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Metastatic Basal Cell Carcinoma: A Case Report

Edward Taylora, c, Jamie Evansb

Abstract

An 86 year old lady presented to her GP with a 2 month history 
of right hip and left thigh pain. Pelvic plain x-rays revealed a lytic 
lesion in the left femur and right acetabulum. Thorough clinical ex-
amination found an 80 x 60 mm exophytic tumor with an ulcerated 
surface on her left shoulder. This had been present for over 4 years, 
the patient believing it ‘just a patch of eczema’. A subsequent CT 
chest, abdomen and pelvis revealed further bony lesions in her ster-
num, first rib and sacrum. A biopsy of the left shoulder lesion con-
firmed ulcerated basal cell carcinama (BCC). Hisological and im-
munohistochemical examination of a biopsy from the bony lesion 
in the sternum and first rib confirmed a diagnosis of metastaic BCC. 
Our patient commenced on treatment with imiquimod cream to the 
primary BCC, had a rod inserted into her left femur in order to pre-
vent a pathological fracture and was offered palliative radiotherapy 
for the metastatic deposits, which she declined. She died six weeks 
later. Worldwide BCC incidence is increasing, but has very high 
cure rates with early complete surgical excision. Metastatic BCC is 
very rare but incidence is higher with larger tumors, because large 
vessel blood supply may facilitate haematological seeding of the tu-
mor. Once it metastasises, BCC is highly malignant with short sur-
vival times, usually measurable in months. Our patient is likely to 
have had metastatic disease for some months prior to presentation.
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Introduction

The worldwide incidence of basal cell carcinoma (BCC) is 

increasing [1], but patients can see very high cure rates with 
early complete surgical excision. Metastatic BCC is rare, af-
fecting 0.028-0.5% of the population [2, 3]. Once it metas-
tasises BCC is highly malignant with short survival times, 
usually measurable in months. We present a case of BCC on 
the shoulder that metastasised to bone.

 
Case Report

An 86 year old housewife presented to her GP complaining 
of right hip and left thigh pain for 2 months. She reported 
weight loss of 2 kg over the last 6 months. She had a past 
medical history of a thyroidectomy for a multinodular goitre 
in the 1940’s, rheumatoid arthritis and hypertension.

Her GP arranged a plain radiograph of her pelvis which 
demonstrated a lytic lesion in the left femur and right ace-
tabulum (Fig. 1). He referred her urgently to the orthopaedic 
outpatient clinic.

On examination she was comfortable, but cachectic 
and pale. An 80 x 60 mm exophytic tumor with an ulcer-
ated, haemorrhagic surface was found on her left shoulder 
(Fig. 2) with left sided axillary lymphadenopathy. On further 
questioning she admitted to having noticed what she thought 
to be a ‘patch of eczema’ on her left shoulder for the last 4 
years, which had ulcerated over the last 18 months. She did 
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Figure 1. Pelvic x-ray demonstrating a lytic lesion in the right 
acetabulum and left femoral shaft.
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not want to be a bother to her doctor and so had been dress-
ing the ulcerated tumor herself.

She was admitted for further investigation.
Her myeloma screen was negative. A CT chest, abdo-

men and pelvis revealed bony lesions in her sternum, first 
rib, sacrum, right acetabulum and left shaft of femur (as seen 
on her initial x-ray, Fig. 1).

Hisological examination of a biopsy from the left shoul-
der lesion confirmed an ulcerated BCC (Fig. 3) and biopsies 
of the bony lesions in the sternum and first rib were provi-
sionally reported as “either BCC with squamoid differentia-
tion or basaloid SCC” (Fig. 4).

The tumor was CK5 positive, consistent with a BCC or 
a squamous cell carcinoma: the positive BerEP4 was con-
sistent with a BCC of skin, however, a basaloid SCC of en-
dodermal origin (namely, oropharyanx, oesophagus, lung or 
anal canal) would also show this immunohistochemical pro-
file, but in this case the clinical examination eliminated this 
possibility. Therefore a diagnosis was made of metastatic 
basal cell carcinoma.

Our patient commenced on treatment with imiquimod 
cream to the primary BCC, had uneventful rodding to her 
left femur in order to prevent a pathological fracture and was 

offered palliative radiotherapy for the metastatic deposits, 
which she declined. She died six weeks later.

Discussion
  
BCC is a common skin cancer and is showing a worldwide 
increase in incidence by up to 10% per year [1]. Thankfully, 
the incidence of metastatic basal cell carcinoma is rare, af-
fecting just 0.028-0.5% of the population [2, 3].

One of the predictors of aggressive behaviour is a large 
primary, as large blood vessel supply may facilitate seeding 
of the tumor via the haematological route [3]. BCC’s of the 
face and scalp are thought to have a greater tendency to me-
tastasise because of the increased concentration of large-cal-
ibre vessels [4].The incidence of metastatic spread has been 
reported as 2% in BCC’s with a diameter larger than 3 cm, 
25% for diameters larger than 5 cm and 50% for tumors with 
a diameter larger than 10 cm [4]. The most common sites 
of metastasis are the regional lymph nodes, followed by the 
lungs and bones [4-6]. Metastatic spread to skin, liver, and 
pleura has also been observed, but is less common [7].

Once it metastasises, BCC is highly malignant with a 
median survival of 8 months [6, 8]. The 5-year survival is 
estimated at 12% [9]. It is not possible to tell how long our 
patient had had metastatic disease, though judging by the 
sizes of the deposits, it is likely they had been present for 
several months.

Our patient lived to a respectable age despite her meta-
static cancer, but had she presented when her BCC was just 
‘a patch of eczema’ the outcome may have been different. 
Early complete surgical excision of BCC has 5-year disease 
specific survival rates of more than 99% for primary tumors 
not involving the head [10].
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Figure 2. Left shoulder xray demonstrating the ulcerated 
tumor.

Figure 3. A photomicrograph of the primary BCC on the left 
shoulder.

Figure 4. A photomicrograph of the BCC in the bone marrow.
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