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An aggressive Basal Cell Carcinoma with multiple
focuses and distant lung metastasis: case report
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Abstract

Basal cell carcinoma (BCC) is a malignant neoplasm derived from nonkeratinizing cells that
originate from the basal layer of the epidermis and it is the most common type of skin cancer in
humans. Giant BCC (i.e. greater than 5 cm in diameter) is quite rare and comprises 0.5 percent of
all BCC. Despite the high incidence of BCC, metastasis of this tumor is rare, with rates ranging
from 0.0028% to 0.55% of all BCC cases. In this case, the tumour reached a giant size and had a
pulmonary metastasis.,We aimed to emphasize that although BCC’s are usually indolent; the
importance of adequate surgery and chemoradiotherapy should always be considered in indicated
cases.
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Ozet

Bazal hiicreli karsinom (BHK) epidermisin bazal tabakasindan kaynaklanan ve nonkeratinize
hiicrelerden olusan en yaygin cilt tiimoriidir. Dev BHK (yani ¢ap1 5 cm’den biiyiik) oldukca
nadirdir ve tim BHK’larin %0,5’ ini olusturmaktadir. BHK insidansi yiiksek olmasina ragmen, bu
tiimoriin metastaz orani tiim vakalarin %0,0028-%0,55 arasinda degismektedir. Bu vakada timor
dev boyuta ulast1 ve akciger metastazi vardi. Burada, BHK’lar genellikle yavas seyirli olmasina
ragmen gerekli vakalarda yeterli cerrahi ve kemoradyoterapinin 6nemini vurgulamak istedik.

Anahtar sozciikler: Bazal hiicreli karsinom, metastaz, dev ¢ap, yeterli cerrahi
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Introduction

Basal cell carcinomas (BCC) are the most common cutaneous tumors, accounting for
approximately 70% of all malignant diseases of the skin [1]. BCC develop predominantly
in sun-damaged skin in individuals who are fair skinned and prone to sunburn. Typically
they have a pearly appearance with telangiectasia that may appear as a papule or nodule
that can be eroded or ulcerated. The multiple variants of basal cell carcinoma are cords of
basaloid cells and connected by the common histological feature of lobules, columns,
bands associated with scant cytoplasm and artefactual retraction spaces between the
tumour and stroma. It often presents a characteristic outer palisade of cells associated
with a surrounding loose fibromucinous stroma [2]. BCC generally occur as single
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lesions, although the occurrence of several lesions, either simultaneously or subsequently,
is not infrequent [3]. It is usually encountered when it is small in size. Giant BCC (i.e.
greater than 5 cm in diameter) is quite rare and comprises 0.5 percent of all BCC [4].
Basal cell carcinomas (BCC) are locally invasive tumors of slow progression and are
seldom metastatic [6-9] and rates ranging from 0.0028% to 0.55% of all BCC cases [5].
Because of these characteristics, doubts have been raised regarding their malignancy.
Occasional cases of highly invasive [6], sometimes metastatic [7,8] forms are
nevertheless observed. Some histological subtypes, e.g. infiltrative aggressive-type, seem
to have a higher potential for recurrence [9]. Although most basal cell carcinomas are
slow-growing, relatively non-aggressive tumors that are cured by most methods of
treatment, a minority have an aggressive behavior with local tissue destruction and,
rarely, metastasis [10]. Aggressive subtypes have been linked with chronic sun exposure
[10]. These aspects will be considered in further detail after the histopathology has been
discussed.

Case report

A 57-years man with a smoking history of 10 years was admitted to our hospital’s Plastic
and Reconstrictive surgery department with a complaint of a lesion that covered his left
eye. Lesion was inflammed and necrotic. The patient had a surgery from his right pinna in
1999. He had noticed lesions above his right eyebrow, on his nose and on his right hand
after the surgery (figure 1).

Figure 1. A complaint of a lesion that covered left eye.

He had neglected and had not any treatment for his recurrent lesions until the year 2007.
Biopsy was performed from these lesions in 2007. Microscopically the tumour cells
invaded through the dermis, with palisading of the cells at the periphery. The tumor cells
had a basophilic cytoplasma, increased nucleo/cytoplasmic ratio, prominent nucleoli, ill
defined cell border. The case was diagnosed as BCC according to histopathological
findings. Surgical exicision was performed. He was suggested to take radiotherapy,
because tumour surgery line was observed positive. He started radiotherapy but did not
complete the treatment. Lesions had covered his left eye in 2011 then he was admitted to
our hospital. Biochemical findings were within normal limits. A nodular lesion at right
medial lobe of his lung with a diameter of 8.5 x 8 mm and | lymphadenopathy at left
submandibular region were seen in dinamic contrast magnetic resonance imaging (MRI).
These findings were tconsidered to be a metastasing lesion. Frozen section was performed
to the lesion. Microscopically the tumour cellls had hiperchromatic nucleus, increased
N/S ratio, basophilic cytoplasma with palisading. Case was diagnosed as BCC (figure 2).
Noduler lesion at lung was surgically removed (figure 3). Then eye enucleation, maxilla
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anterior segment exicision, left servical neck dissection was performed. Macroscopically
tumour was 7.5 x 4 x 2 cm. Histopathologically there were palisading of the cells at the
periphery. The tumor cells had a basophilic cytoplasma, increased N/S ratio, prominent
nucleoli, ill defined cell border like the primary tumour. Tumour cells infilrated the
subcutaneous tissue with perineural invasion. It was diagnosed as infiltrating types of
BCC. He began to receive chemotherapy and no recurrence was noted during 6 months
follow-up.

Figure 2. The tumor cells increased N/S ratio (hematoxylin- eosine x 100).

Figure 3. Palisading of the cells adjacent to alveoli (hematoxylin- eosine x 100).

Discussion

The first report of metastatic basal cell carcinoma (MBCC) in the literature was in 1894
by Beadles [11]. The usual criteria used for the acceptance of metastatic basal cell
carcinoma are a previous or actual primary lesion in the skin and a metastatic lesion that
has a histological picture similar to that of the primary, and which could not have arisen
by direct extension from the primary lesion [10].

Cumhuriyet Tip Dergisi Cumhuriyet Tip Derg 2012; 34: 510-515
Cumbhuriyet Medical Journal Cumhuriyet Med J 2012; 34: 510-515



513

The formal diagnostic criteria for MBCC defined by Lattes and Kessler in 1951 include
the following conditions: 1) the primary lesion must originate in the epidermis or
follicular skin and not mucinous tissue, 2) spread must be to a distant site and not
represent simple extension, 3) the primary and metastatic lesions must have a similar
histologic appearance of BCC, and 4) no squamous cell features may be present. Risk
factors associated with the rare occurrence of metastasis include tumor size of less than
2cm, multiple primary tumors in the region of the head and neck, significant tumor depth,
fair skin, middle age, and male gender. Risk of metastasis has been further shown to
specifically correlate with the size of the primary tumor; tumors greater than 3cm
conferring 2 percent risk, greater than 5¢cm conferring 25 percent risk, and greater than
10cm conferring 50 percent risk. Immunocompromised patients and those with primary
BCC of the head and neck (65-88% of all BCC) are also more likely to have metastatic
disease [12]. In this case the primary lesion originated in the epidermis, lung was the
metastasing site and histopathologically it was the same as it was seen in the epidermis.
And there were signs of squamous cell features.According to these diagnostic criteria; the
criteria for MBCC defined by Lattes and Kessler was fullfilled (originate in the
epidermis, distant site, similar histologic appearance e.g.). Metastases occur most
commonly in the regional lymph nodes [10]. Metastatic basal cell carcinoma was
diagnosed by sentinel lymph node biopsy in one case [10]. It was only carried out
because lymphatic invasion was present in the primary cutaneous basal cell carcinoma.
Bones, lungs, and liver are less frequent sites of involvement [10]. This case was found to
have pulmonary metastasis and recurrences. Histological types of BCC have been
associated with different results and prognosis. Tumors can be classified as nodular,
superficial, micronodular, morpheic variety, infiltrating, pigmented, metatypic and
fibroepithelioma of Pinkus [13]. Barbaud et al. [8] performed a retrospective histological
and immunohistochemical study on 66 basal cell carcinomas (BCC). They showed that all
the clinically recurrent tumors were infiltrative aggressive-type BCC. Gropper et al. [14]
reported a metastatic basal cell carcinoma (nodular, adenoid infiltrative morphology) of
the posterior neck. This case was reported as infiltrating types of BCC. The 5-year
recurrence rate for basal cell carcinomas is approximately 5%, although this varies with
the type of treatment [15]. Although one study found almost no difference in the
recurrence rate of completely excised tumors and those with tumor excision at one
margin, the distance to the closest resection margin is an important predictor of
recurrence [16-19]. The goal of treatment is complete excision of the tumor with
preservation of surrounding structures in a way aesthetically acceptable [19, 20]. Mohs'
micrographic surgery is the standard treatment for all nonmelanoma skin cancer [20-22].
In a clinical trial by Kwan et al. [22], on 61 samples of patients with BCC diagnosis and
treated with radiotherapy, a 4-year local disease control was achieved in 86%, finding no
evidence of factors affecting loco-regional control. Median time of relapse was 40.5
months and relapses were locally situated in all cases. The patient had a surgery from his
right pinna in 1999. He had noticed lesions above his right eyebrow, on his nose and on
his right hand after the surgery. He had neglected and had not any treatment for his
recurrent lesions until the year 2007. Low level of knowledge about skin tumors may be
the explanation in some cases and a low social milieu, inadequate hygienic culture
associated with poverty. Slowly growing and old age, not painful neoplasm may also
result in a delay in seeking medical advice [23]. Giant BCC presents some common
epidemiological factors that include multiplicity of tumors, race, development on sun-
covered areas, neglect and tumor chronicity. Immunodeficiency and genetic
predisposition to BCC in other family members are not consistent factors, whereas
patients who develop a single small BCC, giant BCC frequently develops on skin that is
not typically exposed to sunlight, including the back, shoulder, leg and thigh [24]. Our
patient applied to hospital in 1999 and underwent surgery treatment. But he did not
receive radiotherapy and chemotherapy.

In conclusion, when BCC is left untreated for any reason it can reach giant size and can
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metastasize. Therefore, patients should be followed up.
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