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Abstract 

Introduction: Metastasis of primary basal cell carcinoma (BCC) on thoracic wall is rarely reported in literatures. 
Metastasis of cancer to the lung is suggested of hematogenous spread to the lung. We reported the only case of 
metastatic BCC encountered in Dr. Moewardi Hospital Surakarta.  

Case: A 62-year-old female patient was referred to our hospital with a recurrent lump on the anterior part of her chest 
accompanied by radiating pain to the back lasting for about a year. Previously she had undergone surgery, but the lump 
regrew on the similar location. Histopathology finding revealed infiltrating BCC. Chest radiograph showed miliary type 
pulmonal metastasis. Contrast CT-Scan imaging revealed a malignant solid mass on the anterior thoracic wall with lung 
metastasis, manifesting as pneumonia and left pleural effusion, in accordance to pneumonic and subpleural type 
pulmonal metastasis. Subsequently, patient underwent chemoradiotherapy, resulting in positive response of tumor 
regression. 

Conclusion: Clinicians need to exercise a high index of suspicion of metastasis for the management of patient with BCC 
on rare sites such as anterior chest.  
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1. Introduction

Basal cell carcinoma (BCC) primarily manifests as an indolent yet malignant cutaneous neoplasm originating from the 
basal cell layer of epidermis. Its characteristic is marked with local aggressive invasion into adjacent soft tissue 
structures, including the skin, muscles and bones.1 BCC represents as the most prevalent cutaneous malignancy, 
however cases of distant metastasis of BCC remain a rare entity in BCC clinical course. The extremely low of incidences 
of metastatic BCC have been reported in many literatures, which were predominantly featured in the lymph nodes, 
lungs, or bone. Surgery remains as the treatment of choice of primary BCC; while chemotherapy is indicated for 
metastatic BCC. Imaging plays a major role in the staging and follow-up of metastatic BCC. Distant metastasis from a 
BCC should be included in the follow-up assessment of BCC on the rare sites and prior history of cutaneous BCC. In this 
report, we present a case of lung metastatic from primary BCC in anterior chest wall.  
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2. Methods 

A 62-year-old female was referred to Dr. Moewardi Hospital with a lump in the chest area. The lump was painful 
radiating to the back. She had undergone surgery a year before at the local hospital, with histopathologic finding showed 
infiltrative subtype of BCC. Six months following the surgery, the lump regrew. The patient again felt the pain in his 
chest and back. She was later referred to Dr. Moewardi Hospital for further workup. Clinical physical examination 
showed a 5x4 cm lesion, with centrally ulcer bordered with slightly elevated rim, with fixed and firm consistency, 
overlaying on post-excision scar on her chest anterior. Chest X-ray showed miliary type pulmonary metastasis. Multi-
slice CT scan with contrast demonstrated a mass on the sternal region of anterior chest which invades into manubrium 
sterni and anterior ribs of 1 and 2 bilaterally. It was also shown pneumonia and left pleura effusion, of which in 
accordance to pneumonic and subpleural type pulmonary metastasis. The patient was subsequently prescribed for 
chemotherapy and radiation therapy. Further follow up showed positive response as demonstrated by shrunken 
tumoral size. 

 

Figure 1 Physical examination on chest anterior shows a 5 x 4 cm of an immobile centrally ulcerated mass with 
slightly elevated rim. The mass has firm consistency, overlaying on post-excision scar. 

 

 

Figure 2. (from upper left counter-clockwise) A. Chest x ray reveals pneumonia on both lung fields, consistent to miliary 
type lung metastasis; B. Ultrasound on anterior chest shows solid ill-defined mass with irregular border. Colour doppler 
ultrasound demonstrates limited vascularization within the mass; C. Chest CT Scan with contrast, reveals infiltrative 
solid mass on sternal region with destruction of sternum bones and anterior ribs 1 and 2 (blue arrow). Other findings 
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pneumonia (white arrows) and pleural effusion (not shown) which consistent to pneumonic and subpleural type 
pulmonal metastasis. Enlarged lymph nodes were found in both axillae (not shown). 

3. Discussion 

Basal cell carcinoma (BCC) attributes 80% of keratinocyte carcinomas, which are reported as the most common 
malignancies worldwide. The incidence of BCC is increasing especially for those age over 40 years, higher rate among 
male compared to female, Caucasian over other races and living in lower latitude over the higher ones.2 BCC mostly 
presents as local destructive infiltration to adjacent skin and soft tissue with only small proportion results in death or 
metastatic.3 There were large variation of the estimates of metastatic BCC incidence, however all literature reported 
extremely rare incidence of only 1 in 1,000 to 35,000.4 

Our current case is the only metastatic BCC we encounter in the past approximately five years in our institution. 
Presenting as a lung metastasis of primary BCC in the chest wall of an Asian female adult. It has been reported that 85% 
cases of metastasis arising from the primary tumor situated in uncommon predilection sites including head and neck 
region, chest, back and extremities.5 Histopathologic finding of primary lesion showed infiltrative type. Despite there is 
no evidence if whether any histologic variety of the primary tumor will result in the difference of likelihood of 
recurrence or metastasis, the infiltrative type of BCC has been purportedly suggested presenting aggressive nature of 
BCC.2 Aggressive subtype of BCC present an increased risk of invasion into adjacent skin layers. Infiltrative subtype is 
characterized with distinct stromal fibrosis, dense collagen bundles, and fibroblast-rich component. Despite 
conventional variant classification of BCC, admixture of BCC variants attribute up to one third of all BCC cases.6 

Lung ranks as the second most frequent metastatic dissemination of BCC following regional lymph nodes, followed by 
bones, skin and other organs via hematogenous spread or direct extension. In the advance stage of course of the disease, 
metastasis into liver, viscera organs and subcutaneous may occur following regional lymph nodes, lungs, or bones.7 The 
size of the primary tumor and the depth of tumor invasion are two determining risk factors of metastasis.8 It was 
reported that the larger primary tumor size pose the greater risk of metastasis as the outcome. Our patient was 
presented to our hospital months following her initial surgery, thus we have no recorded information about the exact 
size of the primary tumor. It was estimated the size of her primary lesion could be greater than 5 cm as evidenced from 
the size of post-excision scar. Lesion of more than 5 cm in diameter bring the risk up to 25% increase of metastasis.9 

Another features could bring considerable risk of metastasis in our patient who had developed BCC at the age of late 
adult, its localization over skin of anterior chest area and recurrence of multiple lesions following within short interval 
after its initial excision. It seems that it is not necessarily the BCC over head and neck region which metastasis as has 
been suggested by Malone et al.5 BCC over sites other than common predilection, such as chest as in our patient, presents 
equal chance to metastasis. Invasion of the adjacent soft tissue and bones is rarely occurred.  

Depending upon the location and extent of the tumor, treatment of choice for metastasis BCC generally consists of wide 
surgical excision for local infiltration and combination with chemotherapy and radiation therapy for distant metastasis. 
The main aim of the surgery is complete resection of the tumor with clear margins as evidenced by histopathology. The 
recurrence rate following surgical resection has been reportedly varies between 5% to 30% for complete excision 
without and with positive margins.7 Conventional chemotherapeutic drugs including cisplatin, fluorouracil, vincristine, 
cyclophosphamide, doxorubicin, and methotrexate have been used as single agent or in combination. In advanced and 
unresectable BCC, cisplatin-based chemotherapy has shown the best efficacy, both as a single agent and in combination 
with other chemotherapeutic agents.10  

Despite the high incidence of primary BCC, the rarity of metastatic BCC has made it difficult to characterize its etiology, 
risk factors, and therapeutic options and efficacy. In addition to the indolence nature of BCC, perhaps has contributed 
to underestimation of clinical course and largely public health impact of BCC, thus result in paucity of knowledge on 
management of BCC. Most of published literatures were based on individual or serial case report, and very few were 
based on prospective study. More future epidemiological and clinical studies are demanded to strengthen fundamental 
body of knowledge and evidence of, specifically risk factors, diagnosis, therapeutic efficacy and prevention.  

4. Conclusion 

In practical clinical view, diagnosis and therapy of all cases of BCC at the earliest is imperative to provide the best 
efficacious treatment and prevent possibility of metastasis in the future. Clinicians need to exercise a high index of 
suspicion of metastasis for the management of patient with BCC on rare sites such as anterior chest.  
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