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Introduction: Basocellular skin carcinoma (BCC) is the most common 
cancer in the human population. BCC almost appeared at adult’s people, 
but it can be found at children, too. The aim: The aim of this study was 

to determine which the position of BCC on the head skin is the most dif-
ficult for the treatment and what the reasons are for it. Methods: With the 
prospective study, from June 2004 to June 2011, were compared the results of 
treatment of basocellular carcinomas (BCC) of the head skin. The examinees 
were divided into 3 groups. The first group, the group A (38 patients) was 
consisted of examinees treated of BCC on the nose. In the second group, the 
group B (42 patients) was classified of examinees treated of BCC on the face, 
temple, eyelids and forehead, while the third group, group C (35 patients) 
was classified of examinees treated of BCC on the scalp. The parameters for 
comparison the results of treatment were the method of treatment, num-
ber of the relapse, elapsed time from surgery to relapse and consequently 
defacement. Results: There was found a statistical significant difference in 
terms of choice of methods of operative treatment for the significantly higher 
number of operations on the scalp operated with cutaneous transplants. It 
was confirmed that the localization of the tumors on the scalp, and then 
on the nose are with the highest incidence of the relapse, whereas the post-
operative defacement is mostly on the scalp after skin graft placement. Key 
words: basocellular, skin tumors, treatments.
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1. IntroductIon
Basal cell carcinoma of the skin 

(BCC) is the most common skin cancer, 
also the most common cancer in hu-
man population. BCC most commonly 
occur in adults, although it can be en-
countered in children. The incidence 
of BCC of the skin in Europe is 100 per 
100,000 populations, in Australia 900 
per 100,000 inhabitants (1). BCC makes 
up about 75% of all non-melanoma skin 
cancer (NMSC). Number of NMSC is 
increasing. Thus, in the USA in 2010 
was diagnosed in 3.5 million cancers 

among 2 million patients (2).
The exact number of new cases of 

BCC patients in our country is not 
known and for that there are several 
reasons. First of all, there is no obli-
gation to report the BCC of the skin, 
and in addition, many clinicians treat 
skin BCC by cryotherapy without his-
topathological confirmation of dis-
ease. Assumption of the actual num-
ber of patients with NMSC it is possi-
ble to make on the basis of known in-
cidence of 100 new cases per 100,000 
population for Europe (1). Using this 

methodology estimate of the potential 
number of new cases of NMSC in this 
area is over 4,500 people annually. The 
most important cutaneous carcinogen 
is ultraviolet (UV) radiation. Approxi-
mately 80% of skin cancers (excluding 
melanoma) develop on the skin exposed 
to sun, and about 30% of them occur in 
the region around nose (3).

 Besides in case of nevoid basal cell 
carcinoma syndrome, BCC rarely oc-
cur on the palms or soles. The appear-
ance of the mucosa BCC is debatable. 
The cases of oral mucosa basal cell car-
cinoma, which are reported in the lit-
erature, are likely cases of ameloblasto-
mas (2, 3, 4, 5).

2. goal
The goal was to determine which is 

the position of BCC on the head skin 
the most difficult to treat and due to 
which reasons.

3. materIal and methodS
A prospective clinical study, which 

lasted from June 2004 to June 2010, in-
cluded subjects treated for BCC of the 
skin of the head. Subjects were divided 
into 3 groups. First group, group A (38 
patients) were patients treated for BCC 
at the nose area. In the second group, 
group B (42 patients) were classified 
subjects treated by the BCC on the face, 
eyelids and on the forehead, while the 
third, group C (35 respondents), are re-
spondents treated for BCC of the scalp. 
For diagnosis were used: medical his-
tory, clinical examination and com-
puterized dermoscopy, and after ex-
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cision the definitive pathohistological 
analysis. 

Tables 1 and 2 show the distribution 
of respondents by sex and age, whereas 
Table 3 shows the clinical findings of 
the BCC, or the degree of lesions pro-
gression.
Gender Group A Group B Group C

Male 21 (55.3%) 22 (52.4%) 19(54.3%)

Female 17 (44.7%) 20 (47.6%) 16(45.7%)

Total 38 (100%) 42 (100%) 35(100%)

table 1.  Subjects by gender

Age Group A Group B Group C

20-30 2 (5.3%) 0 (0%) 1 (2.9%)

31-40 2 (5.3%) 0 (0%) 1 (2.9%)

41-50 6 (15.8%) 7 (16.8%) 5 (14.3%)

51-60 11 (28.9%) 13 (30.9%) 8 (22.8%)

More 
than 60 17 (44.7%) 22 (52.3%) 20 (57.1%)

Total 38 (100%) 42 (100%) 35 (100%)

table 2. Subjects by age

Lesion Group A Group B Group C

Small, 
limited 
lesion

28 
(73.6%)

33 
(78.5%) 22 (62.8%)

Pro-
gressed 
lesion

10 
(26.4%) 9 (21.5%) 13 (37.2%)

Total 38 (100%) 42 (100%) 35 (100%)

table 3. Local findings

4. resULTs
Results of treatment of BCC in the 

investigated groups are shown in Tables 
4-7 and the Figure 1. Parameters for 
comparison were: the method of post 
excision defect closing, the number of 
relapses, and the time elapsed from ex-
cision to tumor relapse and side-effect 
of treatment – disfigurement.

Method Group A Group B Group C

Direct 
suture 28(73.6%) 33(78.5%) 12(34.2%)

Skin 
trans-
plant

0(0%) 3(7.2%) 23(65.8%)

Slice 10(26.4%) 6(14.3%) 0(0%)

Total 38(100%) 42(100%) 35(100%)

table 4. Result – method of post excision 
defect closing

Relapse Group A Group B Group C

Yes 6(15.7%) 2(4.7%) 7(20%)

No 32(84.3%) 40(95.3%) 28(80%)

Total 38(100%) 42(100%) 35(100%)

table 5. Result – relapse

St at i s t ic a l  a n a ly s i s 
showed significant differ-
ences between groups of re-
spondents in the following 
characteristics:

 • B et ween g roup A 
and C in terms of the 
method for post ex-
cision defect closure 
(p<0.01, 99%), Z = 
3.1325790.

 • Between group B and C in terms 
of the method for post excision 
defect closure (p<0.01, 99%), Z = 
4.43227.

 • Between groups B and C in terms 
of relapse (p<0.01, 99%), Z = 
4.50234.

 • Between group A and B in terms 
of relapse (p<0.05-not highly sig-
nificant).

 • Between group A and C in terms 
of side effects of surgery, disfigure-
ment (p<0.01 99% confidence), Z 
= 4.8443.

 • Between groups B and C in terms 
of side effects of surgery, disfigure-
ment (p<0.01 99% confidence), Z 
= 3.42630.

5. dIScuSSIon
Basal cell carcinoma (BCC) is the 

most common non-melanoma cancer. 
For the BCC is true that it more often 
occurs in males and older age, but re-
cent analyzes show increasing inci-
dence of skin cancer among younger 
people so they can also be seen in chil-
dren (6).

Of our 115 patients with skin can-
cer, 53 (46%) were female and 62 (54%) 

male. The youngest respondent had 22 
years and the oldest 75 years.

BCC begins as small, waxy node, 
which often shows several small telan-
giectasias (chronic dilated blood vessels 
on the surface of the skin). A node typ-
ically increases slowly and often goes 
through a specific ulceration. The typi-
cal lesion is then made   by successive ul-
cer enlargement surrounded by pearly 
curved edge (7).

Our research has shown that the 
majority of patients underwent surgery 
at the stage of tumor development that 
can be characterized as “small, well cir-
cumscribed lesion”. By this characteris-
tic, there were no statistical differences 
between groups A, B and C.

Basal cell carcinomas usually appear 
as single lesions, but can often appear as 
multiple lesions, and at the same time or 
one after another. In group C, one of our 
patients has also had 7 separate BCC le-
sions, while one respondent in group B 
had 5 single BCC lesions. Bleeding from 
the tumor foci usually comes in the later 
stage of BCC development. This spo-
radic bleeding at nearly all respondents 
led to see the doctor.

Most BCC has limited potential for 
growth, however, it may occasionally 
be infiltrative and aggressive and then 
reach significant size and penetrate 
deeply. On the face it can ruin the eyes 
and nose, or it can penetrate the skull 
and attack meninx. In this form, this 
tumor can be fatal (8).

Quick diagnosis, especially of the 
initial lesion, it is possible before the 
surgery by computer (digital) dermos-
copy. This diagnosis allows timely de-
tection of the radical character of the 
lesion and removal of BCC, which re-
duces the risk of relapse and improves 
the prognosis of treatment.

A small number of our respondents 
had the tumor in locally advanced stage 
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figure 1. Result–relapse

Time (months) Group A Group B Group C

11 22 14

14 26 16

23 24

26 27

33 33

36 35

40

Total 6 2 7

table 6. Result – time from surgery until relapse

Disfigure-
ment Group A Group B Group C

Yes 8 (21.1%) 7 (16.6%) 17(48.5%)

No 30 78.9%) 35(83.4%) 18(51.5%)

Total 38(100 %) 42(100%) 35 (100%)

table 7. Side effect of the surgery disfigurement

Yes No Total

Group

Group

Group
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of BCC and without significant statis-
tical differences between the groups. 
A number of locally advanced BCC 
in our patients was the scalp (group 
C), probably due to the position of the 
BCC, which is “hidden in the hair” and 
a longer time does not make complica-
tions. In one patient in group C, the tu-
mor was in an extreme phase, when the 
torn scalp and calvary, with the lesion 
invasion in meninx.

The basic principle of facial plastic 
and reconstructive surgery is the re-
moval of the tumor with optimal ag-
gressiveness, and that the operational 
defects are closed by simplest method 
(1, 6). It is primarily important enough 
to radically remove tumor (9). Direct 
suture is the best solution whenever is 
possible to apply (9). However, direct su-
ture is often not possible, so it is neces-
sary to use cutaneous transplantation 
of cutaneous slice (10).

By analyzing our respondents, it 
was observed that the greatest number 
of direct suture was done, as a method 
of treatment in groups A and B, while 
in group C most patients underwent 
transplantation of skin. The first reason 
is that the subjects in groups A and B 
had more frequently advanced lesions, 
and the second reason, inelasticity of 
the skin and scalp prevented closure 
of the defect by direct suture, and to 
avoid closure of defects of the skin un-
der tension.

About 40% of patients with basal cell 
carcinoma will have one or more basal 
cell carcinoma within 10 years (11).

BCC of the skin of the nose more 
often recur than at other areas of the 
head and face. It seems that the reason 
is avoiding radical incision during the 
surgery (12). There have been persistent 
recurrences of BCC on the scalp, de-
spite the radical excisions (12).

Various studies have determined the 
parameters and risk factors that lead to 
relapse and disease progression. These 
are the macroscopic parameters (size, 
shape and multifocality of the tumor) 
and microscopic parameters (the degree 
of cell differentiation) (11).

In group A there were 6 relapses of 
skin BCC. Relapse occurred in 2 pa-
tients in group B while in group C there 
were 7 relapses. The average time from 
tumor excision to recurrence did not 

differ from data from the literature and 
was on average 25 months. All cases 
were recurrences after surgery, locally 
advanced lesions. More often recurrent 
was BCC on scalp despite the radical 
surgery, which is possible to explain by 
the width of the tumor base. As broader 
is the tumor base, the greater is the sur-
face area that is prone to dysplasia and 
anaplasia. For the recurrence at the 
nose probably is responsible effort to 
avoid disfigurement.

Rare are BCC surgeries on the head, 
which does not leave traces behind (2). 
On the contrary, radical surgery of BCC 
on the head often causes a certain de-
gree of disfigurement (6, 7, 8, 9). When 
it comes to treatment and removal of 
BCC from head skin, aesthetics is the 
second plan, but still taken into ac-
count that the optimal excision are not 
left behind, the degree of disfigurement, 
which will later present mental burden 
for the patient (10).

BCC surgeries on the nose, espe-
cially at an advanced stage, will usually 
lead to the obvious scar, which is seen 
as a certain degree of disfigurement. Di-
rect suture zone at the nose, often lead 
to advancing tissue, so it is more or less 
damaging to pre-existing architecture 
of the nose. Local rotational or trans 
positional slices, often leave traces, by 
which it can be known that the nose has 
been operated (3).

Direct suture is probably the most 
applicable option for BCC surgeries 
at the face, because usually there is 
enough skin, which can cover an oper-
ating defect directly. The possibility of 
closing surgical defect after excision of 
BCC on the scalp is very limited already 
for the defects of 1.5 cm in diameter (3).

With advanced BCC on scalp, direct 
suture is practically out of the question. 
Cutaneous transplantation, the thick-
ness of the skin ruptured is the most 
common surgical method of closing 
post excision defect after the treatment 
of scalp BCC. This method, however, 
leaves behind a sharply demarcated area 
without hair, and if it is impossible to 
disguise it with surrounding hair there 
are visible disfigurements, which attract 
attention (3, 4).

In group C in most cases there is 
a certain degree of disfigurement as a 
consequence of the closure of the post 

excision defect by skin graft. Areas that 
appeared smooth and without hair, 
were more or less conspicuous and are 
characterized as disfigurement, which 
is the cost of treatment for specifically 
advanced BCC on scalp.

Disfigurement in patients in groups 
A and B, therefore, on the nose and 
other facial parts, mostly accounted 
for visible scars from surgery. Scar size 
and degree of such disfigurement, is di-
rectly proportional to the size of the tu-
mor that was removed.

There is a belief that basal cell carci-
noma (BCC), generally do not metasta-
size, however, there are exceptions (6).

Depending on the source of data in 
the literature, the occurrence of metas-
tasis varies from 0.01% (according to 
the pathologist reports), to 0.028% (ac-
cording to reports of dermatologist), to 
0.1% (according to data from the surgi-
cal centers). A report published in 1984, 
described 175 cases with histologically 
proven BCC metastases (3, 4, 5).

Typical history of basal cell carci-
noma (BCC) with metastases is usu-
ally tied to large, ulcer, locally invasive 
and destructive primary lesion, which 
appeared again in spite of repeated sur-
gical interventions or radiotherapy (7, 
8, 9, 10).

However, massive size, ulceration, 
or occurrence of multiple relapses is 
not absolute prerequisites for metasta-
sis. Most research has not established 
a specific histologic type of BCC which 
is more prone to metastasis than oth-
ers. Also, there is no evidence that the 
immune defense of the host was signifi-
cantly affected. However, some authors 
argue that metatypical or (basosqua-
mous) basal cell type cancer is most 
likely to metastases.

Unlike metastatic squamous cell 
carcinoma of the skin (PCC), which 
shows limphogenously metastases in 
80% to 90% of cases, the metastatic 
BCC, hematogenous and lymphatic 
spread shows almost uniform distribu-
tion (4, 8, 11).

Thus, about 50% of patients with 
metastatic BCC develop metastases 
into the lymph nodes. Meanwhile, in 
the first line of the spread of haemato-
genic BCC are the lungs and bones. 
There was the appearance of metastases 
in the liver and other abdominal organs 
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as well as skin or subcutaneous tissue (4, 
8, 12). The average duration of life after 
metastasis to the lungs, bones or other 
organs is about 10 months (4, 8, 12).

During our study we did not en-
counter a single case of metastases, 
even in case of very neglected BCC on 
the scalp, some of which had a diame-
ter of 15 cm.

6. concluSIon
Basal cell carcinoma of the skin, 

located on the nose and scalp, are the 
hardest to treat. It is determined that 
the localization of tumors on the scalp 
and then the nose have the highest in-
cidence of relapse. All cases of relapses 
were observed after excision of locally 
advanced lesions. In majority of pa-
tients, intraoperative skin defect was 
closed by direct suture. Local adverse 
effects of treatment BCC as consequent 
disfigurement, was significantly more 
frequent in cases when post excision 
defect was closed by cutaneous graft. 
Disfigurement is significant in case of 
location at the scalp and it is not pos-
sible to disguise it with hair.

Because of the significantly smaller 
number of disfigurement, direct suture 
closure of the post excision defect take 
precedence, regardless of the localiza-
tion of the tumor.
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