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Basal cell carcinoma of the skin is a slow growing relatively benign tumor usually located 
on the head and neck. Although rare. metastasis to lymph nodes or parenchymatous 
organs has been reported previously (1-9). We wish to add anothcr case of metastasizing 
basal cell carcinoma of the skin. which presented certain unique features only rarely 
reported (I), namely complicating amyloidosis in the kidneys. the lymph nodes. the spleen 
and probably in the intestinal canal. Key words: Barn/ cell carcir,oma; Merastasis; 
Amyloidosis: Lymph r,odes: Kidnevs; Spleen. (Received April 13. 1983.) 

H.-1. Beck. Department of Dermatology. Marselisborg Hospital. 8000 Aarhus C. Den­
mark. 

CASE REPORT 

The patient was a 59-year-old Caucasian woman who came to the department in December 1981 
because of continuous diarrhoea. Physical examination showed a large, rodent ulcer on her back. 
which had been present since 1957. It was known to have measured 5x5 cm in 1968, and at the time of 
admission it measured 40x30 cm. The ulcer was located at the lower right part of the back. it was very 
necrotic and purulent with obvious secondary bacterial infection. Very hard and slightly enlarged 
inguinal lymph nodes were present on both sides. There was no hepato-splenomegaly. but severe 
oedema of both legs (Fig. I). 

Laboratory tests showed severe anemia 3.7 mmol/1 (7.3-9.7 mmol/1) and a raised serum-creatinine 
296 mmol/1 (53--87 mmol/1). Electrolyte values were normal. Serum clcctrophorcsis did not ,how any 
elevated gamma-globulin or paraprotein but hypoalbuminemia. There was heavy proteinuria and 
hyaline casts in the urine. lntravenous pyelograpby showed no nephrograms. Further radiological 
examination showed no tumor in the lungs or colon. Cultures of the ulcer grew /1-hemolytic strepto­
cocci, Prote11s and Pse11domo11as. Numcrous biopsie� from the ulcer showed classical basal cell 
carcinoma (Fig. 2). 

The patient was treated with antibiotics. diuretics. blood transfusions and plasma. She developed a 
rapidly progressive nephrotic syndrome and died in February 1982 in uremia. 

Auropsy 

At the autopsy the patient showed a !arge. heavily infected rodent ulcer on the back. She had several 
hard and indurated lymph nodes in both inguinal regions. The kidneys were enlarged and very pale 
and on the cut surface the cortex was almost white, and showed strongly positive reaction for amyloid 
after Lreatment with iodine. The spleen was also enlarged and showed macroscopic signs of amyloido­
sis. Apart from the enlarged lymph nodes in the inguinal regions there was no sign of metastasis. 

Microscopy 

Tissue from the tumor on the back showed a characteristic basal cell carcinoma with invasion of the 
underlying dermis and subcutaneous tissue. There were no spinoccllular differentiation in the tumor 
and no keratinization (Fig. 2). Microscopy of the inguinal lymph nodes sho\\-ed extensive fibrosis with 
nests and groups of tu mor cells showing the same features as the primary skin tu mor with little or no 
preservation of the normal lymph node structure (Fig. 3). Extensive amyloidosis as shown by heavy 
staining with Congo-red was present in the kidneys. spleen and lymph nodes. In the kidneys the 
capillary tuft in practically all glomeruli was obliterated with amyloid (Fig. 4). There was a clear green 
birefringence on polarization microscopy. Also the spleen shows microscopic signs of amyloidosis but 
there was nothing in the !iver. and especially not in the primary tumor. Electron microscopy of renat 
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Fig. I. Rodent ulcer on the back of the patient. 
Fig. 2. Biopsy from tumor on the back showing Lhe 
characteristic growth pattem of a nodular-cystic basal 
cell carcinoma with nests of tumor cells penetrating 
into Lhe dermis. The epidermis is seen in upper part of 
figure ( x 60). 

Fig. 3. Tissue from inguinal region removed at the 
autopsy. Il contains metasta�is from the basal cell 
carcinoma. There is severe fibrosis and an area with 
amyloid (Al is seen in the right part of the figure 
(X 120). 
Fig. 4. Renal cortical tis�ue removed at the autop�y. 
Three glomeruli with heavy amyloidosis (A) are seeo 
( X 200), 
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cortex showed exten�ive amyloidosis in 1he glomerular basement membrane. Thus. 1igh1ly packed 
fibrillar substructures characteris1ic of amyloid precipitate were present. 

DJSCUSSJON 

The primary skin tumor shows morphological characteristics corresponding to a basal cell 

carcinoma, and the close resemblance between this tumor and the tumor tissue in the 

inguinal lymph nodes demonstrates a casc of metastasizing basal cell carcinoma. 

Basal cell carcinoma is the most common skin cancer accounting for 65-75 % of all 

cutaneous carcinomas (9). Metastasis is rare. the incidence is established to be 0.1 % (4). 

Giant basal cell carcinomas with rnetastasis are even more rare, aboul 100 have been 

reported (3, 5, 8, 9). Metastasis ir, mosl frequently found in the regional lymph nodes (68% 

(3)). but mctastasis to 1he skin. brain. liver. lungs, spleen, bone and bone marrow with 

anemia has been reported (2-5. 7, 8). Late metastasis has been reported to oceur from 7-43 

years after the prirnary tumor (4) and when appearing it has a bad prognosis since the 

medium survival time is only 10 months (3). 

Although the patient in the present case had metastasizing skin cancer she died from 

another complication, namely rapidly progressing nephrotic syndrome and scvere detcrio­

ration in kidney function. At the autopsy the kidneys showed extensive amyloidosis, a 

classical cause of secondary nephrotic syndrome. 

When amytoidosis occurs in conjunction with other chronic diseases it is generally 

classified as secondary amyloidosis. In the present case there can be little doubt that the 

amyloid precipitates in the kidney. spleen and lymph nodes were !>econdary to the large 

and heavy infected skin cancer. Thus, there was not clinical or labora1ory evidence of 

plasma cell myeloma. pulmonary tuberculosis. ulcerative colitis or amyloid infiltration of 

cutaneous. mucocutaneous or subcutaneous tissues. 

Secondary amyloidosis as a complication to skin diseascs has been rcported in certain 

dermatoses such as hidradenitis suppurativa. stasis ulcers, psoriatic arthriti�, dystrophic 

epidermolysis bullosa. lepromatous leprosy and has to our knowledge only been reported 
oncc before in association wnh basal cell carcinoma (I). 

Unfortunately the intestines were not microscopically examined. but the patient's 

continuous diarrhoea was most likely caused by secondary amyloidosis in the intestine. 

The present case report thus shows a case of long-standing untreated basal cell carcino­

ma. which slowly grcw for 25 years and then caused severe rena! amyloidosis resulting in 

death. It is not unlikely that if the primary tumor had bcen treated with surgery and 

radiation. the patient would not have developed secondary renat amyloidosis. 
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A case of basal cell epithelioma overlying a long-standing histiocytofibroma is presented. 
The association of these two tumors is a rare finding. The role of dermal factors in the 
pathogenesis of epidermal tumors is briefly discussed, just as the controversy about the 
reactive or neoplastic nature of the epidermal change. Key words: Dermatofibroma: Basal 
cell epirhelioma; Epidermal changes. (Received May 11. 1983.) 

H. Bergoend, Department of Dermatology, Regional Hospital I, Place de Verdun, 59037
Lille Cedex, France.

The epidermal changes overlying histiocytofibroma are well known (Biberstein I 93 I (])). 

If association with epidermal atrophy is observed in about 5 per cent of the cases (Halpryn 

(2)), the hyperplasic epidermal changes are more usual (50 to 80 % for Halpryn (2)). They 
constitute a wide spectrum, extending from simple acanthosis. the more frequent modifi­
cation, to hyperkeratosis (kerato-acanthosis (2)), seborrheic wart-like proliferation, pseu­
do-epitheliomatous hyperplasia, hair germ-like proliferation of basal cells, basal cell 
budding s, superficial multicentric basal cell carcinoma, and more exceptionally nodular 
basal cell carcinoma. We observed a case of histiocytofibroma presenting several different 
changes of the overlying epidermis. 

CASE REPORT 

A 46-year-old Algerian woman presented with a )arge nodular lump in the pretibial area of right leg. 
The lesion had begun about ten years ago and had enlarged progressively. It occasionally bled after 
minor traumatisms, but was not painful. Physical examination showed a round, raised, hard, 4x5 cm, 
nodule. There were neither visible overlying telangiectases. nor superficial ulceration. The lesion was 
brown-violaceous and somewhal paler at the periphery. The regional lymph nodes were not enlarged. 
The clinical impression of a !arge histiocytofibroma or possibly a malignant melanoma led to excision 
with wide margin and graft. 

Hematoxylin-eosin-stained sections showed a well defined dermal mass, extending from mid­
dermis to hypodermis, which consisted mainly of fibroblasts and !arge histocytes, in contact with 
multinuclear giant cells and abundant collagen production. 

Overlying the histiocytofibroma, several epidermal changes were discovered: common hyper­
acanthosis, and especially, several well-defined islands of round to oval basophilic cells, without 
desmosomal connections visible on light microscopy, and showing nuclear atypia, peripheral palissad­
ing and retraction spaces. Some of these islands were connected with the surface epidermis, 
reminiscent of "hair germ-like proliferation" or "superficia/ multicentric basal cell carcinoma". 
Other masses were laying free in the dermis, deep coming into contact with lhe histiocytofibroma: 
they were suggesti ve of solid basal cell carcinoma. 




