent below elbow amputations after biopsy 

confirmation of  the lesion. Histopathological diagnosis was 
based on the presence of  cell nest, otherwise known as horn 
pearls, hyper‑chromatic, and pleomorphic cells. Over these 
years, the lead author (WIBO) solely ran the Histopathology 
Unit of  the Hospital. This has facilitated the documentation 
of  all patients whose surgical specimens were submitted. 
Accordingly, the accumulated data have been analyzed with 
the reference to those diagnosed as SCCs.

Results

The mean age of  the patients was 61.3  years  (range 
36–70  years). These patients delayed for many years from 
the onset of  their lesions to presentation [Table 1]. They 
were mainly farmers and had extensive lesions of  the palms. 
These patients, who underwent below elbow amputation, did 
well postoperatively. Table 1 amplifies the data and Figure 1 
displays the typical naked eye appearances. Figure 2 shows the 
histological features of  SCC.
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Discussion

SCC is a common cutaneous growth in Nigeria.[5] It appears 
occasionally on the dorsum of  the hand, but palmar involvement 
is so unusual that, by 1983, only one previous case had been 
known to be reported.[1] Agir et  al. in 2007 noted that SCC 
arising from the palm skin was very rare but has a very aggressive 
course and poor outcome.[6] Accordingly, palmar SCC is truly an 
unusual malignancy which merits attention.

Generally, malignant tumors have been noted to be uncommon 
in the hand, and wrist and many hand surgeons see very few 
of  these in clinical practice.[7] The lesion should be looked for 
in the older age groups.[3] In the present series, the ages ranged 
from 36 years to 70 years (mean age 61.3 years). Moreover, these 
aforementioned associates drew the attention to an unusually 
fair‑skinned patient who had multiple cutaneous malignancies 
of  the hand. Conventionally, it is thought that the melanin has 
protective effects against the development of  nonmelanoma skin 
cancers.[7] In our series, all the patients were dark skinned. It is 
of  interest that the lead author published on only 21 cases of  
melanoma that occurred in South Eastern Nigeria between 1970 
and 1974.[8] None of  these occurred on the hand.

The hand is known to be susceptible to trauma.[3] This is because 
the hand is important in the daily activities of  man either for earning 
the daily bread or for recreational activities. It has been documented 
that hand injuries account for nearly 10% of  hospital emergency 
department visits.[9,10] Of  all, the common injuries that athletes 
experience, the most frequently occurring one is to the fingers or 
hand.[11] The pathophysiology of  soft tissue injuries of  the hand is 
diverse. The most common mechanisms of  injury are blunt trauma, 
laceration, avulsion, and burns.[12] Among these Nigerians presented, 
such trauma must have occurred during farm work, which was the 
main occupation of  three men and two women in this series. These 
patients cultivated yam tubers mainly, which involves the intensive 
manual work. Basden had noted that yam production is intimately 
bound with the life of  our people.[13] Chakrabarti et al.[14] also found 
from their studies that the majority of  patients, who suffered SCC 
of  the hand, were mainly manual workers.

In this connection, the yam farms were generally on the small 
scale and did not require pesticides or mechanization. Chemical 
exposures from pesticides constitute one of  the risk factors 
of  development of  SCC.[15] These pesticides may promote 
cancer through the immunotoxic effects, disturbing the body’s 
normal cancer surveillance mechanisms. Organophosphates, 
for example, can inhibit serine esterases, critical enzymes 
in the immune system’s T‑lymphocytes, and natural killer 
cells.[16] On considering the problems associated with the use of  
epidemiological evidence with respect to chemical exposures, 
Doll et al. who dealt with the carcinogenicity of  metals, stated that 
“there is a need to study dose‑response relationships for arsenic 
in water and skin cancer.”[17] To our knowledge, such research is 
not being carried out in Nigeria.

Table 1: Characteristics of patients with palmar squamous cell carcinoma
Year Age Sex Side Duration (years) Occupation Extent (cm) Features
1986 68 Female Right 12 Farming 8 Fungating
1989 36 Female Right 3 Farming 7 Finger auto‑amputation
1990 69 Male Right 10 Farming 6 Ragged
1990 70 Male Left 5 Farming All digits attacked save for 

thumb with spread to dorsum
Extensive

1995 60 Male Left 5 Farming 8 Fungating
1998 65 Male Left 24 Civil servant 9 Extensive

Figure 2: Photomicrograph of squamous cell carcinoma showing typical 
cell nest, hyperchromatic and pleomorphic cells

Figure 1: Naked eye appearance of the palm lesion (case 3)
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The extensive lesions seen in this series contrasts with the 
Jerusalem case which presented early and attained 2  cm 
dimension only.[1] Early diagnosis is important because it allows 
treatment by inclusive surgical excision of  the lesion. Greater 
potential morbidity and functional loss associated with wide 
excision would be avoided when patients with SCC of  the hand 
are diagnosed early.[15] In the present series, negligent delay of  
approximately 10.8 years resulted in lesional expansion ranging 
up to 12 cm. Apparently, in such advanced lesions, the digits 
may be involved and fall off  and even the dorsum itself  may be 
concomitantly invaded. Indeed, amputation may be resorted to. 
In the present study, the patients ultimately underwent below 
elbow amputations and had an uneventful recovery. These 
patients did generally well, but after a few clinic visits within a 
year, they were lost to follow‑up. This is where the public health 
education comes in useful because it is known that recurrence 
after excision was seen in lesions >1.5 cm in diameter.[14]

The remaining patient was a retired civil servant. He presented 
singularly with generalized skin lesions which occurred more 
on the hand. Apparently, his lesions signified some cutaneous 
abnormality. Cutaneous abnormalities like porokeratosis[18,19] 
are of  interest. Some such lesions are associated with SCC 
as a long‑term complication.[20] Even though our patient was 
considered fortunate to have been treated in the United Kingdom, 
the nature of  his abnormality was not discovered.

What of  sunlight? It is common knowledge that there is an 
association between the anatomical distribution of  skin cancers 
and the variable exposure of  different areas of  the body to 
sunlight.[21,22] However, it is the dorsum of  the hand that suffers. 
In the case of  the palms, what obtains is naturally a negative 
relationship. Therefore, these patients’ SCC could not be 
attributed to sunlight, but to trauma or dermatological lesions. 
After all SCC is also known to be secondary to a variety of  
lesions including trauma and chronic inflammation or scarring. 
In trauma, SCC is thought to be caused by long‑term, continuous 
mitotic activity, as the epidermal cells attempt to resurface the 
open defect.[23]

In a recent survey of  skin cancer in Africa,[24] the current theme 
throughout was the association with tropical ulcers, especially 
those arising in the lower leg. Unfortunately, the cited Ghana 
experience lumped together lower leg and foot (24 cases) and 
hand and forearm  (6  cases). It would have been of  interest 
not only to separate hand cases but also to identify the palmar 
lesions.

Conclusion

There is a need for public health education about the 
significance of  hand injuries and skin lesions. It should be 
emphasized that the recurrent hand injury could carry the 
potential for serious handicap and may progress to cancer. 
To reduce the risk, early presentation of  even the smallest 
hand injuries is advised for proper medical evaluation and 

treatment. The same attitude should be accorded to skin 
diseases of  the hand.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of  interest.

References

1.	 Weinrauch L, Peled I, Goldberg LH, Wexler MR. Squamous cell 
carcinoma of the palm. Dermatologica 1983;166:89‑91.

2.	 Fleming ID, Barnawell JR, Burlison PE, Rankin JS. Skin cancer in 
black patients. Cancer 1975;35:600‑5.

3.	 Bean DJ, Rees RS, O’Leary JP, Lynch JB. Carcinoma of the hand: 
A 20‑year experience. South Med J 1984;77:998‑1000.

4.	 Macartney JC, Rollason TP, Codling BW. Use of a histopathology 
data pool for epidemiological analysis. J  Clin Pathol 
1980;33:351‑5.

5.	 Oluwasanmi  JO, Williams  AO, Alli  AF. Superficial cancer in 
Nigeria. Br J Cancer 1969;23:714‑28.

6.	 Agir H, Adams BM, Mackinnon CA. Squamous cell carcinoma 
of the palm: A case report. Acta Orthop Traumatol Turc 
2007;41:321‑5.

7.	 Thomas  BP, Sasi  K, Pallapati  SC, Mathew  A, Sreekanth  R, 
Thomas M. Malignant tumours of the hand and wrist. Indian J 
Plast Surg 2011;44:337‑47.

8.	 Onuigbo WI. Malignant melanoma in the Igbos of Nigeria. Br J 
Plast Surg 1975;28:114‑7.

9.	 Hand Injuries: Get the Facts on the Types of Injuries. 
Available  from: http://www.emedicinehealth.com/hand_
injuries/article_em.htm. [Last visited on 2014 Nov 04].

10.	 Hegge T, Neumeister MW. Mutilated hand injuries. Clin Plast 
Surg 2011;38:543‑50.

11.	 Yessis Dr. Sportlab. Available from: http://www.doctoryessis.
com/2013/01/02/are‑your‑fingers‑susceptible‑to‑injury. [Last 
visited on 2014 Nov 04].

12.	 Carty MJ, Blazar PE. Complex flexor and extensor tendon injuries. 
Hand Clin 2013;29:283‑93.

13.	 Basden GT. Niger Ibos. London: Frank Cass and Co. Ltd.; 1966. 
p. 389‑98.

14.	 Chakrabarti I, Watson JD, Dorrance H. Skin tumours of the hand. 
A 10‑year review. J Hand Surg Br 1993;18:484‑6.

15.	 Joyner KS, Wilson B, Wagner RF, Viegas SF. Marginal excision 
of squamous cell carcinomas of the hand. Orthopedics 
2008;31:79.

16.	 EJF. What’s your poison? Health threats posed by pesticides 
in developing countries. London, UK: Environmental Justice 
Foundation; 2003. p. 12‑3.

17.	 Doll R, Fishbein L, Infante P, Landrigan P, Lloyd W, Mason TJ, 
et al. Problems of epidemiological evidence. Environ Health 
Perspect 1981;40:11‑20.

18.	 Abadir R, Zurowski S. Case report: Squamous cell carcinoma of 
the skin in both palms, axillary node, donor skin graft site and 
both soles – Associated hyperkeratosis and porokeratosis. Br J 
Radiol 1994;67:507‑10.

19.	 Seishima  M, Izumi  T, Oyama  Z, Maeda  M. Squamous cell 
carcinoma arising from lesions of porokeratosis palmaris et 
plantaris disseminata. Eur J Dermatol 2000;10:478‑80.



Onuigbo and Njeze: Squamous cell carcinoma

126
Nigerian Journal of SurgeryJul‑Dec 2016  |  Volume 22  |  Issue 2

20.	 Cardin‑Langlois E, Hanna D, St‑Amant M, Croteau F. Invasive 
squamous cell carcinoma of the hand in a patient with Kindler 
syndrome: Case report and literature review. Can J Plast Surg 
2010;18:e41‑3.

21.	 Diffey BL, Kerwin M, Davis A. The anatomical distribution of 
sunlight. Br J Dermatol 1977;97:407‑10.

22.	 Pearl DK, Scott EL. The anatomical distribution of skin cancers. 
Int J Epidemiol 1986;15:502‑6.

23.	 Sabin SR, Goldstein G, Rosenthal HG, Haynes KK. Aggressive 
squamous cell carcinoma originating as a Marjolin’s ulcer. 
Dermatol Surg 2004;30 (2 Pt 1):229‑30.

24.	 In: Parkin DM, Ferlay J, Hamdi-Cherif M, Sitas F, Thomas JO, 
Wabinga, et  al., editors. Cancer in Africa: Epidemiology and 
Prevention. Lyon, France: IARC Press (Publication No. 153); 2003. 
p 369‑70.


