A Case of Giant Basal Cell Carcinoma
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Giant basal cell carcinoma(BCC) is a clinical expression of a large-sized BCC, which can cause
extensive local invasion and disfigurement and have a particular capacity for metastasis. In the
development of this large tumor, several risk factors including patient neglect, aggressive his-
tological features and long duration, are identified. We have observed a very large BCC on the
forehead of anwlderly man for more than 4 years. He had been suffering from psychiatric dis-

ease for a long time, and patient neglect due to this problem played a crucial role in the de-
velopment of this giant BCC. (Ann Dermatol 9:(3) 236~238, 1997).
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Basal cell carcinoma is a malignant skin tumor
arising from the basal cells of the surface epidermis or
external root sheath of the hair follicle'. They are lo-
cally invasive and slowly spreading, but rarely
metastasize. Most are small and easily treated by a va-
riety of methods with an acceptable cure rate. A
rare variant, “giant” BCC has unusual large
size(>5 cm in diameter) and demonstrates very
malignant behaviors such as extensive local invasion,
dishgurement and metastasis”’. Here, we report a
case of giant BCC with psychiatric problem.

REPORT OF A CASE

A very talkative and restless, 73-year-old man
visited our department because of a huge, vegetative,
sessile and ulcerative plaque on the forehead
which he had had for at least 4 years. The lesion
masured 7X 7 cm and showed oozing and bleed-
ing(Fig. 1). There was no regional lymph node en-
largement. A skin biopsy specimen showed ade-
noid BCC associated with solid BCC of the infil-
trative type component(Fig. 2). Because he show-ed
aggressive behavior and talked to himself continu-
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ously at the time of diagnosis, we consulted the
department of psychiatry about his abnormal mental
status. These psychiatric symptoms had been present
for 30 years, with episodes occuring approximately
once a year. A diagnosis of bipolar disorder, manic
episode was made. After psychiatric treatment, the
patient calmed down and we planned to perform sur-
gical excision and a full thickness skin graft. How-
ever, routine preoperative laboratory tests and a
chest X-ray revealed severe pulmonary hyperten-
sion and this condition made surgical intervention
impossible. Therefore the patient was referred to
the department of therapeutic radiology for radiation
therapy. A time-dose schedule of 2.5 Gy was given at
2- to 3-day intervals over 1 month, for a total accu-
mulated dose of 50 Gy. The lesion responded very
well and a small atrophic scar was left(Fig. 3). After
radiotherapy, there was no evidence of recurrence for
6 months.

DISCUSSION

Classification, from the American Joint Com-
mittee on Cancer, was based on the size of the tu-
mor: T1, tumors 2 cm or less in greatest dimen-
sion; T2, tumor more than 2 ¢cm but not more
than 5 cm in greatest dimension; T3, tumor 5 cm or
more in greatest dimension*. Randle et al. desig-
nated tumors in the third category as “giant™.

The giant BCC is a rare variant of the usually
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Fig.1. Huge, vegetative, sessile and ulcerative plaque
on the forehead.

Fig. 3. Adenoid BCC with infiltrative properties in
the deeper aspect of the tumor(H&E, X 40).

small, indolent and nonaggressive BCC. Less than 1
% of all BCCs reach this size. There are several
clinical, environmental and pathological charac-
teristics that are more common in patients with
giant BCC than in patients with smaller lesions.
They are: long duration; patient neglect; aggres-
sive histological features; recurrence after previous
treatment and history of radiation exposure’. The
most important factor of all, however, is thought to
be patient neglect’.

Neglect may be the result of denial or cognitive
impairment(for example, depression, dementia,
and Alzheimer’s disease) or associated with a low ed-
ucational level. On the contrary, a small number of
patients admittedly neglected their cancer because
they were “too busy” to seek treatment’. Qur patient
had a long history of bipolar disorder, and this un-

Fig. 2. After radiotherapy, a large portion of the lesion
disappeared, leaving a residual atrophic scar with pe-
ripheral hyperpigmentation.

doubtedly contributed to the progression of the tu-
mor to such a large size.

The histological features of the tumor may also be
a factor in the development of giant BCC. Certain
histological forms(infiltrative, morpheaform, and
metatypical) have been associated with a wide
subclinical extension and high recurrence rate®®.
Thus, they are classified into aggressive subtypes.
Common features of these histological subtypes of
BCC include small masses and thin strands of tumor
cells. They tend to grow along spaces between the
collagen and hair follicles, sweat glands, cartilage,
bone, nerves, and vessels to deeply invade the dermis
or subcutaneous tissue’. Barsky et al. found high
levels of type IV collagenase(capable of degrading
basement membranes) in morpheaform BCC and
proposed that this increase is a mechanism by
which the morpheaform tumor could invade host tis-
sue and, therefore, grow to a giant size’. In our
case, the histopathological finding showed mainly
the adenoid type, but the infiltrative subtype co-
existed partly.

Subclinical extension means small, fingerlike
outgrowths into the tumor circumference horizon-
tally. It depends on two factors, the histological
subtype and tumor size, and is responsible for re-
currence after inadequate treatment'. Salache and
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Amonette"" reported subclinical extensions of
morpheaform BCC 7.2 mm beyond the clinically es-
timated borders, compared with 2.1 mm for nodular
lesions. A tendency for perineural and perivascular
invasion adds to the difficulty in surgical eradica-
tion'.

Patients with giant BCC are more likely to have
previously been treated one or more times. Besides
subclinical extension, the type of treatment selected
is one explanation. A significant percentage of pa-
tients with T3(68%) and T2(58%) BCC had re-
currence after one or more unsuccessful treat-
ments, compared with patients with smaller
BCCs(4-14%)°. In other words, the recurrence
rate after treatment of recurrent lesions are much
higher than that of the primary BCC. Clearly, the
type of treatment selected for primary and recur-
rent tumors is of considerable importance to prevent
another recurrence and the potential progression
to a giant BCC™,

Metastatic BCCs are rare, but when they occur,
they are often associated with giant BCCs. The
large size of the primary lesion is the most out-
standing feature of metastatic disease and metastat-
ic potential is related to the depth of invasion®.
The 3 cm tumors metastasize at a rate of 1.9%, in
contrast to 0.03% for the ordinary, small BCCs’.
Furthermore, tumors more than 25 cm in diameter
demonstrate a universal capacity for metastasis or fa-
tal outcome’. This suggests that BCCs are potentially
lethal when they achieve a critical mass. However,
our patient did not show any evidence of metastasis
at the time of diagnosis.

For the treatment of the giant BCC, a variety of
modalities have been used with inconsistent re-
sults. They include surgical excision and grafting,
Mohs micrographic surgery or radiation therapy’”. In
our case, radiation therapy was recommended due to
severe pulmonary hypertension, which was a con-
traindication to general anesthesia, and the out-
come was satisfactory.
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