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A 71-year-old man presented with 11 years of asymp-
tomatic facial ulcer that was a tiny papule initially, then
increased in size slowly with central erosion over the
years. A few months before the presentation, a subse-
quent papule in the previous lesion presented which was
asymptomatic and enlarged in size gradually. His medi-
cal and family histories were unremarkable. Cutaneous
examination revealed that an ulcerated plaque of about
10 cm x 6 cm in across located on the left cheek, associ-
ated with irregularly raised circular hyperpigmented pap-
ules around and scars on the centre, and a red erosive
nodule-plague about 2.5 cm in diameter localized on the
left lower quadrant of the ulcer near the middle of man-
dible (Figure 1). Computed tomography scan showed no
lymphatic metastasis. The lesion was completely excised
without recurrence in a 9-year follow-up.

The histopathology showed that the sample from
the primary ulcer was composed of multinodular tu-
mour nests of small basaloid cells with peripheral pali-
sading, and artifactual retraction between tumour cells,
and stroma also presented commonly (Figure 2 A). The
tumour cells had enlarged hyperchromatic nuclei with in-
conspicuous nucleoli and scant amounts of eosinophilic
cytoplasm, with numerous mitotic and apoptotic figures.
The section from the subsequent plaque revealed 2 types
of tumour cells including basaloid cells mentioned above
and spindle cells; the spindle cells distributed immedi-
ately adjacent to typical BCC cells and abounded with eo-
sinophilic cytoplasm in nest arrangement (Figures 2 B, C).
Both tumour cells infiltrated into the superficial dermis
(Figure 2 C), and more spindle cells presented in the cen-
tre of the subsequent plaque. However, no typical signet
ring cells were detected. Immunohistochemical staining
revealed that the basaloid cells were diffusely positive
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for P63, CK and CK5/6, focally positive for calponin, and
weakly reactions for actine and CD10. The spindle cells
were strongly positive for actine (Figure 2 C), calponin
(Figure 2 D), CD10, P63, CK and CK5/6, and focally posi-
tive for S100. Both kinds of tumour cells were negative
reactions for ESA, MSA, GFAP, H-caldesmon, CD34 as well
as Ber-EP4. Subcutaneous tissue was not involved. The
annular lesion was finally diagnosed as basal cell carci-

Figure 1. Ulcerated lesion with a central depression and
rolled border and raised circular hyperpigmented papules
around on the left cheek, and an erosive nodule-plaque
about 2.5 cm in diameter on the left lower quadrant of the
ulcer near the middle of mandible (the circular)
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Figure 2. The histopathology revealed that tissue from the ulce

r showed multinodular tumour nests of typical BCC in

the dermis (A — Haematoxylin-eosin staining), while that from the plaque was composed of two different cells including
basaloid cells and spindle cells in the dermis (B, C — Haematoxylin-eosin staining, C is the magnification of B), the spindle
cells distributed immediately adjacent to typical BCC cells and abounded with eosinophilic cytoplasm (C). A sample from
the plaque showed that both typical basal cell carcinoma component and the spindle cells were positive for actine (D)
and calponin (E) (the bars for A-E are 300, 300, 100, 200 and 200 pm, respectively)

noma (BCC) and the subsequent plaque was BCC with
myoepithelial differentiation (MED).

In the skin, myoepithelial cells are generally located
at the periphery of eccrine and apocrine glands near to
the basement membrane and may be spindle shaped,
epithelioid, plasmacytoid, hyaline, or clear [1]. In rare in-
stances, the cells may present the morphology of a signet
ring cell [1, 2]. It is also well known that BCC can differen-
tiate diversely to other cells or organs, such as squamous
cell, sweat duct, sebaceous gland, even with MED [1-5].
Histopathologically and immunohistochemically, the cells
of BCC with MED consist of 2 different components: typi-
cal BCC or mixed basal cells, and plasmacytoid-like cells
as well as spindle cells with hyaline inclusions and eo-
sinophilic cytoplasm and compressed nuclei resembling
that of signet ring cells [1-4]. In rare cases, the signet ring
cell proliferation was focal [2]. Both spindle and plasma-
cytoid-like cells share the immunohistochemical patterns
of myoepithelial cells, to varying degrees, including posi-
tive stain of keratin, smooth muscle actin, glial fibrillary
acid protein, S100 as well as vimentin respectively, but
might be negative for carcinoembryonic antigen and des-
min [1, 5]. As the spindle cells of the present patient were
distributed immediately adjacent to typical BCC cells and
showed positive reactions for calponin and actine associ-
ated with increased numbers, suggesting that such cells
are myoepithelial differentiation rather than normal myo-
epithelial cells and mesenchymal as well as desmoplas-
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tic stromal response to BCC. Based on histopathological
and immunohistochemical features, the present patient
could be diagnosed with BCC with MED rather than co-
existence of those two respective entities. We speculated
that the patient had typical BCC initially, then the tumour
cells occurred/showed myoepithelial differentiation in
subsequent, although a possible coexistence of both cells
could not be excluded absolutely. Interestingly, no typical
signet ring cells were detected for the present patient.

Up to date, only 17 cases of BCC with MED, including
the present, have been reported, including 12 males and
5 females, with age range of 43 to 83 years and median
age more than 67 years, the lesional sizes range from
3mm x3mmto 35 mm x 28 mm x 15 mm, and 10 cases
were less than 10 mm x 10 mm [1-6]. To our knowledge,
the plaque of the present case was the largest. Wom-
en were younger than men when their diagnoses were
made [1, 4-6]. All the reported cases involved the face
alone [1-6], however, the reason for facial predilection
remains unknown.

BCC with MED should be distinguished from sarco-
matous component of a biphasic neoplasm, desmoplastic
stromal response to the BCC, myoepithelioma, myoepi-
thelial carcinoma, mixed cutaneous benign tumours of
either apocrine or eccrine origin, and plasmacytoid vari-
ant squamous cell carcinoma, some kinds of metastatic
carcinoma from the gastrointestinal tract and from the
breast, T-cell lymphoma, etc. [1, 5, 7]. Based on their his-
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topathological and immunohistochemical alterations,
making a correct diagnosis is not difficult. Completely
lesional excision is an optimal option for BCC with MED
(1, 4-6].
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