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Various research has shown that non-melanocytic malignant skin lesion is one of the most common post-kidney 
transplant neoplasms. Multiple lesions and a more aggressive clinical course are more common in kidney trans-
plant patients than in the general population. This paper presents a case of malignant skin neoplasms in a patient 
10 years after cadaveric kidney transplantation. The patient received standard 3-component immunosuppression 
with satisfactory graft function (serum creatinine level remained at 157–178 μmol/L). Scalp neoplasm was removed. 
Histological examination revealed a morphological picture characteristic of basal cell carcinoma with squamous 
differentiation. Subsequently, a relapse of the skin neoplasm of the temporal region, as well as new lesions in the 
frontal region and the skin of the anterior chest wall, were discovered. Despite surgical treatment and close-focus 
x-ray radiation, the disease rapidly progressed and eventually led to death. Squamous cell carcinoma can progress 
very rapidly in patients after solid organ transplantation, despite ongoing combination treatment. Perhaps in such 
cases, it is worth cancelling immunosuppressive therapy completely and removing the kidney graft in order to 
control progression of the malignant tumor process.
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inTrODucTiOn
After solid organ transplantation and long-term im-

munosuppressive therapy, patients have a higher risk 
of developing skin infectious and oncological compli-
cations.

There are reports confirming the risk of developing 
skin cancer in this group of patients [6]. It is noted that in-
creased risk of skin cancer in kidney-transplant recipients 
receiving immunosuppressive therapy is proportional 
to therapy duration and dosage. In addition to immu-
nosuppressive therapy, other risk factors of skin cancer 
include exposure to ultraviolet (UV) radiation, childhood 
sunburn episodes, presence of solar keratoses, presence 
of pre-transplant tumor lesions, and male.

OBSerVaTiOn DeScriPTiOn
In 1999, 37-year-old patient S., started having increa-

sed blood pressure up to 200/120 mmHg. An examination 
in 2002 revealed changes in the general urine analysis 
(proteinuria, erythrocyturia). After a follow-up examina-
tion, he was diagnosed with chronic glomerulonephritis. 
The patient did not visit a nephrologist. In connection 
with progression of chronic renal failure since the end 
of August 2004, renal replacement therapy by long-term 
hemodialysis was started.
Having secured a suitable cadaveric donor, an ope-

ration was performed in January 2005 – cadaver kidney 

allograft, with immediate graft  function. The starting 
immunosuppressive therapy regimen was three-compo-
nent (cyclosporine, mycophenolate mofetil, methylpred-
nisolone) without monoclonal and polyclonal antibody 
induction. The postoperative period was uneventful, the 
patient was discharged for outpatient treatment on day 
20 after surgery.
Due  to  development  of  transplant  nephropathy 

in 2007, manifested by  elevated  creatinine  levels  to 
278 μmol/L and moderate albuminuria, cyclosporin was 
converted to tacrolimus, with a positive clinical effect; 
blood plasma creatinine stabilized at 156–167 μmol/L.
By the end of 2010, the patient was hospitalized for 

2-sided community-acquired pneumonia. After an anti-
biotic therapy course, without changing the immunosup-
pression regimen, he was discharged after radiographic 
verification of resolution of the pneumonia.
The follow-up period was uneventful; graft function 

was satisfactory,  serum creatinine  level  remained at 
157–178 μmol/L.
At the next visit to the clinic in 2015, skin neoplasm 

was detected in the left temporal region. The neoplasm 
was removed. Histological examination revealed a mor-
phological picture of basal cell carcinoma (BCC) exhi-
biting squamous differentiation, as well as focal areas of 
keratin pearls showing keratinization (Fig. 1).
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Fig. 1. Patient S. 57 years old. Morphological picture of BCC 
exhibiting squamous differentiation; presence of keratin 
pearls showing keratinization. Hematoxylin and eosin stain. 
×100

The postoperative period was uneventful. The pati-
ent was discharged for regular medical checkup by an 
oncologist at the patient’s place of residence.
In March 2018, temporal skin neoplasm recurred, and 

new foci were found in the frontal region, the anterior 
thoracic wall. Wide excision of all skin neoplasms from 
the base was performed. Histopathological examination 
confirmed squamous cell carcinoma (SCC) (Fig. 2).
The postoperative period was uneventful. Due  to 

progression of oncological process, a course of close-
focus x-ray radiation was carried out, dosage 3–5 g/
day, course 50–80 g.
Nevertheless, in July 2018, the process progressed 

into the soft tissues of the parietal region, destroying the 
skull bones (Fig. 3, 4). A biopsy of the parietal soft-tissue 
tumor was performed. Histological examination revealed 
a poorly differentiated SCC.
Despite ongoing  therapy,  the disease progressed, 

resulting in death three years after onset of the disease.

Fig. 2. Poorly differentiated squamous cell carcinoma. He-
matoxylin and eosin stain. ×100

Fig. 3. CT scan of the skull. Progression of the process into the soft tissues of the parietal region with destruction of skull bones

Fig. 4. CT scan of the skull. Progression of the process into 
the soft tissues of the parietal region with destruction of the 
skull bones
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DiScuSSiOn
Numerous data indicate that non-melanocytic skin 

cancer is one of the most common neoplasms in kidney 
transplant recipients [8, 9]. Multiple lesions and a more 
aggressive clinical course are more common in kidney 
transplant recipients than in the general population [1, 2].

The risk of developing skin cancer varies by geo-
graphic region. In particular, Australia has the highest 
incidence.

Sun exposure is one of the main risk factors for non-
melanoma skin cancer (NMSC) in kidney recipients. So 
according to Joanna Sułowicz et al., of all 53 NMSC le-
sions diagnosed in 25 of 486 patients with a transplanted 
kidney, 34 (64.2%) were located on the face, which is 
the area most exposed to ultraviolet radiation.

In a study by Imko-Walczuk on a population of kid-
ney transplant recipients from Gdańsk in Poland, location 
of skin cancers was similar to that observed in the general 
population (76% of SCCs and 72% of BCCs were related 
to the head and neck regions) [6].

The researchers found that NMSC occurrence increa-
sed with duration of immunosuppression and was 20.7% 
at 5 years, 37.35% at 10 years, and 53.08% at 15 years 
post-transplantation [5].

Most publications contain reports that SCC incidence 
prevails over that of BCC [4, 7].

Squamous cell skin cancer is a tumor originating from 
the squamous epithelium. It has a higher degree of ma-
lignancy than other skin tumors, and usually transforms 
from some precancerous diseases.

cOncluSiOn
It is quite difficult to reliably assess the risk factors for 

development and progression of malignant skin tumors 
in our patient.

Nevertheless, the Volgograd Oblast is a region with 
a fairly high UV load, which, of course, can have an ad-
ditional effect on patients at risk, particularly after solid 
organ transplantation. The first signs of the disease were 
noted 7 years after conversion of immunosuppressive 
therapy from cyclosporine to tacrolimus.

Surgical and radiation treatments for SCC of the skin 
on the background of immunosuppression in a trans-
plant recipient was accompanied by rapid progression 
despite treatment, resulting to death. Perhaps, in cases 

of rapid progression of malignant skin lesions in kidney 
transplant recipients, complete withdrawal of immuno-
suppressive therapy with high chances of graft loss in an 
attempt to save the patient’s life may be the alternative 
solution.
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