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ABSTRACT

Although basal cell carcinoma is a very common malignancy, metastasis from this tumour is extremely rare. For this reason,
many plastic surgeons, dermatologists and physicians dealing with skin malignancies consider this as a locally invasive malig-
nancy. We present a rare case of metastatic basal cell carcinoma manifested as a bronchial tumour. This case highlights the
fact that despite basal cell carcinoma’s local invasive potential, the possibility of distant metastasis still exists and clinicians
should therefore be cautious about interpreting extracutaneous symptoms. Chest physicians should always consider the possibi-
lity of this rare tumour in the lungs in patients with a history of large basal cell carcinomas in the head and neck region.
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Basal cell carcinoma (BCC) is the most common skin
malignancy in the UK.1 It accounts for 10–15% of carcino-
mas in women and 20% in men. The majority (80–85%) of
BCCs occur in the head and neck area.2 Despite its high
incidence, metastasis is uncommon with a reported fre-
quency of 0.0028–0.5% of cases.3 We report a case scalp
BCC with metastasis to the right main bronchus.

Case History

A 67-year-old man presented with a non-healing BCC on
his scalp. He had had radiotherapy for treatment of tinea
capitis on his skull as a child. As a result, he had had sev-
eral excisions for multiple recurring scalp BCCs over a
period of 15 years.

As the patient had an unstable scalp, he underwent
extensive excision of scalp skin and resurfacing of part of
the scalp with an anterolateral thigh (ALT) flap. His post-
operative recovery was complicated by a pulmonary embo-
lus, which was diagnosed with ventilation-perfusion lung
imaging.

Two years later, the patient had a tissue expander
inserted under the ALT flap to provide tissue for further
excision and resurfacing of the rest of his scalp. A few
months later, he developed breathing problems in the form
of dry coughs and right lower chest pain. He also had 17kg
of weight loss.

A chest x-ray showed a deviated trachea to the right and
widened mediastinum as well as minor right middle zone
opacity. Computed tomography showed a mass on the right

main bronchus less than 10mm from the carina with sig-
nificant narrowing (Fig 1).

A bronchoscopy confirmed obstruction of the right main
bronchus by infiltrated irregular mucosa with necrosis.
Bronchial biopsy showed a non-small cell carcinoma with
basaloid features. Immunohistochemical staining for kera-
tins 5/6 and anion exchange proteins 1/3 showed a positive
staining pattern of the tumour cells and a negative staining
pattern for thyroid transcription factor-1, consistent with a
diagnosis of a metastatic BCC (Fig 2).

The patient had another bronchoscopy and a stent was
inserted in the right main bronchus. He underwent radical
radiotherapy. He was not considered suitable for any fur-
ther treatment for scalp BCCs and the tissue expander was
removed. He subsequently had stenting of his right main
bronchus and is stable at the moment.

Discussion

BCC is the most common of all skin malignancies, account-
ing for 65–75% of all skin cancers.4 BCCs are usually slow
growing and rarely metastasise.3 Risk factors for metastasis
in BCCs include a history of irradiation,5 large and deeply
invasive tumours, perineural invasion and multiple local
recurrences.3 A localised metastasis is treated with surgery
but the widespread disease is treated by radiotherapy and/
or chemotherapy. The results of these treatments are not
very promising, with an estimated median survival after
metastasis ranging from 8 to 14 months. The longest known
survival is 25 years.6
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Conclusions

As plastic surgeons dealing with BCCs and skin malignan-
cies, we should be cautious about patients with BCCs and
risk factors for metastasis, and we should investigate any
extracutaneous complaint promptly.
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Figure 1 Spiculated soft tissue mass with strands of tissue
(A) extending into the adjacent lung parenchyma, which is a
feature of metastatic carcinoma

Figure 2 Nests of malignant cells surrounded by loose stroma
(A) and cleft-like retraction spaces between nests of cells and
surrounding stroma (B)
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