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A B S T R A C T   

Introduction and importance: Anterior chest wall Giant Basal Cell Carcinoma (GBCC) is rare amongst GBCC cases 
and results in a large defect that is challenging to resect and reconstruct. It requires multidisciplinary approach to 
prevent recurrence. 
Case presentation: A 72-year-old man with giant basal cell carcinoma at the anterior chest wall measuring 10 × 6 
cm. Wide resection of 1 cm margin with axial flap was performed to close the defect. The follow-up report stated 
that the patient was satisfied with the result and there was no recurrence observed. 
Clinical discussion: Review of literatures concludes that GBCC is excised with a minimum of 4-6 mm margin 
outside the tumor area. The axial IMAP flap is ideal to close the upper chest wall defect because of the better 
aesthetic outcome compared to other conventional flaps, especially in stable elderly male, patients with 
noninfected wound. Increased skin laxity and more relaxed skin tension associated with aging allows easier tissue 
mobilization and transfer to close the defect. 
Conclusion: Axial flap for GBCC in anterior chest wall is ideal, safe, and has the advantage of aesthetic reasons of 
suitable skin tone, particularly for stable elderly male patients.   

1. Introduction 

Skin cancer is one of the most common cancers in the world and 
consists of melanoma and non-melanoma skin cancer (NMSC). Basal Cell 
Carcinoma (BCC) is a slow-growing skin malignancy. Metastasis is rare 
in BCC, which is treated by excision of the tumor tissue area with a safe 
margin of 4–6 mm under microscopic control [1–4]. GBCC is a basal cell 
cancer measuring more than 5 cm. GBCC is malignant, fast-growing, and 
may cause metastasis. GBCC located in the anterior chest wall is rare. 
GBCC therapy requires multidisciplinary approach to prevent re-
currences and to achieve aesthetic result [5–7].This study has been re-
ported in accordance with the SCARE criteria and a written informed 
consent was taken from the patient for publication of this writing and 
images [8]. 

2. Presentation of case 

We present a case of a 72-year-old Javanese man presented to the 
oncology clinic with a lump on his chest that has developed for the past 

7 years. Initially, the lump was black-colored with a size of a marble. It 
was painless but itchy. He reported no history of smoking or alcohol 
consumption. No genetic and syndromic abnormalities, drug allergies, 
previous surgical history were reported. The physical examination 
revealed an ulcerating mass with a size of 10 × 6 cm on the anterior 
chest wall with an uneven surface and irregular edges that bleed easily 
(Fig. 1). 

A chest CT scan with contrast was performed, with the result of 
malignant soft tissue mass on the anterior chest wall attached to the 
body of the sternum without any bone destruction (Fig. 2). To confirm 
the diagnosis, we took a biopsy examination that identified the lump as a 
BCC with nodular and infiltrative type. The patient then planned to have 
a tumor resection and reconstruction by surgical oncologist and plastic 
surgeon. A wide tumor resection with 1 cm margin was done, leaving a 
bony and soft tissue defect with a size of 12 × 7 cm (Fig. 3). The spec-
imen was then sent to the pathologist to ensure that the margin was 
tumor-free. 

The defect was reconstructed with tension-free internal mammary 
artery perforator (IMAP) axial flap from the second and third intercostal 
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pedicle arteries. Then, the flap was depicted with an elliptical line and a 
central axis in a horizontal flap position, parallel to the ribs. A flap of 
5–8 cm was required for primary closure of the donor site. The medial 
half of the superior incision was made to the fascia until the perforator 
vessels appeared then the remaining flaps were re-incised and rotated to 
cover the defect. The viability of the distal part of the flap was confirmed 
by bleeding from the margins. The patient was followed up three months 
and one year post operatively. There was no new lesion and the patient 
was satisfied with the result (Fig. 4). 

3. Discussion 

The principle of treatment in cases of BCC is surgery without adju-
vant therapy [9]. The ideal surgery for BCC is to do wide resection with 
safety margin under microscopic control [10].The National Compre-
hensive Cancer Network (NCCN) guidelines categorized BCC as low and 
high risks based on the histological subtype, size, and risk of recurrence. 
For well-defined, low-risk tumors, the NCCN recommends 4-mm mar-
gins to achieve a complete excision rate of 95% whereas, for high-risk 
lesions, 4 to 6-mm margins are suggested [11]. 

This patient sought for medical advice after a 7-year history of a 
growing mass in his chest. He worked as a farmer and lived in a farm-
house in a rural area, had a low income, and had no formal education. 
Low educational level, economic condition, and residence location was 
the main reason why he had neglected the mass and delayed searching 

for medical care. Other studies also reported the same factors that lead 
people not to seek medical advice [12,13]. 

Perforator flap technique has the advantage on bony-base defect 
closure. Cases of large defect on anterior chest wall defect closure and 
breast reconstruction with IMAP flap have been noted [14]. The axial 
IMAP flap has an advantage in its ability to reconstruct the entire length 
of the sternum and upper anterior chest wall compared to conventional 
flaps such as pectoralis major, rectus, and omental flaps. It is also ideal in 
male and elderly patients with noninfected wound. Increased skin laxity 
and more relaxed skin tension associated with aging allow easier tissue 
mobilization and transfer to close the defect [15]. 

4. Conclusion 

GBCC requires comprehensive and multidisciplinary approach to 
excise the mass and reconstruct the wide defect. The use of axial IMAP 
flap, especially in stable elderly male patient is ideal for anterior chest 
wall reconstruction. It has the advantage of aesthetic reasons of suitable 
skin tone than other donor sites for flaps. It is also safe and results from 
this patient showed no recurrence. 
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Fig. 1. Preoperative view of necrotizing mass on anterior chest wall.  

Fig. 2. Thoracic CT Scan with contrast showed a mass on anterior chest wall.  

Fig. 3. Intraoperative view showing excision of the mass 1 cm from the margin 
(A) and axial flap was used to close the defect (B). 
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cell carcinomas in the 21st century, J. Skin Cancer. 2011 (2011) 392151, https:// 
doi.org/10.1155/2011/392151. 

[13] K. Bin Siddique, S. Khan, S. Haque, M.I. Sizear, A. Alam, M. Haque, Socioeconomic 
status & health seeking behavior of rural people: a cross sectional study in 
Fatikchori, Chittagong, MOJ Public Heal. 4 (2016). 

[14] M. Bellynda, K.Y. Yarsa, Breast sharing flap: a serial case, Int. Med. J. 25 (2020) 
3039–3043. 

[15] R.Y. Kannan, The internal mammary artery perforator flap and its subtypes in the 
reconstruction of median sternotomy wounds, J. Thorac. Cardiovasc. Surg. 152 
(2016) 264–268, https://doi.org/10.1016/j.jtcvs.2016.01.053. 

Fig. 4. Patient followed up 3 months postoperatively (A) and one year post operatively (B). There was no new lesion and the patient was satisfied with the result.  
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