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A Giant Polypoid Basal Cell Carcinoma
of the Lower Extremity
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Less than 1% of basal cell carcinomas are giant basal cell carcinomas. Giant basal cell
carcinomas are rare. They preferentially involve the trunk and are commonly associated with
neglect. Giant basal cell carcinomas of 10 cm or greater are associated with a high rate of
metastasis. We report a case of giant basal cell carcinoma of the leg which is not associated with
neglect and no signs of metastasis, despite being more than 10 cm in diameter. The present paper

includes a brief review of the literature.
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Introduction

asal cell carcinoma (BCC) is the most
B common malignancy of humans." BCC
frequently occurs on sun-exposed and
sun-damaged skin. Most BCCs are less than 1 cm
in diameter. Giant BCC is defined, by the
American Joint Committee on Cancer, as a tumor
larger than 5 cm in diameter. Less than 1% of all
BCCs achieve this size.” Giant BCCs more
commonly appear on the trunk and display a more
aggressive behavior, resulting in local invasion and
metastasis.” Herewith, we report a case of giant
BCC on the left lower extremity.

Case Report

A 65-year-old man from Afghanistan referred
to Faghihi Hospital Dermatology Clinic with an
ulcerative plaque on his leg for one-year duration.
The lesion started as a small papule on the left
lower leg and slowly progressed to a large plaque
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which then ulcerated as it increased in size
during a three month period.

The patient had complaints of mild pain while
walking, with occasional bleeding and serous
discharge from the lesion. He was not a smoker
and had no history of trauma, burn or radiation
exposure.

Physical examination revealed a dusky red to
violaceous fungating and vegetative sessile plaque,
16x12 cm in diameter, over the medial aspect of
the left lower leg (Figure 1). The center of the
lesion was depressed and no satellite lesion(s) were
present. Examination of the left inguinal area
revealed no lymphadenopathy. A complete
physical examination of all organs was performed
with no detected abnormalities. Routine blood tests
including complete blood count, erythrocyte
sedimentation rate, liver function tests, blood urea
nitrogen and creatinine were all within normal
limits. In addition to the above examinations, a
chest X-ray as well as an X-ray of the involved leg
were performed with no reported abnormalities.
Taking into account the results of all of the above
examinations, no evidence of metastasis was
detected.

A biopsy was taken from the lesion.
Histopathological examination revealed infiltration
of the dermis by variable sized nests of basaloid
cells with peripheral palisading of the nuclei and
focal artificial cleft formation (Figure 2). In the
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Figure 1. A vegetative sessile plaque with central
depression on the medial side of the left lower leg

deep dermis, the tumor cells grew in small nests
without palisading or clefting artifact. Pleomorphi-
sm and frequent mitotic figures were seen.

Consultation with a plastic surgeon led to
complete excision of the lesion.

Discussion

BCC is the most common skin malignancy in
Caucasians and is more common in males than
females.* Exposure to ultraviolet (UV) radiation is
the primary etiologic agent for the development of
BCC and accounts for the preferential distribution
of these tumors over heavily sun-exposed areas of
the body.”® Accordingly, about 80% of BCCs are
located on the head and neck, 10% occur on the
unexposed trunk, and only 8% of them are found in
the lower limb.” Other important pathogenic
factors include advanced age, specific phenotype
(fair complexions), genetic syndromes and
polycyclic aromatic amines.® These etiologic
factors must be considered when encountering
BCCs in non-sun-exposed areas including the leg.
In our case, there was no history of trauma or war-
injury and no exposure to any potential
carcinogenic chemicals.

Giant BCCs are rare tumors representing less
than 0.1% of all skin tumors.” Different criteria

A giant polypoid basal cell carcinoma
on the lower extremity
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Figure 2. The nodules of basaloid cells without artificial
clefts and only focal palisading of nuclei at the periphery
of some of the nests (H&E x100)

have been used to define giant BCC. Some have
defined giant BCC as a tumor of 10 cm or larger in
diameter.” However, according to the American
Joint Committee on Cancer classification, BCCs
are defined as TI1, if they are 2 cm or less in
greatest diameter; T2, if they are more than 2 cm
but not more than 5 cm in greatest diameter; and
T3 or giant BCCs, if they are 5 cm or more in
greatest diameter.'’ There are rare reports of giant
BCCs greater than 10 cm in diameter. They are
frequently located on a patient’s back because
tumors in this site often go unnoticed by the
patient. Skin malignancies, especially BCCs, rarely
reach a large size on the lower limb."' In our case,
the lesion was larger than 10 cm in diameter and
occurred on the lower extremity rather than on the
trunk.

Neglect and inadequate treatment of the
primary lesion are the most important contributing
factors to size in giant BCC." In addition, there
has been a strong association with chronic
alcoholism and iron deficiency anemia."" In our
case, there was no evidence of neglect as he had
referred to us less than a year after his lesion had
appeared and there were no signs of chronic
alcoholism or anemia. Moreover, patients who
have a BCC with an aggressive histologic subtype,
a history of radiation exposure and a recurrence
after previous treatment are at risk for giant BCC."
It has been shown that pre-existing cutaneous
changes are possible factors in the pathogenesis of
BCC on the lower extremities,'® although Betti et
al. have disagreed with this proposition."” Also,
there are some reports of association of HPV with
giant BCC." Finally, it has been stated that
cigarette smoking is associated with an increased
prevalence of BCC larger than 1.0 cm in
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diameter."”

Giant BCC are of four clinical subtypes:
exophytic  (vegetant),”*?'  noduloulcerative,*
morpheaform'® and extensively ulcerative.” ** The
exophytic BCCs often have a polypoid
appearance.”’ The polypoid variant differs from
other giant BCC in several ways: they appear on
the torso or extremity, rather than the head or neck,
the histologic type tends to be nonaggressive and
the lesions are amenable to surgical cure with low
metastatic potential.”®

Histological subtypes of giant BCC can be
divided into nonaggressive: nodular and superficial
subtypes, and  aggressive: = morpheaform,
micronodular and metatypal subtypes.”'’ Our case
revealed microscopic features of nodular BCC
which were predominantly micronodular in the
deep dermis, with no palisading of the cell nuclei
at the periphery. Pleomorphism and frequent
mitosis were seen.

In fact, giant BCCs are highly malignant,
destructive tumors which often lead to metastasis
and death. It has been stated that giant BCCs which
reach a critical size of 10 cm in diameter almost
always present with metastasis.” However, we
could not find any evidence of metastasis in our
patient despite a complete work-up. Maybe this
was attributable to the polypoid nature of the tumor
which was associated with a low degree of
metastatic potential as well as the favorable
pathology of the lesion in our case.

Finally, it should be emphasized that early
detection of these tumors by physicians or the
patient as well as early surgical intervention could
prevent tumor extension. Strategies to improve
public awareness regarding the signs of skin cancer
and careful screening examinations by all
physicians are therefore recommended.
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