
E
u
ro

p
e
a
n

J
o
u
rn

a
l
o
f
G
y
n
a
e
co

lo
g
ic

a
l
O
n
co

lo
g
y

Eur. J. Gynaecol. Oncol. 2021 vol. 42(4), 817-823
©2021 The Author(s). Published by IMR Press.

Case Report
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Background: Basal cell carcinoma (BCC) is the most common cuta-
neous neoplasm. It is most often a locally invasive tumour and rarely
affects the vulva. Distant spread of BCC is rarer still and there are
few cases reported of metastatic vulval primary tumours. Basosqua-
mous carcinoma is regarded as a high-risk variant of BCC and its be-
haviour is unpredictable. Though more aggressive, it tends to grow
locally rather than spread to lymph nodes as seen in squamous cell
carcinoma (SCC). Case: We present a case of a basosquamous BCC
arising in the vulva with involvement of the external and common
iliac lymph nodes. Conclusion: Metastatic BCC has a poor prognosis
and there are no definitive guidelines for its investigation or manage-
ment. We recommend staging with imaging and potentially lymph
node dissection in patients with large lesions involving underlying
structures or aggressive histology.

Keywords

Vulval cancer; Metastatic basal cell carcinoma; Gynaecology oncology; Staging
radiology

1. Introduction
Basal cell carcinoma (BCC) is themost common neoplasm

to affect the skin and accounts for almost one third of can-
cers globally [1, 2]. These tumours arise from the basal layer
of the epidermis, mostly due to inappropriate activation of
Hedgehog signaling (HH) or loss of the p53 tumour suppres-
sor gene [1]. Both have downstream targets of transcrip-
tion factors andmutation in either pathway results in uncon-
trolled proliferation of basal cells. Such mutations are prin-
cipally caused by ultraviolet radiation and accordingly BCCs
are most commonly found in sun-exposed areas such as the
head and neck [1]. Other risk factors for BCC include older
age, fair complexion, immunocompromise, exposure to ion-
ising radiation, and genetic syndromes such as Xeroderma
pigmentosum [1, 3].

Classically, BCCs present as pearly noduleswith telangiec-
tasia, a rolled edge and occasionally central ulceration. They

are often asymptomatic and therefore present late when they
have become large, pruritic or painful lesions [4]. In general,
BCCs are slow growing and atmost become only locally inva-
sive. Metastasis is rare, with rates reported in the literature
ranging from just 0.028 to 5.5 per 100,000 cases [5]. Pub-
lished cases of BCC with metastases mostly originate in the
head and neck region and spread sequentially to local lymph
nodes followed by bone, lung and liver [1, 6–8].

BCCs are rarely found to affect the genitalia and only a few
hundred cases of vulval BCC have been reported in the cur-
rent literature [9, 10]. The most common site of occurrence
in cases which affect the vulva is in the labia majora and the
aetiology of BCC in such a non-sun-exposed area is not clear
[4]. The incidence ofmetastatic vulval BCC is rarer still, with
only 10 other cases of metastasis to inguinal lymph nodes re-
ported to date (Table 1, Ref. [6, 7, 11–18]) [6]. Here, we
present an exceedingly rare example of an infiltrative vulval
BCCwith possible spread to the pelvic sidewall lymph nodes.
To the best of our knowledge, this is the first case to be re-
ported in which there is possible metastasis to the external
and common iliac but not the inguinal group of nodes.

2. Case report
We report a case of an 86-year-old woman who presented

with an extensive lesion of the vulva. The lesion had no as-
sociated pain or bleeding, however, was noted by the patient
to have grown significantly over several months. She had
comorbidities of hypertension, pernicious anaemia, chronic
kidney disease (CKD), gout and polymyalgia rheumatica
which were all medicated. The patient was an ex-smoker and
functioning independently.

On initial examination an ulcerated and exophytic mass,
8 × 5 cm in dimensions and just crossing the midline, was
found mainly in the right, upper lateral aspect of the vulva.
There was no obviously palpable inguinal lymphadenopa-
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Fig. 1. H&E staining of original vulvalmass biopsy. Poorly differentiated cells with coarse chromatin and palisading islands 100× (A). Islands of dark cells
from the epidermis invading the dermis 1000× (B).

Table 1. Reported cases of vulval BCCwithmetastasis to
inguinal lymph nodes [6].

Case report Patient age Site of metastasis

[11] 41 Left inguinal lymph node

[12] 71 Lymph node in subcutaneous fat

[13] 86 Both inguinal lymph nodes

[14] 74 Left inguinal lymph node

[15] 71 Right inguinal lymph node

[16] 86 Right inguinal lymph node

[7] 79 Right inguinal LN and skin of right thigh

[17] Not specified Regional lymph nodes (not specified)

[18] 87 Left inguinal lymph node

[6] 70 Left inguinal lymph node

thy. At vulvoscopy a 6 × 8 cm exophytic, papillary-like le-
sion was confirmed to be completely replacing the normal
skin architecture of the vulva between the clitoris and right
thigh. The mass was firm, mobile and bled easily on con-
tact. Three biopsies were taken at the 12, 4 and 6 o’clock
positions and histologically showed surface squamous epithe-
lium with severe dysplasia and extensive invasive carcinoma.
H&E staining demonstrated sheets of poorly differentiated
cells with coarse chromatin, cribriform islands and palisad-
ing islands within sclerotic stroma suggestive of an infiltra-
tive BCC (high risk type, Fig. 1A). Islands of dark cells were
seen originating from the epidermis and invading the dermis,
though with no definite extension into the lymphovascular
space (Fig. 1B). BCC was subsequently confirmed with im-
munohistochemical profiling, as slides of the biopsy stained
positive for Ber-EP4 and negative for CD117, CEA and S-
100. Ber-EP4 is sensitive marker differentiating basal from
squamous cell carcinoma (SCC), whilst CD117 was done to
rule out the possibility of adenoid cystic carcinoma given the
cribriform morphology of the tumour [19–22].

MRI of the patient’s pelvis showed a lobulated intermedi-
ate T2 weighted (T2w) signal intensity mass centred on the
right labia majora and infiltrating into the upper inner as-
pect of the thigh (Fig. 2). The mass measured 4 × 4 × 7
cm, showed marked diffusion restriction (Fig. 2C) and did
not extend cranially to involve the clitoris, vaginal introi-
tus, external urethral meatus or anal margin. The cervix
and both ovaries were unremarkable. There was only mild
fluid distension and adhesions within the uterine cavity, with
no evidence of endometrial hyperplasia, polyp or a mass le-
sion. This was reassuring and increased our confidence that
a different tumour was not responsible for the pelvic lym-
phadenopathy noted. The latter consisted of multiple bilat-
eral small volume external iliac and inguinal nodes, as well as
two enlarged (>8 mm in short axis dimension) obturator in-
ternus nodes (Fig. 3) which on T2w sequences had features
increasing the likelihood of underlying metastatic involve-
ment (rounded, of similar signal intensity to the primary tu-
mour and containing small foci of cystic change suggestive
of necrosis). Unfortunately, due to their precarious prox-
imity to the iliac vessels, percutaneous biopsy of the suspi-
cious obturator internus lymph nodes was deemed too high
risk for the patient even if guided radiologically. There was
no retroperitoneal lymphadenopathy and all upper abdomi-
nal organs and bones visualised were normal.

Following MRI, a CT of the chest, abdomen and pelvis
to look for extra-pelvic disease showed an indeterminate 9
mm nodule in the lower lobe of the left lung (not shown),
with no enlargement of the hilar ormediastinal lymph nodes.
The patient had no pleural or pericardial effusion and there
was no significant retroperitoneal lymphadenopathy, liver le-
sions, bowel masses, ascites or bony pathology on this scan.

Staging of this patient’s disease was imperative to guid-
ing whether radical surgery could be considered as curative
treatment. Since histological analysis of the inguinal and
iliac lymph nodes was not possible, the patient underwent
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Fig. 2. AxialT2 (A), FDG-PET/CT (B),DWI (C) andADCmap (D) shows
an intermediate, T2w signal intensitymass centred on the right labia
majora extending into the upper inner aspect of the thigh. The mass
is high signal on the diffusion weighted imaging and low signal on the ADC
map in keeping with tumour. It is markedly avid on FDG-PET/CT (SUV
max 16.6).

Fig. 3. Coronal images of the vulva in the same plane from most an-
terior (A) to posterior (D) showing the infiltrating intermediate T2w
signal intensitymass between themidline labiamajora and rightme-
dial upper inner thigh (solid arrows). There are multiple bilateral pre-
dominantly small volume inguinal and external iliac lymph nodes (dashed ar-
rows). Of note are two enlarged obturator internus lymph nodes (>8 mm)
in the pelvic sidewall (triangle, D) which show small foci of hyperintense
T2w signal intensity. These are cystic changes in keeping with necrosis, sus-
picious of metastasis.

PET/CT pre-operatively for the purposes of staging and di-
agnostic clarification. This confirmed a markedly FDG-avid
vulval mass (Fig. 2B) and multiple bilateral pelvic sidewall
lymph nodes measuring up to 10 mm in short-axis diameter
(Fig. 4). The enlarged nodes demonstrated low-grade uptake

and were indeterminate in nature, with potential of being ei-
ther metastatic or reactive. The pulmonary nodule initially
noted on CT did not appear to be suspicious and there re-
mained no pleural or pericardial effusion. The liver, pan-
creas, spleen, kidneys and adrenal glands appeared normal
and there was no increased uptake in any bones.

Fig. 4. Axial image of the two enlarged obturator internus lymph
nodes with necrosis (arrows) demonstrated in Fig. 3 showing low-
grade uptake on FDG-PET/CT.

Fig. 5. Intra-operative photographs demonstrating complete tumour
excision and reconstruction of the vulval defect using V-Y advance-
ment flap from the right thigh.

Owing to the patient’s age and comorbidities, she was of-
fered radical surgerywithout lymph node dissection. Though
it would not address the distant spread of disease, this was
considered to be the avenue of least morbidity. The patient
was in agreement and successfully underwent complete local
excision of the lesion, followed by V-Y advancement recon-
struction of the vulva using a flap harvested from the me-
dial right thigh (Fig. 5). The resected specimen encompassed
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Fig. 6. Staining of resected specimen. Pallisading islands of dark basaloid cells arising from basal layer of epidermis, cribriform and solid areas 100× (A).
Lower border of the tumour shows infiltrative growth with focal neural invasion 100× (B). There is strongly positive Ber-EP4 staining 100× (C) and negative
EMA staining throughout 100× (D).

an ulcerated, infiltrative tumour of diameter 7 cm and depth
1.5 cm. Histologically it had the appearances of a BCC, with
palisaded islands of dark basaloid cells arising from the basal
layer of the epidermis (Fig. 6A). This larger sample of tu-
mour to examine revealed pinker areas which did not stain
positive for Ber-EP4. These were squamoid in nature, like
islands within the BCC and a feature not seen on the original
biopsy. Though parts of the tumour were strongly positive
for Ber-EP4 (Fig. 6C) and negative for CD117, BCCs classi-
cally show diffuse positivity for Ber-EP4. The epidermis of
the specimen stained positive for EMA and was negative for
this throughout the remaining tumour (Fig. 6D), consistent
with a BCC over SCC [20]. Whilst the lower border of the
tumour showed focal neural invasion, amarginal clearance of
7 mm showed only fibrofatty tissue with no lymphovascular
involvement (Fig. 6B). Overall, it was concluded that these
features were in keeping with a basosquamous carcinoma, an
aggressive subtype of BCC showing squamous differentiation
[23].

The patient made a good recovery, complicated only by
superficial infection in parts of the wound. She under-
went post-operative imaging with repeat MRI and PET/CT
(Fig. 7) 8 months following her initial scans. MRI revealed
increased conspicuity of the bilateral obturator lymph nodes

and interval development of a cluster of enlarged (>8 mm in
short-axis diameter) right external and common iliac lymph
nodes. These had low-grade uptake on the repeat PET/CT
and were considered highly suspicious for pelvic metastases
given the right sided position of the original tumour. This,
together with post-operative histological demonstration of
an aggressive variant of BCC, large size and perineural in-
vasion of the lesion, albeit focal, made a compelling case for
Post-Operative Radiotherapy (PORT) to the site in the vulva.
A pragmatic PORT dose in this setting of 50 Gy in 20 daily
fractions usingVolumetricModulatedArcTherapy (VMAT)
was delivered. A considered decision was made not to treat
the pelvis concurrently, given the resultant large treatment
volume in the context of the patient’s age and borderline post-
operative WHO performance status of 2. The pelvic nodes
will, however, be kept on imaging surveillance with expected
need for pelvic nodal radiotherapy at a later point.

3. Discussion
This is a case of a profound vulval lesion which was con-

firmed histologically to be a basosquamous BCC. We found
this extremely surprising, as BCC is both a rare tumour at
this site and the diagnosis was not in keeping with the short
history of the patient’s presenting symptoms [9, 10]. We
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Fig. 7. Post-operative repeat axial T2w and equivalent slice on FDG-
PET/CT 8 months following initial presentation. There is develop-
ment of multiple enlarged right sided common (1.2× 0.8 cm in A) and ex-
ternal iliac (1.6 × 0.9 cm in B, 1.1 × 0.7 cm and 1 × 0.6 cm in C) lymph
nodes (arrows) with low-grade uptake on the PET/CT.

were further surprised by the presence of suspicious pelvic
lymph nodes, as metastatic spread from a BCC has been re-
ported in only 10 other cases in the literature [6]. Consis-
tent with the tumour’s histology, however, it is large pri-
mary lesions, aggressive subtypes such as basosquamous and
those with perineural invasion which have been associated
with metastasis and recurrence [15, 24]. The patient’s pre-
operative MRI demonstrated bilateral necrotic obturator in-
ternus lymph nodes and these showed low grade uptake on
subsequent PET/CT. With no evidence of another tumour
in the pelvis to account for this, we managed the case as a
vulval primary of stage 4b [25]. Though lymph node biopsy
would have been required to confirm lymphatic spread of the
BCC histologically, the risks of this procedure were deemed
to outweigh the benefits as it was unlikely to change the pa-
tient’s management.

It is worth mentioning at this point that reports of the di-
agnostic performance of FDG-PET/CT in evaluating nodal

metastases of vulvar carcinoma vary widely. Several studies
based on squamous cell carcinoma, for example, have found
the sensitivity of PET/CT for this to be as low as 50% [26–28].
Thus, a normal scan result does not necessarily confirm the
groin to be pathologically negative as such findings could be
explained by the presence of either necrosis that is metabol-
ically inactive or micrometastases (<5 mm) which are be-
yond the spatial resolution of PET/CT [29]. In our case,
the necrotic areas noted in the bilateral obturator internus
nodes may therefore account for the only low-grade uptake
on the patient’s PET/CT. In contrast, concerning the false
positive rate of PET/CT in detecting nodal metastases, the
groups Crivellaro et al. [26] and Lin et al. [30] found speci-
ficity and positive predictive values of 67%, 58% and 91%, 85%
respectively. This is largely due to the presentation of vulvar
cancers as ulcerative lesions with concomitant inflammation
and enlarged, reactive nodes. The development of further
lymph nodes in the external and common iliac locations on
our patient’s MRI four months following surgery, however,
reduced the likelihood of their simply being reactive in na-
ture and reinforced our initial suspicion of stage 4b disease at
presentation. Since there was no obvious involvement of the
inguinal nodes, we believe this may also be the first example
of such a pattern of lymphatic spread to the pelvic nodes in the
absence of inguinal lymphadenopathy in the first instance.

Much deliberation was given to the management of this
patient. The primary lesion was surgically excised, which
was considered more amenable to her age and comorbidi-
ties compared to the prolonged radiotherapy that would have
been needed to deliver local control for a BCC of such a
large area. In addition, responses to primary radiotherapy
are often delayed by manymonths with a long period of non-
healing in the treated area. In most circumstances, owing to
its low propensity for metastasis, surgical excision alone of
BCC is associated with excellent outcomes [31]. There are at
present, however, no guidelines for the recommended man-
agement of metastatic BCC. This has a poor prognosis re-
ported to be between 8 months to 3.5 years and little is pub-
lished regarding the outcomes of lymph node only metas-
tasis [32]. In this case, pathology directed PORT to reduce
chances of local recurrence was regarded as priority and de-
ferment of treating the low volume nodal disease in the pelvis
for initial surveillance was adopted to limit morbidity. Stud-
ies of various systemic treatments have had poor outcomes
and the benefit of neoadjuvant or PORT remains limited to
a few cases published in the literature [8, 15]. Recently, the
development of specific inhibitors of the HH pathway such as
Vismodegib have shown some promising results and others
are currently under trial [33, 34].

Although vulval BCC and metastatic cases are rare, such
tumours are associated with high morbidity and mortality.
In light of this, we advise that lymphatic spread should be
investigated in certain patients with imaging and potentially
regional lymph node sampling. This has previously been rec-
ommended for patients with large lesions (>20 mm) which
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affect underlying structures and have an invasive histological
subtype, as these BCC carry higher risks of both metastasis
and recurrence [6, 13, 35]. Further evidence, however, is re-
quired to inform the staging and post-operative surveillance
of such cases.

4. Conclusions
Vulval BCC is a rare entity and metastasis of this tumour

is rarer still. To date, there are few cases published of vulval
BCC with metastasis to regional lymph nodes. Here we re-
port an example of a large, basosquamous BCC with pelvic
sidewall lymph nodes suspicious for metastasis on imag-
ing. In general, patients with BCC are not subject to imag-
ing as part of staging investigations and this report empha-
sises caution and recognition of exceptions to this approach.
Metastatic BCCs carry poor prognosis and we recommend
imaging and potentially histological staging in amenable pa-
tients with certain risk factors to guide their management.

Author contributions
The project was conceived by SHL. The manuscript was

written byNJH,with revision and intellectual input fromKR,
MM, SM, MS, KSM and SHL. Radiology images included
were produced and annotated by SM and SHL. Pathology
slides and images were produced and annotated by MS. De-
tails regarding Post-Operative Radiotherapy were provided
by KSM. Consent from the patient and intra-operative pho-
tographs were obtained by KMN. All authors have read and
approved the manuscript.

Ethics approval and consent to participate
Informed, written consent for publication of the personal

details and photographs contained in this report was granted
by the patient subject.

Acknowledgment
We would like to thank all those who helped in the cre-

ation of this manuscript including the patient subject and the
peer reviewers for their feedback and suggestions.

Funding
This study received no external funding.

Conflict of interest
The authors declare no conflict of interest.

References
[1] Rubin AI, Chen EH, Ratner D. Basal-cell carcinoma. NewEngland

Journal of Medicine. 2005; 353: 2262–2269.
[2] Dubas LE, Ingraffea A. Nonmelanoma skin cancer. Facial Plastic

Surgery Clinics of North America. 2013; 21: 43–53.
[3] de Giorgi V, Salvini C, Massi D, Raspollini MR, Carli P. Vulvar

basal cell carcinoma: retrospective study and review of literature.
Gynecologic Oncology. 2005; 97: 192–194.

[4] Renati S, Henderson C, Aluko A, Burgin S. Basal cell carcinoma
of the vulva: a case report and systematic review of the literature.
International Journal of Dermatology. 2019; 58: 892–902.

[5] Weiss GJ, Korn RL. Metastatic basal cell carcinoma in the era of
hedgehog signaling pathway inhibitors. Cancer. 2012; 118: 5310–
5319.

[6] Dalton AK,Wan KM, Gomes D,Wyatt JM, Oehler MK. Inguinal
Metastasis from Basal Cell Carcinoma of the Vulva. Case Reports
in Oncology. 2019; 12: 573–580.

[7] Mizushima J, Ohara K. Basal Cell Carcinoma of the Vulva with
Lymph Node and Skin Metastasis. The Journal of Dermatology.
1995; 22: 36–42.

[8] Watson GA, Kelly D, Prior L, Stanley E, MacEneaney O, Walsh
T, et al. An unusual case of basal cell carcinoma of the vulva with
lung metastases. Gynecologic Oncology Reports. 2016; 18: 32–35.

[9] Benedet JL, Miller DM, Ehlen TG, Bertrand MA. Basal cell car-
cinoma of the vulva: clinical features and treatment results in 28
patients. Obstetrics and Gynecology. 1997; 90: 765–768.

[10] FleuryAC, Junkins-Hopkins JM,Diaz-Montes T. Vulvar basal cell
carcinoma in a 20-year-old: Case report and review of the litera-
ture. Gynecologic Oncology Case Reports. 2011; 2: 26–27.

[11] Jimenez HT, Fenoglio CM, Richart RM. Vulvar basal cell carci-
noma with metastasis: a case report. American Journal of Obstet-
rics and Gynecology. 1975; 121: 285–286.

[12] Sworn MJ, Hammond GT, Buchanan R. Metastatic basal cell car-
cinoma of the vulva. Case report. British Journal of Obstetrics and
Gynaecology. 1979; 86: 332–334.

[13] Perrone T, Twiggs LB, Adcock LL, Dehner LP. Vulvar basal cell
carcinoma: an infrequently metastasizing neoplasm. International
Journal of Gynecological Pathology. 1987; 6: 152–165.

[14] HoffmanMS, RobertsWS, Ruffolo EH. Basal cell carcinoma of the
vulva with inguinal lymph node metastases. Gynecologic Oncol-
ogy. 1988; 29: 113–119.

[15] Winkelmann SE, Llorens AS. Metastatic basal cell carcinoma of
the vulva. Gynecologic Oncology. 1990; 38: 138–140.

[16] Gleeson NC, Ruffolo EH, Hoffman MS, Cavanagh D. Basal cell
carcinoma of the vulva with groin node metastasis. Gynecologic
Oncology. 1994; 53: 366–368.

[17] Feakins RM, Lowe DG. Basal cell carcinoma of the vulva: a clin-
icopathologic study of 45 cases. International Journal of Gyneco-
logical Pathology. 1997; 16: 319–324.

[18] Sakai T, Goto M, Kai Y, Kato A, Shimizu F, Okamoto O, et al.
Vulvar basal cell carcinoma with bone metastasis. Journal of Der-
matology. 2011; 38: 97–100.

[19] Tellechea O, Reis JP, Domingues JC, Baptista AP.Monoclonal an-
tibody Ber EP4 distinguishes basal-cell carcinoma from squamous-
cell carcinoma of the skin. American Journal of Dermatopathol-
ogy. 1993; 15: 452–455.

[20] Ramezani M, Mohamadzaheri E, Khazaei S, Najafi F, Vaisi-
Raygani A, RahbarM, et al. Comparison of EMA, CEA, CD10 and
Bcl-2 Biomarkers by Immunohistochemistry in Squamous Cell
Carcinoma and Basal Cell Carcinoma of the Skin. Asian Pacific
Journal of Cancer Prevention. 2016; 17: 1379–1383.

[21] Miettinen M, Lasota J. KIT (CD117): a review on expression in
normal and neoplastic tissues, and mutations and their clinico-
pathologic correlation. Applied Immunohistochemistry &Molec-
ular Morphology. 2005; 13: 205–220.

[22] Calonje E. Mckee’s Pathology of the Skin: With Clinical Correla-
tions. Edinburgh: Elsevier/Saunders, 2012.

[23] Namuduri R, Lim T, Yam P, Gatsinga R, Lim-Tan S, Chew S,
et al. Vulvar basal cell carcinoma: clinical features and treatment
outcomes from a tertiary care centre. Singapore Medical Journal.
2019; 60: 479–482.

[24] Ramdial PK,Madaree A, Reddy R, Chetty R. Bcl-2 protein expres-
sion in aggressive and non-aggressive basal cell carcinomas. Jour-
nal of Cutaneous Pathology. 2000; 27: 283–291.

[25] Pecorelli S. Revised FIGO staging for carcinoma of the vulva,
cervix, and endometrium. International Journal of Gynecology &
Obstetrics. 2009; 105: 103–104.

[26] Crivellaro C, Guglielmo P, De Ponti E, Elisei F, Guerra L,Magni S,
et al. 18F-FDG PET/CT in preoperative staging of vulvar cancer
patients: is it really effective? Medicine. 2017; 96: e7943.

822 Volume 42, Number 4, 2021



[27] Cohn DE, Dehdashti F, Gibb RK,Mutch DG, Rader JS, Siegel BA,
et al. Prospective evaluation of positron emission tomography for
the detection of groin node metastases from vulvar cancer. Gyne-
cologic Oncology. 2002; 85: 179–184.

[28] Kamran MW, O’Toole F, Meghen K, Wahab AN, Saadeh FA,
Gleeson N. Whole-body [18F]fluoro-2-deoxyglucose positron
emission tomography scan as combined PET-CT staging prior
to planned radical vulvectomy and inguinofemoral lymphadenec-
tomy for squamous vulvar cancer: a correlation with groin node
metastasis. European Journal of Gynaecological Oncology. 2014;
35: 230–235.

[29] Signorelli M, Guerra L, Montanelli L, Crivellaro C, Buda A,
Dell’Anna T, et al. Preoperative staging of cervical cancer: is 18-
FDG-PET/CT really effective in patients with early stage disease?
Gynecologic Oncology. 2011; 123: 236–240.

[30] Lin G, Chen C, Liu F, Yang L, Huang H, Huang Y, et al. Computed
tomography, magnetic resonance imaging and FDG positron
emission tomography in the management of vulvar malignancies.
European Radiology. 2015; 25: 1267–1278.

[31] SilvermanMK, Kopf AW, Bart RS, Grin CM, LevensteinMS. Re-
currence rates of treated basal cell carcinomas. Part 3: Surgical ex-
cision. Journal of Dermatologic Surgery and Oncology. 1992; 18:
471–476.

[32] Vu A, Laub D. Metastatic Basal cell carcinoma: a case report and
review of the literature. Eplasty. 2011; 11: ic8.

[33] Sekulic A, Migden MR, Oro AE, Dirix L, Lewis KD, Hainsworth
JD, et al. Efficacy and safety of vismodegib in advanced basal-cell
carcinoma. New England Journal of Medicine. 2012; 366: 2171–
2179.

[34] MigdenMR,GuminskiA,GutzmerR,Dirix L, LewisKD,Combe-
male P, et al. Treatment with two different doses of sonidegib in
patients with locally advanced or metastatic basal cell carcinoma
(BOLT): a multicentre, randomised, double-blind phase 2 trial.
Lancet Oncology. 2015; 16: 716–728.

[35] Ozgediz D, Smith EB, Zheng J, Otero J, Tabatabai ZL, Corvera
CU. Basal cell carcinoma does metastasize. Dermatology Online
Journal. 2008; 14; 5.

Volume 42, Number 4, 2021 823


	1. Introduction
	2. Case report
	3. Discussion
	4. Conclusions
	Author contributions
	Ethics approval and consent to participate
	Acknowledgment
	Funding
	Conflict of interest
	References

