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Giant squamous cell carcinoma in HIV-positive patient
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CLINICAL INFECTIOUS DISEASES 
IMAGES

Sixty year-old male, white, and HIV seropositive 
in use of zidovudine, lamivudine and efavirenz, 
presenting tumor located in scalp, progress-
ing with rapid growth during one year. Upon 
dermatological examination, it was evidenced 
extensive tumor of infi ltrated and exophytic 
appearance, covered by necrotic material, and 
located bilaterally in the parietal region (Fig-
ures 1, 2). The histopathological examination 
revealed a diagnosis of well differentiated sq-
uamous cell carcinoma (SCC), (Figures 3, 4). 
Additional tests were performed, such as CD4: 
62 cells/mm³; CD8: 1,654 cells/mm³; viral load: 
91,000 copies. CT brain scan revealed cerebral 
foci of calcifi cation in the suprasellar region 

Figure 1: Front view of the lesion, with its 
appearance and vegetative tumor.

Figure 2: More detail, showing the real extent 
of the tumor with necrotic and infiltrating 
appearance.

Figure 3: Neoplastic proliferation composed of 
squamous cell masses (HE, 10X).

Figure 4: Formation of structures that replicate 
the look of pearl cornea (HE, 100X).
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Figure 5: Brain Computerized tomography: tumor invasion 
through the skull.

and basal ganglia on the left, with about 1.50 cm in diameter 
and invasion to the skull along the interparietal suture (Fig-
ure 5). The patient evolved with pneumonia and subsequent 
death, it was not possible to investigate visceral metastases. 
The skin is the most frequently organ affected in HIV serop-
ositive patients, and the prevalence of skin problems during 
the course of infection may reach 92%.1 SCC is a malignant 
skin cancer with an invasive nature, consisting of atypical 
proliferation of spinous cells that may cause metastases to 
regional lymph nodes and internal organs, accounting for 
about 25% of skin cancers.2 Immunosuppressed patients 
have a greater potential for tumor growth, cell differen-
tiation, and aggressiveness that can occur in all HIV infec-
tion stages.3 The local recurrence, metastasis, and survival 
are not related to the number of opportunistic infections 
or CD4 count and should be treated aggressively, after as-
sessing the degree of immunosuppression and prognosis of 
HIV infection. Mohs micrographic surgery is the treatment 
of choice.4
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