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Abstract
Basal cell carcinoma (BCC) is the most common nonmelanoma skin cancer. Most BCCs are found on areas of UV-damaged skin,
The study of BCCs of sun-protected regions, however, suggests a more complex pathogenesis. We present a case of BCC of the
perineum in a man with no previous history of skin cancer. This is the first report of BCC in this region and one of a small body
of cases arising on or near the genital and perianal regions.
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Introduction
Basal cell carcinoma (BCC) is the most common nonmelanoma skin cancer [1] with the nodular variant comprising approximately
50% [2]. Nodular BCCs typically present as rolled pearly pink papules with telangiectasias, occasionally ulcerating. The classic
distribution is over the face and neck, which correspond to locations of high UV damage over time. Recent reports of BCCs in
non-sun exposed areas suggest a more complex etiology [3]. We present a case of an adult male with a BCC of the perineum and
explore the implications of this finding. The perineum is defined as extending anteriorly from the anus to the posterior portion of
the external genitalia.

Case synopsis
A 60-year-old man with no personal history of skin cancer presented for evaluation of a brown growth on his perineum that had
been present for several months. The lesion was slowly growing and mildly pruritic. His exam revealed a 4 mm exophytic pinkbrown papule (Figure 1). The differential diagnosis included achrocordon, verruca vulgaris, and nonmelanoma skin cancer, such
as a squamous cell carcinoma. A shave biopsy was performed, which revealed a basal cell carcinoma, nodular growth pattern,
approximating the deep margin (Figure 2). The lesion was definitively treated with Mohs micrographic surgery. Surgery
successfully achieved clear margins and the wound was well healed on follow-up.

Figure 1. Over the perineum is one 4mm exophytic reddish-brown papule.

Figure 2. A:Basal cell carcinoma with a nodular growth pattern (H&E, 40x), B: Classic histology including peripheral palisading and stromal
mucin (H&E, 100x)

Discussion
This report presents a rare case of BCC of the perineum. One case report described a patient with BCNS with polypoid BCCs of
the perineum, which clinically resembled achrochordons [4], much as did the lesion in our patient. A different case report
described patients with BCCs that appeared achrochordon-like, although they were not located on or near the genitals [5].

Gibson and Ahmed performed a retrospective review of a 20 year period at their institution and found that 0.27% (51) of BCCs
were located in the perianal and genital regions. Lesions averaged 1.95cm in size with an average age of 0.73, and most (32) were
treated with wide excision [6]. In a broader evaluation of all BCCs in covered areas, 26% were found on non sun-exposed sites
with 6 located on the genital, perineal, and perianal areas [3].
BCCs of the vulva are rare; various studies quote their prevalence as high as 1.7% [7] or as low as less than 1% [8] of all BCCs.
De Giorgi and colleagues found the average size among the 63 cases at their institution to be 2.1cm [7]. Affected women were on
average in their 70s [8-10] and most were treated with wide local excision [7,9]. However, one case affecting the left labium
major with clitoral involvement was treated with hemi-vulvectomy and bilateral inguinofemoral lymph node dissection [10].
Several case reports detail the occurrence of BCCs on the scrotum, with one review suggesting that 50% are initially
misdiagnosed [11] leading to 8 [12], 10 [13], and 51-year [14] delays in diagnosis. Among these was a rare case of giant (>5cm)
BCC of the scrotum [13]. Most cases were treated with wide local excision [12,14,15]. The largest cohort comes from a review of
all patients diagnosed with BCC of the scrotum between 2000 and 2010 in China.. Ten patients were found to have scrotal BCCs
with a median age of 70. Lesions presented as red nodules and brownish plaques and all were treated with wide local excision
[11]. In the perianal region, one report describes a polypoid BCC [16] and an older report describes two BCCs of the anus [17].
Although rare, BCCs do occur in covered and sun-protected areas. New research sheds light on the origins and pathogenesis of
this malignancy. Overactive hedgehog signaling is known to be a marker of BCC and is required for its growth [18]. Genetically,
BCCs exhibit a high frequency of mutations in SMOH and PTCH1 [19]. Newman and Leffell found that BCCs are four times
more likely to appear on embryonic fusion planes—the location of primordial migration of mesenchymal cells into early facial
processes—than other areas of the central face [5].
Data suggests that diagnosis of BCCs in unusual locations is often delayed owing to lack of clinical suspicion. Therefore, it is
important for clinicians to consider it in their differential diagnosis, particularly of non-healing lesions. Further research regarding
the pathophysiology of this malignancy is needed to elucidate its occurrence in UV-naïve areas. Our patient had no personal
history of skin cancers or toxic exposures that might predispose him to unusual malignancies; a yet unidentified mechanism is at
work. A small body of evidence proposes trauma as an etiology for BCCs [20], which may have a role in the perineum and
genitals where frictional forces can be great.

Conclusion
BCCs are not exclusively dependent on UV exposure and can appear in sun-protected areas such as the perineum. Clinicians must
consider BCC in the differential diagnosis of patients with lesions in such regions.
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