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Abstract

Purpose: The face is an unfortunate location for any type of tumor – malignant or not – with significant esthetic and functional outcomes.
To reconstruct a facial defect may seem simple, but can be rather complicated. The aim of this study is to analyze and discuss our results
in order to conclude with specific surgical strategies correlated with the morphopathological results. The most important objective for us is
to offer the highest level of expertise to our patients and to prove that the symbiosis between the surgical treatment and the work of the
Department of Morphopathology is essential in order to maximize the quality of medical care provided for our patients. Patients, Materials
and Methods: A retrospective study was conducted on 116 patients diagnosed with facial malignant tumors, 70 of which were confirmed as
basal cell carcinomas (BCCs), 35 confirmed as squamous cell carcinomas (SCCs) and 11 malignant melanomas (MMs). Most BCC cases
(57) showed ulceration, with a long clinical evolution (more than 10 years) in 48 cases. Only in 12 SCC cases, patients showed inflammation
and ulceration, with a shorter evolution period (2–5 years). For complete microscopic diagnosis, immunohistochemical (IHC) examination
was necessary in 46 cases. The BCC “deceiving” clinical behavior and the generally aggressive character of the MM were found in our
patients as well. Results: The most frequent sites were the orbital region (27 cases) and the nasolabial sulcus (26 cases). In order to
reconstruct the postexcisional defects, we had to perform local flaps in 62 cases (14 frontal flaps for orbital defects, 32 glabellar flaps for
medial epicanthus, lower lid and nasal region, 15 nasolabial flaps for lower lid or nasal alae and one “Z”-plasty for the submental region).
Oncological follow-up was performed in all patients and in 15 cases re-excision was necessary (11 BCCs, two SCCs and two MMs). Cervical
lymph node metastasis occurred in six cases (three BCCs, one SCC and two MMs). Conclusions: The cooperation between surgeons and
pathologists allowed for good outcomes and the pathology examination can guide the surgical approach towards better results both functionally
and esthetically.
Keywords: facial basal cell carcinoma, squamous carcinoma, malignant melanoma, facial local flaps.

 Introduction
Skin tumors seem to be very easy to diagnose and the
prevention of facial malignant lesions should be the most
efficient one, as they develop on exposed areas and can
be observed by self-examination. The epidemiological
studies of facial tumors demonstrate the contrary. They
are still frequent and the patients, very often, avoid asking
for the opinion of a specialist [1]. What could account
for this peculiar behavior in our modern times? The
explanation could be “white coat” anxiety, neglect due
to a busy schedule or the initially “benign appearance”
of some of the facial malignant tumors [2, 3].
The result is the same: tumors grow and spread to new
segments of skin, the inflammation occurs aiding the
malignant process to develop and invasion to bone or
cartilage occur [4, 5]. Correct and complete excision is
difficult to obtain, defect reconstruction being compliISSN (print) 1220–0522

cated and with uncertain results, from the functional and
esthetic point of view [6–9].
When discussing about the treatment of face-located
cancer, there will always be a contradiction between the
oncological principles in terms of excision “in healthy
tissue” and the main rules of reconstructing the defect.
In many cases, the surgeon cannot perform a radical
excision because the tumor invades important esthetic and
functional units, a good example being a cancer located
on the medial canthus [10]. It is well known that any
incision, excision and reconstruction in the face are planned
following the “map” of the main aesthetic units [11].
Many tumors do not abide by this rule; therefore, the
surgeon is constrained to use different reconstructive
techniques in order to obtain good results.
The aim of this retrospective study conducted on 116
patients diagnosed with facial malignant tumors is to
analyze and discuss our results, in order to conclude with
ISSN (online) 2066–8279
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specific surgical strategies correlated with the morphopathological results.
 Patients, Materials and Methods
We performed a retrospective study on 116 patients
diagnosed with malignant facial tumors and hospitalized
in the Clinic of Plastic and Reconstructive Surgery,
“St. Spiridon” Emergency County Hospital, Iaşi, Romania,
over a three-year period (2015–2017). Seventy tumors
were histologically confirmed as basal cell carcinomas
(BCCs), 35 confirmed as squamous cell carcinomas
(SCCs) and 11 as malignant melanomas (MMs) (Figure 1).

 Results
We found that in our 69 studied patients the tumors
were ulcerated (57 BCCs, 12 SCCs), neglected many years
(more than 10 years in 48 patients with BCC, 2–5 years
in 21 cases with SCC). In six patients (three BCCs, one
SCC, two MMs), cervical enlarged lymph nodes were
detected clinically and using sonography, at the initial
exam of the tumor.
To reconstruct the post-excisional defects, we performed
local flaps in 62 cases [14 frontal flaps to cover the orbit,
32 glabellar flaps for medial epicanthus, lower lid and nasal
region (Figure 3, a–c), 15 nasogenian flaps for lower lid
or nasal alae and one “Z”-plasty for submental region].
We performed excision and direct suture in 35 cases
(four tumors located on the auricular region, 31 on the
nasogenian fold, frontal and temporal arias). The skin
grafts were used to reconstruct the defect in 19 cases (full
thickness skin graft in seven patients, partial skin graft
in 12 patients). Oncological follow-up was performed
in all patients and in 15 cases re-excision was necessary
(11 BCCs, two SCCs, two MMs).

Figure 1 – Case distribution of the facial malignant
tumors. BCC: Basal cell carcinoma; MM: Malignant
melanoma; SCC: Squamous cell carcinoma.

We included in our study all the aesthetic units of the
face, excepting the lips and oral cavity. The facial cancers
affected 47 males and 69 females, most of them aged
over 60 (87 patients). The most frequent locations were
the orbital region (27 cases: 24 BCCs, three SCCs) and
the nasogenian sulcus (26 cases, all BCCs). Fifty-six
tumors involved the nasal region (17 cases: nine BCCs,
eight SCCs), the zygomatic region (16 cases: five BCCs,
nine SCCs, two MMs), the auricular area (12 cases: two
BCCs, six SCCs and four MMs), the forehead unit (10
cases: three BCCs, five SCCs, two MMs), the temporal
region (six cases: two BCCs, three SCCs and one MM)
and the submental region (one MM) (Figure 2). For
complete microscopic diagnosis, immunohistochemical
(IHC) examination was necessary in 46 cases.

Figure 2 – Sites of facial malignant tumors.

Figure 3 – (a–c) Frontal
paramedian flap inset for
reconstruction of soft tissue
defect on nasal dorsum
after BCC complete
excision confirmed by
histopatological exam.

From all the tumors included in the study, the histopathological exam of the specimens revealed that 60.3%
were BCCs (Figures 4 and 5, a–d), 30.1% were SCCs
(Figure 6, a and b) and 9.4% MMs. The BCC “deceiving”
clinical behavior and the generally aggressive character
of the MM were found in our patients as well.
The male-to-female ratio was 1:1.46. Almost half of
the patients showed tumors in the orbital and nasogenian
areas (45.6%), whereas 54.3% of them had tumors in
the other regions evaluated (nasal, zygomatic, auricular,
forehead, temporal and submental). Ulceration was present
in 59.4% of the cases. In 5.17% of the cases, large lymph
nodes were associated with facial tumors from the initial
evaluation but half of these cases were in fact metastatic)

Surgical reconstruction of post-tumoral facial defects

(Figure 7, a–c). As for reconstructive procedures, we
used flaps in 53.4% of the cases and in 46.7% cases the
flap reconstructions were done in the central “T-area” of
the face (eyelid, canthal area, and nasal region); these
were followed by excision and direct suture in 30.1% of
the cases and skin graft coverage was preferred in 16.3%
of the cases (52.6% after BCC, 36.8% cases skin grafted
were performed after melanoma excision and 10.5% after
SCC).
From the total local flaps performed for covering the
defects in the “T-area”, 72% were represented by glabellar
flaps considering that they offer the best esthetic and
functional results. Usually, this flap needs a revision after
2–3 months in order to correct the tissue fold developed
at the base of the flap. Only 5% of the patients who
underwent glabellar flap reconstruction needed and agreed
to be submitted to revision surgery.
As for the full thickness skin grafts used, we preferred
the donor sites surrounding the auricular region, in 82%
of the cases who underwent grafting (giving the similar
texture and pigmentation with the defect zone). The rest
of the grafts were harvested from the supraclavicular or
brachial region when the skin surrounding the auricular
region was damaged (scars or ulcerations).
Re-excision was necessary in 12.9% of the cases from
which 51% were BCCs with periorbital localization. We
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performed re-excision for three of the 11 MMs (23.2%
from the re-excision cases), the rest consisting of SCCs.
The histopathological examination decided the BCC
lymph nodes were inflammatory in all cases, whilst the
SCC and MM lymph nodes were actually metastatic. For
accurate microscopic diagnosis, IHC examination was
necessary in 46 cases, 35 SCCs and 11 MMs (Figure 8,
a and b).

Figure 4 – Nests of basaloid cells showing peripheral
palisading, reduce desmoplastic stroma and ulceration
of the surface. Hematoxylin–Eosin (HE) staining, ×40.

Figure 5 – (a–d) BCC, nodular type. The figures show a BCC, nodular type with surface ulceration and morpheiform
areas. The tumor is composed of nests or islands of basaloid cells showing peripheral palisading, with scant cytoplasm
and hyperchromatic nuclei surrounded by desmoplastic stroma with diffuse lymphocytic infiltrate it is shown. HE
staining, ×40. BCC: Basal cell carcinoma.
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Figure 6 – (a and b) Well-differentiated SCC. The figures show a well-differentiated SCC, with keratinization, extending
into the dermis and moderate mixed inflammatory infiltrate associated. The tumor is composed of nests or islands of
squamous epithelial cells, with abundant eosinophilic cytoplasm, large nuclei and mitotic activity present. There is no
vascular or neural infiltration in the evaluated sections. HE staining: (a) ×40; (b) ×100. SCC: Squamous cell carcinoma.

Figure 7 – (a–c) The figures show a malignant melanoma, nodular type with extension limited to the papillary dermis
and the epidermis, without ulceration. The tumor is composed of large epithelioid cells, with vesicular nuclei and
eosinophilic prominent nucleoli, some multinucleated with high nuclear-to-cytoplasmic ratios and abundant eosinophilic
cytoplasm. There is a high mitotic activity (4 mitoses/mm2), diffuse lymphocytic infiltrate associated and pigmentation
of tumor cells. Clark level: III, Breslow thickness: IV. HE staining: (a) ×40; (b) ×200; (c) ×400.
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Figure 8 – (a and b) Immunohistochemistry shows human melanoma black-45 (HMB-45) positivity in tumor cells and
Ki67 positivity in 30% of tumor cells. Immunostaining for: (a) Anti-HMB-45 antibody, ×100; (b) Anti-Ki67 antibody, ×40.

 Discussions
When approaching cases of skin tumors, especially
those located on the face, the plastic surgeon deals with
a set of aspects concerning the treatment: excision in
oncological margins, soft tissue defects of different
thicknesses and different anatomical regions reconstruction.
The face is the most important anatomic area for most
patients, and because of this cosmetic importance, tumors
of the facial skin are a great challenge for both oncological
surgery and cosmetic and functional outcome [12].
Repairing a post-excisional soft tissue defect yields a
dichotomic approach, as the purpose is the restoration of
function in a specific area and, to a certain extent, of the
appearance in the damaged region. In his reconstructive
endeavors, the surgeon is supported in judging defect
coverage by the use of an algorithm supplied by the
reconstructive scale. This means that the evaluation of
soft tissue thickness in the damaged area and the exposed
tissue guides the treatment, which consists of excision
and direct suture, followed by skin grafts, or local flaps.
Tumor aggressiveness can be clinically evaluated by
following its progress, and also relying on macroscopic
aspects like ulceration [13, 14]. Especially for the tumors
that are associated with a high risk of local recurrence and
inflammation (BCCs), the skin grafts offer the advantage
of a better long term monitoring of the region. However,
many of the tumor locations and the invasion of deep
structures (cartilage, bone) require a wider and deeper
excision. It is obvious that in such cases the skin graft is
not suitable as a reconstruction option, flaps remaining
the only available choice. In addition, local flaps offer
better long term results especially for facial soft tissue
defects from the esthetic and functional point of view.
In our retrospective study, BCCs (60.3%) were the
most common tumors, followed by SCCs, which amounted
to 30.1%. Our findings confirmed literature data, according
to which BCC is the most common skin malignant tumor,
with up to 70–80% of these occurrences [15]. Its occurrence
percentage in the general population is 4–5 BCC cases
for each SCC case and 8–10 BCC cases for each newly
diagnosed melanoma (eight BCCs for one MM in our
group) [15]. An increase in BCC worldwide incidence
has been lately noted [16].

Respecting the histological tumor types, the results
of our studies confirm that there is a high occurrence of
BCCs in elderly patients, while MMs are more frequent
in younger patients. We found BCCs in younger patients
as well (four cases less than 35 years old, 5.5% from BCCs).
Seventy-five percent of the 116 patients diagnosed with
face tumors were aged 60 years old and over (87 patients).
This result is in accordance with literature studies, in which
more than half of the cases occur between the ages of 50
and 80 years old [17].
Regarding the anatomic location of face tumors, in
our group, the most frequent for BCCs were placed in the
orbital region and the nasogenian sulcus, followed by the
nasal region. There is a strong correlation between the
final histological diagnosis and the planning of the longterm surgical strategy. It is preferred to begin with choosing
the option of local small flaps in order to save the more
distant and complex reconstructive techniques as a last
solution in case of late local and regional tumor recurrence.
In our study, the BCC predominates, and although exposure
to UV radiation has been shown to be the main risk factor
associated with this tumor genesis, the relationship between
patterns of sun exposure, age of patient and histological
aggressiveness is still controversial among researchers
and therefore epidemiological and anatomopathological
studies involving different population groups are needed
[18]. Indeed, BCC most commonly occurs on sun exposed
areas of the skin, in 80% of cases being located on the
face, and only in 15–43% of the cases on the trunk [19].
BCC may occur and develop 10 to 50 years after sun
damage [20]. In our study, 69 patients had ulcerated
tumors (57 BCCs, 12 SCCs), neglected many years (more
than 10 years in 48 patients with BCC, 2–5 years in 21
cases with SCC). It has also been noted that autoimmune
conditions may promote the development of skin cancer
[21–23].
BCC may have various macroscopic aspects, ranging
from erythematous plaques (three cases in our group,
4.2% of BCCs) to pigmented lesions (10 cases in our
group, 14.2% of BCCs), making the histopathological
examination obligatory to set a certain diagnosis.
In microscopic examination, BCC is characterized by
tumor cell proliferation with small oval and hyperchromic
nuclei, and little nest- or strand-shaped cytoplasm.
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Neoplastic cells are relatively uniform in appearance
and sometimes have significant anaplasia and mitotic
figures. On the border of the nests, they are usually
arranged in a radial pattern, called “palisading”. Although
this does not allow the setting of a definite diagnosis, in
its absence, the diagnosis of basal cell carcinoma should
be questioned [24].
Regardless of their extent or cell disposition, basal
cell carcinomas include the same cell type. Tumor cells,
all identical, basophilic, resemble the basal cells of the
epidermis, hence the name of basal cell carcinoma, but
in fact they are undifferentiated tumor epidermal cells.
They are elongated, have an oval or elongated nucleus
with dense chromatin; the cytoplasm is very low, often
poorly defined. Mitoses have variable frequency from
one tumor to another [24]. Although typical cutaneous
BCCs and SCCs are morphologically dissimilar, it is well
known that poorly-differentiated SCC may assume a
basaloid phenotype, making the histological distinction
between these two tumors difficult (seven cases in our
group, 6% from the tumors) [25].
Typically, any tumor developed in the squamous layer
of the epidermis pierces the dermal–epidermal basal
membrane and invades the dermis. Microscopically
speaking, there are strands or nests of atypical squamous
epithelial cells with reduced eosinophilic cytoplasm and
hyperchromic nuclei with numerous atypical mitoses,
acanthosis, parakeratosis and dyskeratosis [24, 26]. The
fibrovascular stroma shows inflammatory infiltrates. Histopathological and IHC examination are very important for
accurate microscopic diagnosis. IHC examination was
absolutely necessary in our study for all SCC and MM
cases (46 cases, 39.6% in our group).
In order to reconstruct the post-excisional defects
located near medial epicanthus, we preferred glabellar flaps
because of its satisfactory coverage potential and the
vicinity with the recipient region. Furthermore, the low
donor site morbidity offers the best functional and
esthetical outcomes.
Fortunately, BCC is usually diagnosed and treated
early [27]. As long as it is diagnosed early (18% from
our group of BCCs), BCC exhibits only local invasive
behavior and has low metastatic potential, being easily
treatable by surgical excision [19]. Nevertheless, BCCs
may become “advanced BCCs” in two cases: when the
patients neglect the tumor (18.1% of our cases) and
when the BCCs are intrinsically aggressive and reoccur
(7.75% in our study) or are refractory at treatment [16].
Oncological follow-up was performed in all our patients,
and in 12.9% of the cases re-excision was necessary
due to extensive and infiltrate structures below the skin.
Regarding this aspect, the limited excision especially
for BCC with facial localization was determined by the
vicinity with important orbital structures for the initial
tumor (8.5% of BCCs in our group). In this specific
situation, the only guide for a correct surgical protocol
is the histological result. In addition, we find that preoperative biopsies in such specific cases are not only
irrelevant, but even dangerous for a positive long-term
evolution; excision with limited margins followed by
histological examination is a better option.
In our study, the prevalence of BCC was evident.
The slow evolution of this skin cancer was observed to

be prolonged, even in the case of neglecting patients, as
compared to other skin cancers like SCC. BCC is known
as a local aggressive tumor manifested especially as skin
ulceration, this being one of the reasons for which patient
come to the hospital [28]. SCC was the second mostcommon cancer in the patients included in our study,
a skin cancer with a more rapid evolution, local aggressiveness and distant metastasis. MM had a lower occurrence
rate than the other two types, probably dictated by
Fitzpatrick skin type of patients included (9.4% in our
study) [29, 30].
Heavily sun exposed areas of the face are most
frequently affected by skin cancers: orbital region, nasogenian region and nasal regions, zygomatic region,
suggesting the important role of UV light exposure [31,
32]. High impact areas of the face with complex anatomy
require different techniques of coverage in order to restore
local anatomy, function and when possible appearance
[33].
Cooperation with the ophthalmologist is of the utmost
importance, as numerous intraorbital and ocular tumors
requiring orbital exenteration involve reconstruction of
the orbital cavity (three cases, 12.5% from BCCs) or of
the periocular region [34–36], as well with the otorhinolaryngologist, when the lesion involves the nasal or
auricular regions (five tumors, 29% of the nasal tumors).
We found a single case with a melanoma developed
between the submental and anterior cervical region, where
we had to perform excision followed by “Z”-plasty (two
crossed triangular flaps dictated by the mobility of the
region).
One third (two) of the cases with cervical lymph
node metastasis present at the initial consultation were
associated with temporal MM.
Shashanka & Smitha state that more than 70% of head
and neck melanomas occur on the face, more frequently
affecting the cheek region [37]. In our study, most of the
MMs (63.6%) were located on the cheek and temporal
region. In the same study [37], MMs of the external ear
were rare, with a frequency of around 7%, meanwhile
we found 18% of the MMs with this localization in our
group. In this particular situation, we could perform a
triangular excision of the invaded pavilion, followed by
direct suture.
 Conclusions
There is a strong correlation between the final
histological diagnosis and the planning of the long-term
surgical strategy. It is preferred to begin with choosing
the option of local small flaps in order to save the more
distant and complex reconstructive techniques as a last
solution in case of late local and regional tumor recurrence.
Although for a plastic surgeon the esthetic result will
be of great importance, the objectivity of the anatomopathological diagnosis will always define the surgical
behavior.
Conflict of interests
The authors do not have a financial interest/arrangement
or affiliation with one or more organizations that could
be perceived as a real or apparent conflict of interest in
the context of the subject of the manuscript.

Surgical reconstruction of post-tumoral facial defects

References
[1] Seretis K, Thomaidis V, Karpouzis A, Tamiolakis D, Tsamis I.
Epidemiology of surgical treatment of nonmelanoma skin
cancer of the head and neck in Greece. Dermatol Surg,
2010, 36(1):15–22.
[2] Sari E. Non-metastatic non-melanoma skin cancers: our
3 years of clinical experiences. World J Plast Surg, 2017,
6(3):305–312.
[3] Costea CF, Petraru D, Dumitrescu G, Sava A. Sebaceous
carcinoma of the eyelid: anatomoclinical data. Rom J Morphol
Embryol, 2013, 54(3):665–668.
[4] Barro-Traoré F, Traoré A, Konaté I, Traoré SS, Sawadogo NO,
Sanou I, Soudré BR, Heid E, Grosshans E. [Epidemiological
features of tumors of the skin and mucosal membranes in
the Department of Dermatology at the Yalgado Ouedraogo
National Hospital, Ouagadougou, Burkina Faso]. Sante, 2003,
13(2):101–104.
[5] Costea CF, Anghel K, Dimitriu G, Dumitrescu GF, Faiyad Z,
Dumitrescu AM, Sava A. Anatomoclinical aspects of conjunctival malignant metastatic melanoma. Rom J Morphol
Embryol, 2014, 55(3):933–937.
[6] Choi JH, Kim YJ, Kim H, Nam SH, Choi YW. Distribution of
basal cell carcinoma and squamous cell carcinoma by facial
esthetic unit. Arch Plast Surg, 2013, 40(4):387–391.
[7] Adinarayan M, Krishnamurthy SP. Clinicopathological evaluation
of nonmelanoma skin cancer. Indian J Dermatol, 2011, 56(6):
670–672.
[8] Apalla Z, Lallas A, Sotiriou E, Lazaridou E, Ioannides D.
Epidemiological trends in skin cancer. Dermatol Pract Concept,
2017, 7(2):1–6.
[9] Eide MJ, Krajenta R, Johnson D, Long JJ, Jacobsen G,
Asgari MM, Lim HW, Johnson CC. Identification of patients with
nonmelanoma skin cancer using health maintenance organization claims data. Am J Epidemiol, 2010, 171(1):123–128.
[10] Holds JB (ed). Basic and clinical science course (BCSC).
Section 7: Orbit, eyelids, and lacrimal system. American Academy
of Ophthalmology, San Francisco, 2007–2008, 141–149.
[11] Fattahi TT. An overview of facial aesthetic units. J Oral
Maxillofac Surg, 2003, 61(10):1207–1211.
[12] Hajdarbegovic E, van der Leest RJ, Munte K, Thio HB,
Neumann HA. Neoplasms of the facial skin. Clin Plast Surg,
2009, 36(3):319–334.
[13] Newlands C, Currie R, Memon A, Whitaker S, Woolford T.
Non-melanoma skin cancer: United Kingdom National Multidisciplinary Guidelines. J Laryngol Otol, 2016, 130(2):S125–
S132.
[14] Apalla Z, Nashan D, Weller RB, Castellsagué X. Skin cancer:
epidemiology, disease burden, pathophysiology, diagnosis,
and therapeutic approaches. Dermatol Ther (Heidelb), 2017,
7(Suppl 1):5–19.
[15] Mantese SAO, Berbert ALCV, Gomides MDA, Rocha A.
Carcinoma basocelular – análise de 300 casos observados
em Uberlândia – MG. An Bras Dermatol, 2006, 81(2):136–142.
[16] Mohan SV, Chang ALS. Advanced basal cell carcinoma:
epidemiology and therapeutic innovations. Curr Dermatol Rep,
2014, 3(1):40–45.
[17] Kopke LFF, Schmidt SM. Carcinoma basocelular. An Bras
Dermatol, 2002, 77:249–285.
[18] Saldanha G, Fletcher A, Slater DN. Basal cell carcinoma:
a dermatopathological and molecular biological update. Br J
Dermatol, 2003, 148(2):195–202.
[19] Chinem VP, Miot HA. Epidemiology of basal cell carcinoma.
An Bras Dermatol, 2011, 86(2):292–305.
[20] Roewert-Huber J, Lange-Asschenfeldt B, Stockfleth E, Kerl H.
Epidemiology and aetiology of basal cell carcinoma. Br J
Dermatol, 2007, 157(Suppl 2):47–51.

291

[21] Lanoy E, Engels EA. Skin cancers associated with autoimmune
conditions among elderly adults. Br J Cancer, 2010, 103(1):
112–114.
[22] Buzdugă CM, Costea CF, Dumitrescu GF, Turliuc MD,
Bogdănici CM, Cucu A, Dumitrescu N, Indrei L, Şapte E,
Ciobanu Apostol DG. Cytological, histopathological and
immunological aspects of autoimmune thyroiditis: a review.
Rom J Morphol Embryol, 2017, 58(3):731–738.
[23] Chaudhary RK, Barnes EL, Myers EN. Squamous cell
carcinoma arising in Hashimoto’s thyroiditis. Head Neck,
1994, 16(6):582–585.
[24] Sava A, Costea CF, Dumitrescu GF. Anatomie et histologie de
la région périoculaire. In: Sava A, Costea CF, Dumitrescu GF.
Guide de pathologie ophtalmologique. Affections des paupières
et de la conjonctive. Edition Universa, Wetteren, Belgique,
2015, 165–169.
[25] Webb DV, Mentrikoski MJ, Verduin L, Brill LB 2nd, Wick MR.
Basal cell carcinoma vs basaloid squamous cell carcinoma
of the skin: an immunohistochemical reappraisal. Ann Diagn
Pathol, 2015, 19(2):70–75.
[26] Older JJ (ed). Eyelid tumors: clinical diagnosis & surgical
nd
treatment. 2 edition, Manson Publishing, CRC Press, Taylor
and Francis, London, 2003, 56.
[27] Alam M, Goldberg LH, Silapunt S, Gardner ES, Strom SS,
Rademaker AW, Margolis DJ. Delayed treatment and continued
growth of nonmelanoma skin cancer. J Am Acad Dermatol,
2011, 64(5):839–848.
[28] Rubin AI, Chen EH, Ratner D. Basal-cell carcinoma. N Engl
J Med, 2005, 353(21):2262–2269.
[29] Scottish Intercollegiate Guidelines Network (SIGN). SIGN 140
– Management of primary cutaneous squamous cell carcinoma.
SIGN, Edinburgh, 2014, http://www.sign.ac.uk/assets/sign140.
pdf.
[30] Safai B. Management of skin cancer. In: DeVita VT Jr,
Hellman S, Rosenberg SA (eds). Cancer: principles and practice
of oncology. Lippincott–Raven Publishers, Philadelphia, 1997,
1883–1993.
[31] Leiter U, Garbe C. Epidemiology of melanoma and nonmelanoma skin cancer – the role of sunlight. Adv Exp Med
Biol, 2008, 624:89–103.
[32] Franceschi S, Levi F, Randimbison L, La Vecchia C. Site
distribution of different types of skin cancer: new aetiological
clues. Int J Cancer, 1996, 67(1):24–28.
[33] Tiutiuca C, Voicu D, Brujbu I, Macovei L, Ciupilan C,
Bogdanici CM, Bulimar V. Malignant tumors of the eyeball
and its appendixes. Rev Chim (Bucharest), 2016, 67(8):
1641–1645.
[34] Turliuc MD, Sava A, Dumitrescu GF, Cucu A, Eşanu A,
Tudorache C, Costache II, Costea CF. Right visual loss due
to choroidal metastasis of a papillary adenocarcinoma of the
lung: a case report. Rom J Morphol Embryol, 2015, 56(3):
1173–1177.
[35] Costea CF, Turliuc MD, Dimitriu G, Bogdănici CM, Moţoc A,
Chihaia MA, Dancă C, Cucu A, Cărăuleanu A, Dumitrescu N,
Indrei L, Turliuc Ş. Inflammatory juvenile compound conjunctival nevi. A clinicopathological study and literature review.
Rom J Morphol Embryol, 2017, 58(3):739–747.
[36] Şapte E, Costea CF, Cărăuleanu A, Dancă C, Dumitrescu GF,
Dimitriu G, Chihaia MA, Buzdugă CM, Cucu A, Turliuc MD.
Histological, immunohistochemical and clinical considerations
on amniotic membrane transplant for ocular surface reconstruction. Rom J Morphol Embryol, 2017, 58(2):363–369.
[37] Shashanka R, Smitha BR. Head and neck melanoma. ISRN
Surg, 2012, 2012:948302.

Corresponding authors
Ionuţ Vivi Atănăsoae, Assistant Lecturer, MD, Department of Plastic Surgery, “Grigore T. Popa” University of Medicine
and Pharmacy, 16 University Street, 700115 Iaşi, Romania; Phone +40747–333 512, e-mail: ionutatn@yahoo.com
Dan Cristian Moraru, Assistant Lecturer, MD, Department of Plastic Surgery, “Grigore T. Popa” University of Medicine
and Pharmacy, 16 University Street, 700115 Iaşi, Romania; Phone +40742–420 479, e-mail: morarudc@gmail.com
Received: January 30, 2018

Accepted: June 17, 2018

