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Giant Basal Cell Carcinoma Causing Axillary Contracture:
A Case Report of an Unusual Localization of an Advanced Case
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Basal cell carcinoma (BCC) is the most common type of non-melanoma skin cancer. Al-
though BCC arises most commonly in sun-exposed areas of the body, such as the head and
neck, it infrequently can be seen in sun-protected parts as well. Axilla is one of the least en-

countered areas of BCC. Delay in the diagnosis or management alongside negligence of the
patient can lead to a tumor reaching a giant size. We report a case of giant axillary BCC in a

Corresponding Author

Abbas Albayati

Department of Plastic, Reconstructive and
Aesthetic Surgery, Baskent University Faculty
of Medicine, Fevzi Cakmak Cad. 5. Sok. No:
4, Bahcelievler 06490, Ankara, Turkey

Tel: +90-312-203-05-35

Fax: +90-312-223-73-33

E-mail: albyati17@gmail.com
https://orcid.org/0000-0003-2806-3006

*Presented at: 40th National Congress of
Turkish Society of Plastic Surgery, 17 ~21
October 2018, Antalya, Turkey.

INTRODUCTION

Basal cell carcinoma (BCC) is the most common skin cancer
and constitutes 80% of non-melanocytic skin cancers'. Al-
though most cases are located in head and neck region, 9%
can occur in areas of skin not exposed to sun, for example,
perineal region, nipple, areola and axilla>. BCC located in ax-
illary region is extremely rare, and most of the patients do not
show any relevant risk factors for skin cancer’. According to
American Journal of Cancer Comittee (AJCC), any BCC with
a diameter more than 5 cm is known as giant BCC". Less than
0.5% of BCCs reach this size. Giant BCCs most commonly ap-
pear in the face and on the back. Here we report a female case
with giant BCC in the right axilla. To our knowledge this is
the first case of giant axillary BCC reaching this size.

59-years old female patient with no known risk factors for skin cancers. The tumor was ex-
cised with wide margins, and the tissue defect was reconstructed with latissimus dorsi mus-
culocutaneous flap. A 3-year follow-up did not show any sign of recurrence or metastasis.
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CASE REPORT

A fifty-nine years old female patient presented to us four years
ago with an open wound in right axilla for a duration of one
year. The condition started as a small mass that was recog-
nized by the patient accidentally. The mass started to increase
gradually till three years ago, when it was associated with foul-
smelling discharge. Medical history was irrelevant for risk fac-
tors of skin cancer. There was no significant family history of
skin cancer. On physical examination the patient had an 8x6
cm ulcer with elevated edges in right axillary region (Fig. 1).
The base of the ulcer extended deeply into the axilla and it was
tilled with granulation tissue. There was a brownish discharge
with foul smell. Abduction of right arm was limited to 50
degree due to contracture effect of the lesion. Neurovascular
examination of upper extremity revealed hypoesthesia of the

volar and medial aspects of forearm. No regional lymphade-
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Fig. 1. Giant basal cell carcinoma in axillary region.

nopathy. Laboratory tests, chest radiography and computed
tomography (CT) of chest and abdomen were also normal.
Magnetic Resonance Imaging of axillary region showed
a local tumoral invasion enclosing brachial plexus and axil-
lary artery and vein. An incisional biopsy was performed and
confirmed the diagnosis of BCC. Wide excision and recon-
struction with latissimus dorsi musculocutaneous flap was
planned. In supine position, tumor excision was done with 1
cm free surgical margins. Level I axillary lymph nodes were
included in the same specimen. At the base of the tumor, the
lesion was dissected meticulously from underlying neurovas-
cular structures. Immediately following tumor removal, an
abduction of 140 degree has been recovered. On lateral posi-
tion, 7x12 cm ipsilateral latissimus dorsi musculocutaneous
flap was elevated and adapted on tissue defect in the axilla.
Histopathological investigation confirmed a mixed type BCC
with nodular, adenoid and metatypic patterns (Fig. 2). The
depth of invasion was 35 mm. There were an extensive ulcer-
ation and scattered necrotic areas with no lymphovascular
invasion. Histopathological assessment showed a positive
surgical margin at the base of the tumor where the lesion was
in direct contact with axillary artery while peripheral margins
were free of tumoral involvement with least resection margin
located 0.8 cm from the lesion. There was no microscopic evi-
dence of nodal metastasis. Patient was consulted to oncology
for advanced investigations and adjuvant therapy. The patient

had 15 sessions of radiotherapy after the surgery. Simultane-
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Fig. 2. Histopathology of basal cell carcinoma Atypical basaloid
cells with peripheral palizading showing invasion of the dermis in
a nodular pattern (H&E, x40).

Fig. 3. (A) Clinical photograph of axilla 6 months after the surgery
showing a successful reconstruction. (B) Achievement of 140 de-
gree of shoulder abduction.

ously, the patient was started on Vismodegib (Erivedge®) on
postoperative 1st month at a dosage of 150 mg given orally
each day. Furthermore, the patient was consulted to a physio-
therapist for shoulder movements. Shoulder abduction of 160
degree was gained after three months of rehabilitation (Fig. 3).
The patient was followed-up for 3 years with no sign of recur-
rence or metastasis.

The authors certify that they have obtained all appropri-
ate patient consent forms. In the form the patient has given
her consent for her images and other clinical information to
be reported in the journal. The patients understand that their
names and initials will not be published and due efforts will
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be made to conceal their identity, but anonymity cannot be

guaranteed.

DISCUSSION

The case presented is unique in that it illustrates two rare en-
tities of BCC; the giant dimension and the axillary location
of the tumor. Although the ultraviolet radiation exposure is
one of the most important risk factors for BCC, this truth
dose not explain the incidence of these skin cancers in sun-
protected parts, like the axilla. Heckmann et al.” proposed a
theory explaining why BCC may occur in sun-protected parts.
Certain concave parts of the body have numerous skin folds
with reduced skin tension. A disturbed cell-matrix interaction
in these areas may be a potential risk factor for skin cancers.
Strickland et al.’ supposed that tumorgenesis in these areas
can be explained by the effect of ultraviolet in distant sun-
exposed parts leading to decreased immune surveillance.

The total number of axillary BCC barely reached 69 up un-
til February 2014”. In a review done by Cohen et al., axillary
BCC presented as asymptomatic nodule in most of the pa-
tients. Unlike most of the axillary BCC, our case is presented
as an ulcerative lesion. Although giant BCC most commonly
appears in the face and on the back, the atypical localization
in our case was a prominent feature.

The number of reported cases of giant axillary BCC cases
is limited. Wani et al.® reported a similar case with a size
smaller than that of our case (8x5 cm). Yii and Niranjan’, re-
ported a case of axillary BCC with a size of 6x3 cm, in which
the patient had a total of four recurrences within four years
all treated with tumor excision and primary closure. To our
knowledge, our case is the largest reported giant axillary BCC
in the literature.

A skin cancer may reach a giant dimension due to negli-
gence, wrong or delayed diagnosis. The reason behined the
giant dimension of our case was patient’s negligence despite
being of high socioeconomic status. Also, tumors on axilla
can be easily hidden, and patients may defer treatment in the
early course of the disease.

The risk of distant metastasis in axillary BCC is extremely
rare, while in giant BCC this risk is increased with proportion
to the size of the tumor. Lesions with diameter more than 5
cm have a 25% risk of metastasis, and the risk is doubled for
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lesions more than 10 cm in size". Systemic investigations in

our patient showed no sign of metastasis.

The mainstay of treatment of giant BCC is surgical. Al-
though there is no clear consensus regarding the adequate
margin of excision, some authors advise a 10 mm of free surgi-
cal margin'".

Reported cases of giant BCC are mostly localized on the
back or extremities where the tissue defect resulting from
tumor excision can be covered with various options. The
challenge in our case lies in the simultaneous atypical site,
the enormous size of the tumor and the associated joint con-
tracture. Reconstruction of joint surfaces necessitates viable
tissue coverage in a form of skin flap or skin-muscle flap to
provide enough joint mobility. In the case reported by Yii and
Niranjan’, axillary tissue defect resulting from BCC excision
was reconstructed with skin graft that failed to take initially,
followed by a second session of successful grafting. Regarding
our case, we preferred the use of latissimus dorsi myocutane-
ous flap as the tissue defect was large enough to necessitate a
bulky flap to fill the three dimensional shape of axilla while
allowing primary closure of the donor site.

At the time of diagnosis of giant BCC, the incidence of local
invasion of extradermal structures like muscles, bones or car-
tilages, is increased. In our case, an invasion of axillary vessels
was seen both in imaging studies and intraoperatively. The
tumor was removed with preserving the underlying structures
intact. As was expected, the surgical margin of the base was
positive for tumor involvement. For this reason, the patient
was consulted to the department of oncology for further adju-
vant therapies.

Regardless of the margin of excision in cases of giant BCC,
the risk of residual tumor is reported to be 68%'*. We feel that
the possibility of recurrence in our case is high because of re-
sidual tumor that we were unable to remove around vital neu-
rovascular structures. Anyhow, a three-year follow up showed
no signs of recurrence. In cases of residual tumor chemothera-
peutic agents like vismodegib, imiquimod, methotrexate and
cyclophosphamide can be used. Vismodegib is an inhibitor or
smoothened homolog protein in the Hedgehog signaling path-
way, has been used in locally advanced BCCs when patients
are not candidates for surgery".

In summary, we feel that the case presented is quite rare for
its combined features of atypical localization and giant size.
We believe that latissimus dorsi muscle flap is an advisable op-

tion for axillary tissue defects.
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