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Introduction:
Non-melanoma skin cancer is the most com-
mon type of skin cancer. Surgical treatment 
oft en involves the sacrifi ce of normal appearing 
skin in order to eradicate tumor invasion into 
the surrounding tissue.1 In the head and neck 
area such extensive excision may cause large 
scars and disfi gurement. Conservative skin exci-
sion may result in incomplete tumor extirpation 
and recurrence. To ensure complete removal of 

the cancerous tissue immediate examination of 
the excised tissue margins using frozen section 
histological diagnosis technique is frequently 
performed.2 But unfortunately this technique is 
not available in our setup due to non-availability 
of trained personnel, improper setup and lack of 
funds.

Analyzing data on the number of excisions 
made to obtain clean surgical margins revealed 
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that the overall rate of complete tumor excision 
at the fi rst surgery was 70.5%. Th is leaves about 
30% of patients who would have had an incom-
plete excision without frozen section had not 
been used.3

Most skin cancers are easily treatable by surgical 
excision with 3 – 6 mm clinically diagnosed tu-
mor free skin margins, and are closed by simple 
linear suturing. In these cases the surgical mar-
gins do not need frozen section confi rmation. In 
cases where tumor borders are visually diffi  cult 
to determine, in cases with previously incom-
pletely excised lesions, or in aesthetically sig-
nifi cant areas, intraoperative tumor free margins 
confi rmation is required.4

Non-melanoma skin cancer (NMSC) is the 
commonest of cancer diagnosed and accounts 
for more health expenditure than any other can-
cer. Basal cell carcinoma (BCC) is 2 – 3 times 
more common than squamous cell carcinoma.5,6 
Because the incidence of NMSC increase with 
age,6,7 its burden is likely to increase as the popu-
lation ages.8 Several National Health and Medi-
cal Research Council recommendation about 
the surgical management of BCCs imply that 
general practitioners can manage most of these, 
and research shows they do.9 In general of solid 
type BCC surgical excision is recommended.9

Th e objective of our study was to test the diag-
nostic accuracy without frozen section in deter-
mine the free margins of the excised tumors in 
the basal cell carcinoma. 

Methodology:
A total of 50 cases were included in a random-
ized clinical trial study conducted in the De-
partment of Plastic and Reconstructive Surgery, 
Jinnah Postgraduate Medical Centre, Karachi 
for a period of one year from January, 2008 to 
January, 2009. All patients were collected from 
Outpatient Department of Plastic and Recon-
structive Surgery, Jinnah Postgraduate medical 
Centre, Karachi. Patients of both genders, basal 
cell carcinoma of the head and neck region were 
included in this study. Only fi rst time visiting pa-
tients with primary lesions were included in this 

study. Lesions of 2mm upto 2cm were included. 
A full work up in history and investigation were 
undertaken for all patients. Patient of all age 
group and patient with xeroderma pigmento-
sum were not included because of multiple pa-
thologies at various stages. Lesions near the eye 
with involvement of bulbar conjunctiva were 
excluded from the study. Data will be collected 
and recorded on a performa.

Scope:
Th e study was executed in the Department of 
Plastic and Reconstructive Surgery, Ward-24, 
Jinnah Postgraduate Medical Centre, Karachi.

In this study the apparent tumor and margin of 
clinically normal appearing skin (depending on 
the size and site of the tumor) was excised and 
labeled accordingly. Th e specimen was stored 
in a preservative and sent for histopathology to 
ascertain the provision kept in the clinical judg-
ment while excising the tumor.

Results:
Fift y cases were collected. Th e mean age was 
54.67 + 11.89. Ranging from 30 to 90 years. 
Th ere were 18 (36%) patients in age group of 30 
– 50 years, 28 (56%) patients in 51 – 70 years of 
age group as compared to these three were only 
04 (08%) patients in age group of 71 – 90 years. 
According to the analysis of gender of study 
population there were 28 (56%) male patients 
and 22 (44%) female patients.

Twenty two (44%) [12 (54.5%) male and 10 
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(45.5%) females] patients were farmers, 19 
(38%) [10 (52.6%) males and 09 (47.4%) fe-
males] construction workers, 03 (06%) [02 
(66.7%) males and 01 (33.3%) females] and 
06 (12%) [04 (66.7%) males and 02 (33.3%) 
females] were households. On site of lesions 
analysis we observed that 15 (30%) had the le-
sion onforehead followed by 13 (26%) had the 
lesion at the nose and 09 (18%) patients had the 
lesion on the scalp.

On analysis of size of the lesion we observed that 
07 (14%) [04 (57.1%) males and 03 (42.9%) fe-
males] had lesion less then 1cm in size, 11 (22%) 
[06 (54.5%) males and 05 (45.5%) females] 
had lesion of 1cm size and 32 (64%) [Males 18 
(56.3%) and female 14 (43.7%)] patients had 
lesion of 1cm to 2cm.

Th e overall incidence of incomplete excision 
was 05 (10%) [scalp 02 (40%) and nose 03 
(60%)] and complete excision was successfully 
performed in 45 (90%) of patients on the clini-
cal judgment and proven by Histopathological 
examination.

On Histopathological analysis for margins, in 
02 (40%) patients deeper margins, 02 (40%) 
patients had lateral margins and 01 (20%) had 
both margins involved.

Discussion:
Basal cell carcinoma (BCC) is the most com-
mon skin malignancy reporting to our Outpa-
tient Department of Plastic and Reconstructive 
Surgery, Jinnah Postgraduate Medical Centre, 
Karachi. Th e age ranges between 30 – 90 years 
with a mean age of 54.69 + 11.89 years.

It is widely established fact that air skinned peo-
ple more exposed to sunlight are at a greater risk 
of developing BCC.10-12 Th is was further pro-
vided in our study where most of the patients 
(70%) were out door workers. But in our set up 
we early come across fair and thin skinned out 
door workers, so only four of out door patients 
were found to have fair colored skin.

Female

Male

22 (44%)

28 (56%)

Chi square = 1.44
P = 0.23

Figure 2: Gender distribution of study population
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Figure 4: Incidence of incomplete excision in rela-
tion to site of lesion

Table 1: Site of lesion

Site of lesion Frequency Percentage 95% C.I
Scalp 09 185 9.1 – 30.4

Forehead 15 30% 18.5 – 43.7 

Temple 02 04% 0.6 – 12.6 

Nose 13 26% 15.3 – 39.4 

Lips 02 04% 0.6 – 12.6 

Cheek 02 04% 0.6 – 12.6 

Ear 03 06% 1.5 – 15.4 

Neck 04 08% 2.5 – 18.1 
C.I = Confi dence interval (arrange in descending order)

Table 2: Incidence of incomplete excision

Excision Frequency Percentage 95% C.I
Complete excision 45 90% 79.2 – 96.2

Incomplete excision 05 10% 3.7 – 20.8 
C.I. = Confi dence Interval
Chi-square = 64.0
P = <0.001

Table 3: Histopathological analysis of incomplete excision

Margin Frequency Percentage 95% C.I
Deeper margin 02 40% 0.9 – 12.6

Lateral margins 02 40% 0.9 – 12.6 

Both margins 01 20% 0.0 – 9.4 
C.I. = Confi dence Interval
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Most of the patients presented 5 – 10 year af-
ter fi rst noticing the lesion. Th e maximum time 
lapse was 25 years. No patient reported earlier 
than 5 years. Th is delay in presentation led to the 
development of large disfi guring lesions in many 
of our patients as shown in table. Most of the le-
sions were 2 – 4cm size. As reported in literature 
large lesion tends to be more diffi  cult to excise 
and reconstruct and have a great tendency to 
recur.13

Although BCC is reported to occur anywhere 
on the body especially on sun exposed areas like 
face, in our study all the patients had lesions on 
the face. As shown in the table of our patients 
had the involvement of more than one area on 
the face. All of them had a lesion greater than 
4cm in the widest dimension and presented 11 – 
15 years of aft er the onset of disease. All of them 
and extensive tissue destruction requiring wider 
excision of margins and complete methods of 
reconstruction. One of the patient had lost his 
left  eye during the disease process.

Out of the many proposed biopsy techniques, 
we applied excisional biopsy in all but one case 
where an incision biopsy was performed prior 
to the defi nitive excision. We excised the lesion 
with a normal looking margin of 05mm or more. 
Th e specimen was mapped with sutures for con-
venience of reporting. In only three cases we had 
to re-excise the reportedly involved margins.

Majority of the smaller lesion (<2cm) which 
were falling on cheek and nose were excised and 
reconstructed under local anaesthesia. For all 
the rest we had to employ general anaesthesia 
due to the length and complexity of the proce-
dure for reconstruction. For BCC the recom-
mended follow-up is at six months intervals for 
fi ve years. We followed the same regime but we 
lost 60% of our patients at one year follow-up. 
Th is problem has been faced in other local stud-
ies as well.14

Conclusion:
Based on our experience we conclude that delay 
in presentation has an overall negative eff ect on 
the outcome, as it leads to extensive tissue de-
struction, which in turn decreases the functional 
and cosmetic outcome of surgical management. 
Th e importance of a comprehensive public edu-
cation program cannot be over emphasized. 
A simple excisional biopsy technique, as em-
ployed in this study ensures margin clearance, 
which in turn gives the surgeon more freedom 
of reconstruction.
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