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Abstract
Background: Basal cell carcinomas or rodent ulcers are commonly seen in the tear zone of the face.
It rarely mimics melanomas when pigmented. Aim: We review literature of this uncommon condition and discuss the therapeutic modalities. Case Report: An elderly lady sought attention for a
pigmented lesion on her forehead. The case is presented because pigmented lesions and verrucous appearing lesions can also be due to basal cell carcinoma. Typically basal cell carcinoma
appears in the tear zone of the face and it mostly affects sun exposed areas. Conclusion: While
surgery remains the gold standard in treatment, other modalities can be offered in areas where
vital structures cannot be sacrificed and in recurrent lesions.
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1. Introduction
This non-melanocytic skin cancer comprising of basal cell carcinoma (BCC) and squamous cell carcinoma
(SCC) is the most common form of skin cancer. It arises from the basal cells present in the lower layer of the
epidermis. BCC is the most common over photo exposed areas of skin in direct proportion to the number of
pilosebaceous units present in that area. It is a slow growing tumour that rarely metastasizes but can cause extensive destruction of the surrounding tissue and bone, referred to as ulcus rodens. Clinicians must be aware of
the variants of BCC to avoid errors in diagnosis and management.

2. Case Report
A 80-year-old woman was admitted with the complaints of an ulcer over her forehead. The lesion initially
started as a nodular lesion that increased in size over 2 months and formed an ulcer. The ulcer was around 3 cm
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in diameter with rolled edges. Due to its blackish appearance, a provisional diagnosis of either BCC or malignant melanoma was made. X-ray of the skull showed no bony destruction and chest X-ray was normal. Patient
underwent wide local excision of the swelling followed by a z-plasty (Figure 1). The histology report confirmed
the diagnosis of basal cell carcinoma. The patient was well at the monthly and yearly follow-up, with no recurrence or flap necrosis.
The difficulties in management include the ability to give a wide clearance margin and also the subsequent
skin cover. In the event of bony extension an osseo myocutaneous flap may be needed.
Histology showed nests of BCC with palisading surrounded by a typical loose stroma (Figure 2). The evidence of keratotic and pigmentation is seen in the figures (Figure 3). Melanin in the dermal macrophages between the tumour nests shows the “pigmented” appearance clinically. Since the margins were free of tumour,
there was no need for adjuvant therapy. Patient was counseled about the likelihood of similar lesions occurring
in other sun exposed areas.

3. Discussion
Basal cell carcinoma is one of the most common cancers [1]. Due to its association with ultraviolet rays, photoexposed areas such as the forehead are the most common sites of developing BCC. The clinical variants include
nodular (30% - 75%), superficial (10% - 15%) cystic, morpheiform and infiltrative (10%) BCC [2]. Nodular

Figure 1. Show the pigment ulceronodular lesion and
after z-plasty.

10 × magnification

40 × magnification

Figure 2. Showing the BCC with 10× and 40× magnification.

Figure 3. Showing the keratotic and pigment components.
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BCC compromises 60% - 80% of basal cell carcinomas and is most common over the skin of the forehead. Such
tumours of the face have the propensity to invade the skull, nares, orbit or temporal bone thus leading to lethal
meningitis. BCC may have solid, cystic, adenoid, keratotic, pigmented, infiltrating and sclerosing patterns. Pigmented BCC contains functional melanocytes producing melanin whereas keratotic BCC shows a pronounced
squamous differentiation. The presence of melanophages does not influence the functional behavior of the tumours.

Diagnosis
The diagnosis of BCC is based on histology where the basaloid cells show a rim of pale cytoplasm surrounding
round or oval nuclei with rough granulated chromatin.
The lesions rarely metastasize, although local invasion of bone is possible.
The goal of therapy for patients with BCC is removal of the tumor with the best possible cosmetic result [3].
By far, surgical modalities are the most studied, most effective, and most used BCC treatments.
Small nodular tumours (<2 mm) can be treated by laser vaporization, electrodessication or curettage. Although effective, these methods can result in loss of tissue samples for pathological confirmation. Mohs micrographic surgery is based on the principles of margin control and tissue sparing and is used most commonly for
tumours located over the head and neck [3]. Standard surgical excision affords both tumour removal and histopathological examination.
Several topical agents show promise in the treatment of BCC.
Topical application of 5FU 5% cream can be used to treat small superficial BCC. It interferes with DNA synthesis by blocking methylation of deoxyuridylic acid and inhibiting thymidylate synthetase and, subsequently,
cell proliferation. In properly selected (e.g., thin) tumors, cure rates of approximately 80% have been obtained
[4].
Imiquimod 5% cream is effective for the treatment of non-facial superficial BCC. Several studies have shown
imiquimod to be curative in all patients with superficial BCC if used twice daily and in 73% - 82% of patients
when used once a day for 6 - 12 weeks [5]-[9].
Intralesional inteferan alpha 2B is effective in small superficial and nodular BCC, limited by the cost, multiple visits needed and the flu like symptoms [6].
Tazarotene (receptor-selective acetylenic retinoid) can cause BCC regression by increasing apoptosis and by
decreasing cell proliferation in the skin cancer cells. In a published article by Wilson, topically applied tazarotene gel was shown to decrease tumor size in 47% of cases, and in 53% of cases, the tumor was eliminated completely.
An investigational agent, GDC-0449, which is administered orally may be tried for more advanced, mulitifocal and metastatic BCC. This compound is a synthetic chemical designed to reproduce the properties of the
naturally occurring compound cycloamine. GDC-0449 blocks the hedgehog pathway in cells. This pathway
contains 2 genes, patched and smoothened, which lead to a known tumor promoting gene, GLI1. A change in
any of these genes has been associated with the development of BCC [7]. GDC-0449 is given orally once a day.
Its side effects include some loss of sense of taste and some loss of hair and weight. In the first clinical trial of
GDC-0449, approximately 90% of the patients responded to treatment with tumor shrinkage or stabilization.
Decreased amounts of GLI1 were found in the skin of patients after treatment [8].
The following is a list of treatments [10] [11] and their 5-year recurrence rates for primary BCCs:
• Surgical excision—10.1%
• Radiation therapy—8.7%
• Curettage and electrodesiccation—7.7%
• Cryotherapy—7.5%
• All non-Mohs modalities—8.7%
• Mohs micrographic surgery—1.0%
These rates are probably affected by the fact that most clinicians use cryotherapy, curettage, and desiccation
mostly on smaller and better-demarcated lesions.

4. Conclusion
Pigmented BCC may mimic melanomas but have better prognosis. The surgeon needs to be familiar with this
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variant and also consider non-surgical options in select cases.
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