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Basal Cell Carcinoma of the Upper Lip in a Nigerian: A Case Report
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Abstract

Introduction

Basal cell carcinoma (BCC) is a locally invasive
malignant epidermal tumour that has the potential to
cause extensive deformity and destruction of vital
structures but rarely metastasizes®. It is the most
common skin cancer in humans accounting for about
65.0% of all skin cancers and has a predilection for
exposed parts of the body. About 74.0% of all BCC
occur in the head and neck™.

Case Report

A 75 year old female community health worker and
part time farmer presented at the Burns and Plastic Unit
of the Lagos University Teaching Hospital, Lagos
Nigeria with a 5 year history of painful ulceration on the
skin of the upper lip. The lesion initially started as a
nodule on the upper lip which that later became an
ulcer. There was no history of systemic illness. There
was history of chronic sun exposure as a result of the
nature of the patient's job. There was no
lymphadenopathy. Examination revealed an ulcer that
extended from the left side of the philtral column over
the ridge to beneath the left nostril. The ulcer was about
2 cm in its greatest diameter. Patient had incisional
biopsy done and histopathology examination revealed
a diagnosis of infiltrative type of Basal cell carcinoma.
No surgery was done but patient had two courses of
radiotherapy (first course 55Gy, second course 20Gy)
and was placed on topical 5-Fluorouracil.

The lesion did not resolve but gradually increased in
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size. She was therefore referred to the Oral and
Maxillofacial Surgery Clinic. Examination revealed an
ulcer that had eroded the entire thickness of the
upper lip, sparing only about 1 cm on the right upper
lip and terminated at the lip commissure on the left
side, the nasal floor was also affected along with the
inferior portions of the nasal alar bilaterally as well as
the columella (Fig. 1).

Fig. 1: Erosion of the entire thickness of the upper
lip

A repeat biopsy revealed irregular islands and sheets
of moderately differentiated epithelial cells which in
many areas appear basophilic, infiltrating the
connective tissue stroma with palisading of
peripheral basal cells (Fig. 2).
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Fig. 2: Irregular islands and sheets of moderately
differentiated epithelial cells infiltrating the
connective tissue stroma with palisading of
peripheral basal cells (H&E X 40)

There was retraction of tumour cells from the stroma
and focal areas of necrosis were seen within the
tumour cells. Tumour cells had variable chromaticity
and pleomorphism. Individual cell keratinization and
keratin pearl formation were also seen (Fig. 3).

Fig. 3: Keratin pearl formation (H&E X 40)

Chronic inflammatory cells were seen in the
connective tissue. A diagnosis of basosquamous
variant of BCC was made. Routine investigations
were all normal.

Presurgical evaluation was done with computerised
Tomographic scan, chest x-ray, haemogram,
electrocardiogram, liver function and kidney function
tests. Patient was scheduled for surgical excision
under General Anaesthesia. Routine scrubbing and
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draping was done, then the proposed incision sites
were infiltrated with 1:200,000 adrenaline solution.
After waiting for a period of 7 minutes to allow the
local anaesthetic to take effect, the lesion was
excised with a margin of adjacent uninvolved tissues.
All the affected tissues, the upper lip, the cheek, nasal
mucosa, the columella and alar cartilages bilaterally
were all excised leaving adequately clear margins.
Gloves were then changed and the reconstruction
was commenced by excising a crescentic wedge of
tissues along the margin of the right alar, the labial
sulcus was also released so as to raise the right
crescentic peri-alar flap. The flap was advanced
medially and the remaining defect was measured.

A full thickness nasolabial flap was raised on the left
side based on the left inferior labial artery; the skin
was undermined and mobilized (Fig. 4a). The left
nasolabial flap was rotated medially to meet the
advanced peri-alar crescentic flap (Fig. 4b); the
superior part of the nasolabial flap was used to
reconstruct the nasal floor, columella base and the
alar bases bilaterally.

Fig. 4a: A full thickness nasolabial flap based on
the inferior labial artery was raised on the left side

Fig. 4b: The left nasiolabial flap rotated medially.
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An oblique superior incision was made towards the
zygomatic bone and then undermined. An inferior
incision was also made towards the upper cervical
region on the left side, undermined to enhance
mobilization. The cheek flap raised was advanced
medially to cover the secondary defect from the
nasolabial flap.

Suturing was done in layers with 3/0 vicryl suture
subcutaneously and skin closure done with 4/0 nylon
suture. The raw sufaces of the upper labial sulcus and
the nasal floor were dressed with sulfratulle gauze.
The patient was discharged home 5 days
postoperatively and had sutures removed at the one-
week post operative review (Fig. 5).

Fig. 5: Upper lip Reconstruction

Discussion

BCC is a locally invasive malignancy that arises from
the basal layer of the epithelium; it is the most
common skin cancer and was first described by Jacob
in 1827*. Skin cancers are classified into two major
groups: melanomas and non-melanomas.The lesion
may arise from anywhere on the skin, but over 80%
are seen on the sun-exposed skin of the head and
neck’.

While it is the most common cancer in Caucasians, it
is rarely seen in Black Africans. Its prevalence in
blacks is about 1.2% to 4.6%"'. BCC is uncommon in
blacks because of the photo protection offered by the
higher melanin content of their skin and because the
dispersion pattern of melanosomes which protects
them from the carcinogenic effects of sunlight®. BCC
is commonly seen in patients from the 5th to the 9th
decade of life with the peak incidence in the 6th and
7th decades’. BCC affects men more than women;
this may be due to longer hours of sun exposure in
males, though incidence of BCC in females appears
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to be on the increase because of exposure to sunlight
in certain outdoor professions or recreational
activities™. The present report occurred in a 75 year
old female with history of chronic sun exposure.

Exposure to ultraviolet radiation which causes
cumulative DNA damage is a major risk factor for
development of BCC. Other risk factors include
exposure to ionizing radiation and photosensitizing
drugs, chronic exposure to arsenic and coal tar
derivatives and immunosuppression®®. It has been
reported that BCC is four times more likely to occur
on the embryonic fusion planes (the regions of
mesenchymal migration and fusion of the five
primordial facial processes during the 5th to10th
weeks of human development) than in other regions
of the midface®. The present case occurred in the
upper lip; the medial aspect of the upper lip is formed
by fusion of the two medial nasal processes with each
other and the lateral aspect of the upper lip is formed
by fusion of the maxillary process with the lateral
nasal process™.

BCC is also associated with genetic conditions such
as Nevoid basal cell carcinoma syndrome, Xeroder
mapigmentosum, Gardners syndrome, Albinism,
Basez syndrome, Epidermodysplasia verruci form is
and Nevus sebaceous™. Nevoid basal cell carcinoma
syndrome, also known as Gorlin Goltz syndrome is a
rare autosomal dominant condition caused by PCTH
gene mutations at chromosome 99g22.3-g31 which
inhibits the hedgehog signaling pathway. The major
clinical manifestations of the syndrome are multiple
BCC, multiple jaw cysts, skeletal abnormalities and
palmar and plantar keratotic pitting*.

The term "rodent ulcer" was first used by Jacob Arthur
in 1827 to describe BCC*. The lesion has five main
clinical-pathologic subtypes which are nodular-
ulcerative, pigmented, superficial, morphoeic or
morpheaform and fibroepithelioma of pinkus®.
Nodular BCC is the most common type and occurs in
the sun exposed parts of the head and neck. It starts
initially as a nodule, plaque, papule or cyst- like lump
with a rolled edge, central depression or
telangiectasia that eventually ulcerates™'®. The
pigmented type differs from the nodular-ulcerative
variant by the presence of pigmentation, which may
vary from blue to tan, brown or black depending on
the number and activity of melanocytes within the
tumour®.

The superficial BCC is commonly seen on the
extremities and the trunk and presents as an
erythematous patch similar to psoriasis or eczema
and is seen in HIV patients™. The morpheaform BCC
presents as an enlarging white plaque with potential
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for aggressiveness, the infiltrative type is
characterized by deep invasion of the dermis and
aggressiveness while the fibroepithelioma of pinkus
is seen in the lumbar region and resembles a
seborrheic keratosis or fibroepithelial polypus®®*.
The present case is the nodular-ulcerative subtype:
the lesion initially started as a papule before

becoming ulcerated.

BCC presents histologically with features consisting
of palisaded prominent basal cells, a specialized
stroma and clefting or retraction between the
epithelium and the stroma. There are six histologic
variants of the lesion; solid circumscribed, adenoid,
Basosquamous, infiltrative, keratotic and
pigmented™™’. The solid circumscribed appears to be
the most common and presents as circumscribed
solid masses of tumour cells with palisading of the
peripheral layer'’. Tumour cells in adenoid BCC are
arranged in formations that resemble tubular gland-
like structures. The basosquamous variant usually
shows features of both BCC and Squamous cell
carcinoma (SCC)". Our patient had features of BCC
and SCC, there was peripheral palisading of basal
cells and tumour cells presented with variable
chromaticity and pleomorphism. Individual cell
keratinization and keratin pearl formation were seen.
Keratotic basal cell carcinoma usually presents as
keratinization in the form of horn cysts. The basaloid
cells in Infiltrating BCC are arranged in cords with
deep infiltration into the dermis while in pigmented
BCC, there are peripheral palisading of basal cells,
pigment laden macrophages and lymphoplasmacytic
infiltrates™™’.

Treatment options for BCC include curettage and
cautery, laser surgery, cryotherapy, wide local
excision, micrographic surgery, radiotherapy,
photodynamic therapy and the use of imiquimod
(immune response modifier). Wide surgical excision
is regarded as the gold standard for treatment of
BCC. Complete removal of the lesion must be
ensured"*’. Facial appearance after surgery is usually
acceptable especially when excision and
reconstruction are done by experienced surgeons"*.
Recurrence rate of less than 2% after Syears has been
reported in two different series after wide surgical
excision™®. This case was treated by wide surgical
excision and upper lip reconstruction was done with a
peri-alar crescentic incision on the right and a full
thickness nasolabial flap on the left.

Conclusion

Basal Cell Carcinoma is a locally invasive malignant
epidermal tumor common in individuals with fair skin
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butrarely seen in blacks. The major risk factor for BCC
is exposure to ultraviolet radiation. Wide surgical
excision, histopathologic analysis of tumour margins
and long term follow-up are advised.
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