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NNonmelanoma skin cancers (NMSCs) are 
typically induced by ultraviolet light and usually 
involve sun-exposed areas of the body. They are 
rarely found on palmar aspects of the hands. We 
present a case of two distinct NMSCs, basal cell 
carcinoma (BCC) and squamous cell carcinoma 
(SCC), that presented as a single collision tumor 
on the palm of an elderly woman. An individual 
presenting with a BCC and SCC of the palm 
concurrently is rare, and, to our knowledge, a 
collision tumor of both entities in this area has 
not previously been described in the literature. 

CASE PRESENTATION
A 71-year-old woman presented for Mohs 

micrographic surgery (MMS) for a biopsy-proven 
SCC in situ on her left palm. The lesion was 
present for � ve years and had become irritated 
from use of her walker. She had no prior surgical 
treatment of the lesion. The lesion was initially 
misdiagnosed as dermatitis and treated with 
topical corticosteroids. Examination of the left 
palm demonstrated a 2.7cm × 2.6cm, well-
demarcated, erythematous, ulcerated plaque 
(Figure 1). The patient had no history of skin 
cancer, arsenic exposure, burn to the area, or 
ionizing radiation exposure.

The initial biopsy revealed an area of 
acanthosis with keratinocyte atypia involving 
the full-thickness of the epidermis with 
overlying parakeratosis. A tumor debulk 
was taken during MMS. The frozen histology 
revealed similar � ndings of acanthosis with 
keratinocyte atypia involving the full-thickness 

epidermis with overlying parakeratosis (Figure 
2). Separately, the dermis showed basaloid 
islands with peripheral palisading and stromal 
retraction (Figure 2c). These � ndings were 
consistent with that of a collision tumor 
consisting of a SCC in situ and a BCC. Clear 
surgical margins were obtained, and the defect 
was repaired with a full-thickness skin graft.

DISCUSSION
Pathogenesis. BCCs on the palm, while 

rare, occur relatively more often in patients 
with basal cell nevus syndrome (BCNS). BCNS is 
inherited as an autosomal dominant trait that 
results in an upregulation of cell proliferation 
and presents with multiple BCCs over the 
patient’s lifetime.1 One report describes a case 
of recurrent BCC of the palm in a 55-year-
old woman with a prior diagnosis of BCNS.2

Additionally, this patient had multiple BCCs 
removed from her scalp, face, neck, and trunk. 
Several other factors can predispose BCC 
development on the palm, including harmful 
chemical exposure (arsenic), ionizing radiation, 
or other hereditary syndromes, such as 
xeroderma pigmentosum.3

Factors responsible for the anatomic 
distribution of BCC are unknown, but typically, 
sun-exposed sites are more prone to BCC 
development. Up to one third of BCC cases, 
however, occur in sun-protected areas.4 A study 
by Graham and McGavran5 found the incidence 
of BCC on sun-exposed skin to be directly 
proportional to the sebaceous gland-density of 
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the area. This might explain why these cancers 
are more rarely found in nonglaborous regions, 
such as the palm. Mleczko et al6 postulated that 
palmar BCCs originate from progenitor cells of 
eccrine glands. Based on this theory, the high 
density of eccrine glands on the palm might 
actually predispose to BCC formation in this 
area. 

Because of its rarity, SCC of the palm might 
frequently be misdiagnosed, as was the case in 
our patient. In one case report, an SCC on the 
palm was described as a nonhealing ulcerated 
lesion in an area of previous trauma with 
positive axillary lymphadenopathy.7 Risk factors 
for palmar SCCs include arsenic ingestion, 
genetic syndromes, immunosuppression, viral 
infection, local radiation exposure, trauma, and 
chronic ulcers.8

It is not entirely uncommon for a BCC to 
develop alongside another cutaneous neoplasm. 
The most commonly reported combination of 
skin tumors is that of BCC and a melanocytic 
nevus.9 Cutaneous collision tumors are 
de� ned as two independent tumors that are 
anatomically close, yet separated from one 
another by a well-de� ned boundary.10 Various 
hypotheses exist regarding the pathophysiology 
behind collision tumor formation. Some theorize 
it to be purely coincidental, while others 
postulate that it might be the result of paracrine 
e� ects of one tumor in� uencing growth of 
nearby cell populations.11,12 In our case, the 
collision between the tumors did not appear to 
have an impact on the course of each neoplasm, 
as they continued to behave independently.13

Diagnosis. Collision tumors between 
BCC and SCC are not to be confused with 
basosquamous carcinoma (BSCC), characterized 
by aggressive growth.9 BSCC, also known as 
metatypical carcinoma, has the histological 
characteristics of both BCC and SCC within 
the tumor. The increased local aggressiveness 
associated with BSCC is hypothesized to be 
caused by the totipotent cells in BCC that are 
responsible for the squamous di� erentiation.14 

In a study examining staining patterns of 
BSCC, investigators found distinct transition 
zones within the lesion, suggestive of its own 
neoplastic properties as opposed to simply 
being a collision tumor.15 True collision tumors 
do not display a gradual transition zone and 
instead present a tumor-free zone between the 
two neoplasms on pathology, as seen in this 
case.12

Treatment recommendations. Treatment 
of these neoplasms is usually driven by 
tumor type, size, location, and depth of the 
tumor.9 Low-risk cutaneous lesions can be 
managed with cryotherapy, electrosurgery, 
topical treatment, or surgical excision.8,16

Cryotherapy can be used in cases of low-risk, 
well-de� ned tumors as it is fast and cost-
e� ective, but this method does not allow for 
the histologic con� rmation of tumor margins.16

Electrodissection and curettage destruction 
is also time-e�  cient and well-tolerated, but 
similarly does not allow for the histological 
con� rmation of tumor margins.16 Topical 
5-� uorouracil  and imiquimod are approved by 
the United States Food and Drug Administration 
(FDA) as treatment options for super� cial 
lesions and can provide superior cosmetic 
outcomes when compared with surgical 
options; however, results are dependent on 
patient adherence with multiple treatments 
over a long term of time.3,17 Standard wide, 
local excision is also an option with histologic 
margin con� rmation; however, it can be more 
debilitating, compared to tissue sparing MMS, 
as more tissue is removed and positive margins 
will necessitate additional surgery.16 Radiation 
is also a treatment option for nonsurgical 
candidates; however, radiation often requires 
multiple treatments and can have acute and 
chronic side e� ects.16 Our patient’s tumor was 
treated with MMS for margin control and tissue 
sparing, given its location. Prognosis of these 
patients is favorable, but routine follow-up 
should be performed. 

FIGURE 1. A 2.6cm x 2.7cm well-demarcated, erythematous, ulcerated plaque on the left palm

FIGURE 2. A) Debulk specimen, hematoxylin and 
eosin-stained (2×); B) higher power view of the 
basaloid tumor islands demonstrating peripheral 
palisading and retraction from the surrounding stroma 
(10×); C) higher power view of the full thickness 
keratinocytic atypia within the epidermis with overlying 
parakeratosis (10×)
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CONCLUSION
Concurrent but separate BCC and SCC of 

the palm is a rare diagnosis. BCC and SCC as a 
collision tumor in this area has not previously 
been described in the literature. While 
keratinocytic malignancies are uncommon 
on the palm, it is important to biopsy any 
suspicious lesion to prevent diagnostic delay. 
In our case, there was an absence of known 
risk factors. When diagnostic biopsy is unclear, 
patient history and clinical impression should 
be carefully considered to avoid misdiagnosis 
and delay in treatment. This type of lesion 
has been successfully treated with a variety 
of approaches, including cryotherapy, 
electrosurgery, topical treatment, and surgical 
treatment. The clinician should carefully 
consider tumor type, size, location, and depth 
before deciding on a treatment method. MMS 
allows for histologic con� rmation, better control 
of margins, and minimal involvement of healthy 
tissue, compared with other treatment options, 
and was successfully used in our patient. The 
prognosis of these patients is largely favorable 
with complete excision. 
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