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A B S T R A C T

Basal cell carcinoma (BCC) is a malignant epithelial tumor that develops from the basal cell layer of the
epidermis. It is predominantly found in older adults, with a high incidence in people aged 40 to 80. This
form of cancer rarely metastasizes but is known to be locally invasive. In this report, we present a case of a
43-year-old male with a swelling on his upper lip. After thorough clinical, histopathological, and imaging
assessments, a BCC was confirmed. He underwent full excision of the lesion with the surrounding tissue to
ensure clear margins.
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1. Introduction

Basal cell carcinoma (BCC) is a malignant epithelial tumor
that develops from the basal cell layer of the epidermis.
According to the American Cancer Society (ACS), skin
cancer is the most common form of cancer,1 with BCC
being the most frequent type.2–5

BCC is classified as a non-melanoma skin cancer along
with squamous cell carcinoma.6,7 It is mostly found on the
head and neck regions and more frequently seen in older
adults, with the highest occurrence in people aged 40 to
79.4,5 This form of cancer rarely metastasizes but is known
to be locally invasive.8–10 The most prevalent risk factors for
BCC include psoralen, occupational activity, and ultraviolet
(UV) radiation exposure.4,11

The lesion presents as a rough, red patch or plaque-
raised bump on areas of the skin exposed to the sun.12 It
starts as a firm, painless papule that slowly grows and a
central depression takes place, with arborizing blood vessels
in the rolled border. In some cases, a central ulceration
develops, and this area often experiences intermittent
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bleeding followed by healing.5 The expansion of this lesion
often destroys underlying structures, arriving at the bone.13

Many different subtypes of BCC have been described;
the majority of them fall into four main clinicopathologic
categories: nodular, superficial, morpheaform, and
fibroepithelial, with the nodular (noduloulcerative) being
the most frequent.14,15 A delayed diagnosis of BCC might
lead to a worse prognosis because of its resemblance to
eczema, psoriasis, tinea corporis (ringworm), and actinic
keratosis. Therefore, prompt identification and therapy are
necessary for its efficient management.1

BCC can be managed surgically; non-surgical
approaches such as radiation therapy, topical treatments
like imiquimod and fluorouracil cream, and photodynamic
therapy have been proposed.7,12,15

In this report, we describe a rare case of BCC in the upper
lip of a 43-year-old male.

2. Case Presentation

A 43-year-old male, employed in aluminum production and
installation, presented to our clinic with a swelling on his
upper lip dating four months back (Figure 1).
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Figure 1: Swelling on the patient’s upper lip, just under the nose

Medical and physical examinations revealed a healthy
man with no extra-oral abnormal findings. The patient was
a former smoker for 10 years, having quit one year prior.
He reported no personal or family history of skin cancer.
He had initially noticed a small, painless lump on his upper
lip, just under the nose. Two months later, he noticed the
lump appeared to have migrated to a lower position towards
his lip. The patient consulted an otolaryngologist who,
without performing any diagnostic tests (according to the
patient), incised and compressed the lump, resulting in fluid
drainage. Following this intervention, the lump increased
in size and became gradually firmer. Upon presentation to
our clinic, clinical examination revealed an 8mm firm and
immobile nodule on the upper lip.

An ultrasound was ordered and demonstrated diffuse
calcifications within the nodule. An incisional biopsy
was performed, and histopathological examination revealed
neoplastic proliferation consisting of infiltrating basaloid
cells arranged in trabeculae. The diagnosis was in favor of a
BCC (Figure 2).

Figure 2: Histological sections showing infiltrating basaloid cells
arranged in trabeculae

An MRI was performed to assess for bone involvement,
which was not detected. Afterwards, the patient was referred
to a maxillofacial surgeon who excised the lesion along with
surrounding tissue to ensure clear margins. The specimen
was sent for second histopathological examination, which
confirms the diagnosis of BCC. A routine follow-up
examination was carried out after 2 weeks (Figure 3).

Figure 3: Routine follow-up examination after 2 weeks

3. Discussion

Most BCC cases affect individuals aged 40 and above,
and the incidence rate increases significantly with age,
particularly among those between the ages of 70 and
75, who make up the largest demographic for BCC
diagnoses.4,16,17 A notable feature of this case is the
patient’s relatively young age of 43, which is uncommon
for typical BCC demographics.

BCC is the most prevalent cancer on the cutaneous
surfaces of the head and neck regions, a highly sun-exposed
area (80% of the cases).4,10 In this instance, the BCC is on
the upper lip, which is consistent with the common areas for
BCC occurrence as on the head and neck.

As for risk factors, they include age, male sex,
race, phenotypic characteristics, and genetic predisposition.
These factors may interact with environmental exposures,
such as UV light or iatrogenic exposures.18 Our patient’s
outdoor work significantly heightens the risk of BCC,
as epidemiological studies suggest outdoor workers are
at a much higher risk of developing the condition due
to prolonged sun exposure.18 Additionally, the patient’s
occupational exposure to potential carcinogens4 and a
history of smoking are relevant risk factors. While current
smoking may be associated with a lower risk of BCC
compared to never smokers, the patient’s history of smoking
adds complexity to the risk assessment, as this relationship
is influenced by detection bias and overall health behaviors,
requiring further research.19,20 The patient also lives in
an area where psoralen, a known risk factor for BCC,
is common, thus increasing the likelihood of exposure.5

Chronic arsenic exposures is a known risk factor for BCC.
While its medical use is now limited to treating certain
hematological cancers, arsenic can still be found in some
work environments, such as in industry and agriculture, two
domains central to our patient’s life.21

Proper diagnostic procedures, such as biopsies and
imaging, are essential in confirming a diagnosis of BCC
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and in distinguishing it from other conditions that may
appear similar and determining the most effective treatment
plan. Biopsy, which is considered the gold standard for
diagnosing BCC, allows pathologists to determine the
specific subtype of BCC, which can inform prognosis
and treatment decisions.22 The histological features of
BCC include a tumor originating from the surface of the
epithelium, scattered mitotic figures and apoptotic cells,
the presence of mucoid ground substance, and a tumor
infiltrating extensively throughout the connective tissue and
often exhibiting a noticeable retraction artifact.23

Imaging techniques, such as ultrasound or MRI, may
be used in some cases to assess the extent of the tumor,
particularly for larger or more aggressive BCCs.21 This
information can help guide surgical planning and ensure
complete removal of the tumor. In our case, an ultrasound
was performed after clinical assessment; there were signs
of calcification in the lesion. A small number of BCC
cases show calcium deposits linked to BCC-related keratin,
necrosis, or tumor regression.24 Similar to other follicular-
derived tumors, BCC keratins are prone to calcification.
These calcium deposits can also be found in the dermis,
especially in sun-damaged skin, serving as a histological
indicator of BCC in the surrounding tissue.25 Moreover, we
performed an MRI to make sure the damage is local to the
skin and not affecting the bone, as BCC is known to be
locally invasive.8,9 The damage was limited to the skin in
our case.

In the context of BCC treatment, surgical intervention,
particularly Mohs micrographic surgery, is considered the
gold standard due to its precision and high cure rates.6

For low-risk or superficial BCCs, destructive methods
such as curettage, electrodesiccation, and cryotherapy
offer viable alternatives.6 Non-surgical options include
photodynamic therapy and topical medications like 5-
fluorouracil and imiquimod, which have shown efficacy
in treating superficial subtypes.15 Radiotherapy may
be considered in specific clinical scenarios, such as
advanced or metastatic BCCs.9,12 Treatment selection
requires comprehensive evaluation of patient factors, tumor
characteristics, and available resources to tailor the most
appropriate strategy. Several published guidelines suggest
clinical margins for BCC excisions, recommending 3 to 5
mm of uninvolved skin, with the excision depth reaching
the mid-subcutaneous adipose tissue.22 However, these
margins may not always be practical in areas like the face,
where functional limitations or cosmetic concerns are more
significant. In our case, the patient lost some of his lip
elasticity, leading to a limitation in his mouth opening
because of the amount of tissue excised.

Following a BCC diagnosis, a full-body skin
examination is recommended 1 to 2 times per year,
adjusting the frequency based on any new skin cancer
diagnoses. More frequent exams are advised for high-risk
patients or those with high-risk tumors.15 The recurrence

rate for BCC after surgery is typically low, ranging from
1.3% to 10% over five years, influenced by factors like
tumor type and patient characteristics.22,26

4. Conclusion

BCC is a common type of skin cancer of the head and neck
regions. Due to its challenging diagnosis, biopsy and prompt
identification are essential to making a correct diagnosis and
applying the correct treatment.
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