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Introduction:
Basal Cell Carcinomas (BCCs) are locally de-
structive malignancies of the skin1. Th ey are the 
most common type of skin cancer in Europe, 
Australia and the U.S.A2. BCC is a locally inva-
sive and slowly growing malignant epidermal 
skin tumor mainly aff ecting the Caucasians3. 
BCC infi ltrate tissues in a three-dimensional 
contiguous fashion through the irregular growth 
of subclinical fi nger-like outgrowths4. It has got 
low metastatic potential and the morbidity asso-
ciated with BCC is related to local tissue inva-

sion and destruction5. Th e various clinical types 
includes nodular, ulcerated (`rodent ulcer’), 
superfi cial, morpheaform (sclerosing), and 
pigmented variaties3. Causative factors include 
individuals with a fair complexion, chronic sun 
exposure, xeroderma pigmentosa, albinism and 
immunosuppression6. Chronic exposure to ul-
traviolet light is the most signifi cant etiological 
factor and consequently exposed areas such as 
the head and neck are the most commonly in-
volved sites7. Once a person has developed a 
BCC, there is a signifi cantly increased risk of 
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developing subsequent BCCs at other sites8. 
BCC may causes local tissue destruction and 
disfi gurement if left  untreated or if incompletely 
removed9.

Management of BCC is dependent upon site, 
size and type of the lesion, age and co-morbid-
ities of the patient10. Surgical excision, Mohs 
surgery and radiotherapy are the three standard 
therapies of choice11.  Standard surgical excision 
with frozen section is considered a good treat-
ment option for all BCCs arising on the face10. 
Th e 5-year recurrence rate aft er a simple exci-
sion of a BCC is reported as being between 4.1% 
and 10.1% 12, 13. If the excision has been reported 
as histologicaly complete, the recurrence rate is 
reported to be <2%14. 

BCC is not uncommon in our population. Most-
ly, our patients were of old age and presented at 
fairly advanced stage. Th is study was aimed to 
describe presentation of BCC of the face in our 
set up, analyze the socio-demographic profi le of 
the patients, select the best method of surgical 
excision and collect actionable evidence base for 
evolving meaningful strategies to address this 
emerging public health issue.

Materials and Methods:
Th is descriptive study was carried out at the De-
partment of Plastic and Reconstructive Surgery, 
Hayatabad Medical Complex (HMC), Pesha-
war from March 2007 to December 2010. All 
patients who presented with clinically suspected 
or biopsies proven Basal Cell Carcinoma (BCC) 
of the face at our department were included in 
the study by convenience sampling technique. 
Patients with recurrent BCC and those who did 
not consent to participate in the study were ex-
cluded. Initial assessment was made by detailed 
history and complete clinical examination in-
cluding local examination. Diagnosis was con-
fi rmed by excisional biopsy for lesion less than 2 
cm and incisional biopsy for lesion more than 2 
cm in diameter. Additionally the basic essential 
work up was done in patients undergoing surgi-
cal excision of the tumor and reconstruction of 
the defect. An excisional margin ranging from 
5 to 10 mm was used depending upon the site, 

size and type of BCC. Any reconstructive surgi-
cal procedure required was instituted according 
to the condition of the individual patients and 
their defects. Local extent of tumor was assessed 
with CT scan in selected patients. Th e clinical 
types of BCC, site and size of the tumor, type 
of surgical procedure undertaken and com-
plications encountered were all recorded on a 
proforma. Th e data were subjected to statistical 
analysis. Follow-up consultations were planned 
at 3, 6 and 12 months aft er the end of treatment 
and thereaft er yearly until the fi ft h year. Patients 
were examined by the surgeon and photographs 
of the scar were taken. 

Stastical Analysis:
Th e data were analyzed through SPSS version 
10 and various descriptive statistics were used 
to calculate frequencies, percentages, means and 
standard deviation. Th e numerical data such 
as age and duration of hospitalization was ex-
pressed as Mean ± Standard deviation while the 
categorical data such as the types of malignan-
cies, body area distribution of the tumors, inter-
ventional procedures employed and complica-
tions observed were expressed as frequency and 
percentages.

Results:
Out of a total of 210 patients, 61.4% (n=130) 
were males while 38.6 % (n=80) were females. 
Age range was 15 to 75 years with mean age of 
52 years. Th ere were 143 cases (68%) of nodular 
ulcerative BCC, 35 cases (16.7%) of pigmented 
BCC, 21 cases (10%) of morpheaform and 11 
cases (5.3%) of superfi cial spreading BCC. Nose 
was the most frequent site of involvement 26.7% 
( n=56 ), followed by cheek 17.7% ( n=37 ), me-
dial canthus 16.7% ( n=35 ), lower eyelid 13% ( 
n=27 ), pre-auricular area 11.9% ( n=25 ), up-
per lip 6.2% ( n=13 ) and post-auricular area 
5% ( n=10). Recurrence rate was 4.6% while in 
7% of cases, the tumor was found to be incom-
pletely excised. Th e average hospital stay was 7 
days (range 2-12 days). Th ere was no in-hospi-
tal mortality. Painless skin lesion was the most 
common presenting feature (n=107), followed 
by non-healing ulcer (n=97) and changes in a 
preexisting mole (n=6). Our results are summa-
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rized in the following tables and fi gures.

Discussion:
Basal Cell Carcinomas (BCCs) are locally de-
structive malignancies of the skin1. Th ey are the 
most common type of skin cancer in Europe, 
Australia and the U.S.A2. BCC’s incidence has 
increased globally and there is 19 % of rise be-
tween 1985 and 199515. Typically, Basal cell car-
cinoma (BCC) occurs in areas more commonly 
exposed to sunlight7. Although a slow growing 
tumor with low metastatic potential, it can cause 
signifi cant local destruction and disfi gurement if 
untreated and inadequately excised16. Th e most 
important etiologic factor responsible for the in-
creased incidence of cutaneous malignancies is 
increased exposure to UV light emanating from 
the sun secondary to depletion of the ozone 
layer17. Th is has been compounded by changes 
in clothing habits and life styles over the past 
half century18. In Pakistan, there is increased in-
cidence of BCC among the fair skinned people 
residing in northern areas especially Khyber 
Pukhtoon Khwa (KPK). 

BCC mainly aff ects people in their old age but 
can occur in younger people as well. In our study, 
the mean age was 52 with a range of 15-75 years. 
Our age occurrence incidence is comparable to 
similar other studies. In a study by Weshah et al, 
the occurrence ages ranged from 23-90 years19. 
Most frequent age group in this study was 60-
69 (40.8%) and the least frequent was 20-29 

(1.3%). In a similar study done by Ahmed et al, 
the mean age was 59.54 ± 15.66 with age range 
of 17-103 years20. 

Higher male to female ratio was observed in 
our patients regarding the gender distribution 
which is comparable to other studies21. Males 
have higher risk of developing BCC mainly due 
to their involvement in more outdoor activi-
ties and jobs with chronic prolonged exposure 
to sunlight. In addition, female tend to wear 
clothes that cover the head, face and most parts 
of the body according to religious and tradi-
tional believes. In our study, the distributions 
of BCC among females were 80 (38.6%) cases 
constituting a signifi cant number. Several inter-
national studies reported higher incidence of 
BCC in women. In a study from China, the male 
to female ratio was 1:1.122. BCC is also reported 
to be common in females in North American 
black patients23. In studies from Australia, the 
basal cell carcinoma was distributed in a similar 
fashion among both the sexes24.

About 93.5% of BCCs are found in the head 
and neck regions on exposed parts, particular-

Table 1: Clinical types of BCC and their gender distribution

Clinical type Total No. of pts. Male Female
Nodular-ulcerative 143 (68%) 85 (59.4%) 58 (40.5%)

Pigmented 35 (16.7%) 24 (68.5%) 11 (31.4%)

Morpheaform 21 (10%) 13 (61.9%) 8 (38.1%)

Superfi cial spreading 11 (5.3%) 4 (36.6%) 7 (63.3%)

Table 2: Treatment and methods of reconstruction 

Treatment modality Method of reconstruction No. of Pts. (n)
Excisional biopsy 
(tumor < 2cm)

Primary closure
Local fl ap
Full-thickness skin graft 

37 (17.6%)
0
0

Wide local excision with 5 
mm margin
(tumor > 2cm)

Full-thickness skin graft 
Local fl aps
Regional fl aps
Distant fl aps

45 (21.4%)
76 (36.2%)
42 (20%)
10 4.8%)

Figure 1: Areas of face involvement in BCC
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Figure 2: Complications encountered
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ly on the nose, forehead, peri-ocular areas and 
cheek16. Th e vast majority of lesions in our pa-
tients were located on the nose 56 (26.7%) and 
cheek 37 (17.7%). Our results are similar to oth-
er international studies25, 26. In the face region, 
BCC are more common above the line joining 
tragus with the angle of mouth. Th e two most 
common sites above this line are nose and me-
dial canthal area. In our series the nasal lesions 
were the highest in numbers (26.7%) followed 
by non nasal lesions involving the sites as cheek 
(17.7%), medial canthal area (16.8%) and lower 
lid (13.1%). Th is was quite similar to other se-
ries27.

Regarding the clinical types of BCC, we encoun-
tered nodular-ulcerative type in 143 (68%) cases 

followed by pigmented type in 35 (16.7%) cases 
while morpheaform and superfi cial spreading 
BCC occurred in 21 (10%) and 11 (5.3%) cases 
respectively. Our results are comparable to simi-
lar other studies as reported in the literature28.

In the majority of our patients with BCC, we 
employed surgical excision as the mainstay of 
management. Subsequent reconstructions of 
the defects were done with skin graft s and dif-
ferent fl aps. Cure rates depend on the size, histo-
logical type, and anatomic location of the lesion. 
In BCC, margins of 5 mm are recommended 
to achieve cure. Recurrence rates are higher in 
larger tumors or in areas where maximum tis-
sue preservation is required. Positive margins 
aft er primary resection must be re-excised for 
cure. Recurrent tumors require larger surgical 
margins than those used in primary resections3. 
We came across 7% of incompletely excised tu-
mor and 4.6% of recurrent tumors. Th is is most 
probably due to insuffi  cient excision and critical 
anomatical location as these aggressive lesions 
provide a very narrow safety excision margin6.

For smaller lesions of BCC over noncritical ar-
eas, certain alternative management options 
include electrodessication and curett age, cryo-
therapy etc. Th e cure rates for these treatment 
modalities reportedly are 90%-98%. However, 
higher recurrence, scarring, hypopigmentation, 
no specimen for histology and potential injury 
to adjacent nerves are some of their signifi cant 
disadvantages29, 30, 31. Another modality of treat-
ing BCC is radiotherapy. Radiotherapy has been 
sown to be eff ective in older patients who are 
poor surgical candidates. Th e recurrence rate 
varies from 7 to 12% with fair cosmetic results28.

Th ough not yet available in Pakistan, Mohs 
micrographic surgery (MMS) is the gold stan-
dard for managing BCC. It is a tissue sparing 
technique employed for managing primary and 
recurrent BCC of critical areas32. It has advanta-
geous in critical areas, such as the medial and 
lateral canthi, perioral area, and nasal ala etc. 
Cure rates for BCC of this technique are 99% for 
primary lesions and 96% for recurrent lesions6, 
33, 34. 

Figure 3: (a) Pigmented BCC Lt. medial canthus (b) Excision with 5mm margin & 
Reconstruction with glabelar fl ap

Figure 4: (a) Nodular-ulcerative BCC of nose (b) Excision with 10mm margin &   recon-
struction with superiorly based Rt. Nasolabial fl ap

Figure 5: (a) Morpheaform BCC Rt. Cheek (b) Excision and coverage with Full thick-
ness skin graft 
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Th e high percentage of excision margin involve-
ment (7%) in our setup may be due to tumor lo-
cation in certain critical areas and lack of special-
ized surgical skills, ignoring the importance of 
frozen section and Mohs micrographic surgery. 
Th e frozen section and Mohs micrographic sur-
gery can be very helpful in diagnosing and com-
menting upon the clearance of excision margins. 
Th is procedure can further reduce the incom-
plete excision and its recurrence. 

Conclusion:
BCC of the face constitute a signifi cant source 
of morbidity and hospitalization especially in 
the elderly population. In our set up, BCC of 
the nose constitutes the leading type followed 
by cheek and eyelid areas. Basal Cell Carcinoma 
(BCC) appears to be on the rise in our part of 
world. Careful clinical assessment and complete 
excision with the help of frozen sections can 
avoid recurrence.
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