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Abstract

Basal cell carcinoma (BCC) is the most frequent skin cancer and its location in the nasal pyramid poses treatment problems. The main
issue is how large the resection margins should be. The article presents a retrospective study on patients with BCCs of the nose. Thirty-
seven patients were included and the correlations between incomplete resections and tumor dimensions, resection margins or histological
sub-type were investigated. Of the 37 patients, only five had tumor-positive excision margins, but no correlation with the above-mentioned
factors could be found. An overall tendency to over-resection was detected, contrary to the tendency depicted in the literature, but the
incomplete resection rate (13.5%) is comparable with other reports. Further studies are needed, on a larger population in order to generate

guidelines to better medical practice on this matter.
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=& Introduction

Basal cell carcinoma (BCC) is the most common
malignant tumor and its localization in the face poses the
greatest challenge to treating physicians [1, 2]. Complete
surgical excision is the treatment of choice for most BCCs
providing definitive cure [1]. The nasal pyramid is one
of the locations considered to be of high risk by the
National Comprehensive Cancer Network (NCCN) from
the United States of America (USA) due to its high rate
of recurrence, esthetical considerations and difficulty
of reconstruction after excision (many resulting defects
need three-dimensional reconstruction) [3, 4]. Medical
authorities in USA indicate Mohs’ surgery as the golden
standard for treating BCCs of the nose [3, 5]. Unfortunately,
this type of surgical excision is unavailable on a large
scale in many European countries, including Romania,
due to its high costs and necessity of highly trained
personnel [6]. Therefore, medical professionals have to
choose certain resection margins that will assure a
complete excision of the tumor without producing huge
esthetical harm to this sensitive area. Which are the best
resection margins is still a matter of debate among
dermatologists and plastic surgeons, with many studies
conducted to solve this problem [6, 7]. As long as such
studies are missing from the Romanian literature, the
authors have decided to provide a retrospective study on
BCCs of the nose resection margins from a local Plastic
Surgery Department in the present article.

= Patients, Materials and Methods

A retrospective study on BCCs of the nose resection
margins was conducted in the No. 2 Department of
Plastic Surgery, Clinical Emergency Hospital for Plastic
Surgery and Burns, Bucharest, Romania.

A formal approval for the study was obtained from
the Ethics Committee of the Institution.

Sources for data gathering and definition of
the study group

There were reviewed the medical charts and pathology
reports of the Eatients admitted between January 1* and
December 25", 2017, with skin tumors of the nasal
pyramid. Of the 47 patients who were treated in this
period, we removed three patients for lacking pathology
reports, and other six patients with other types of tumors
(two squamous cell carcinomas, one melanocytic nevus,
two seborrheic keratosis and one granulomatous chronic
dermatitis). In one female patient, the pathologist due to
mechanical artifacts could not assess the margins, and
the patient was excluded from the study. The final study
group consisted of 37 patients, 15 males and 22 females,
with mean age of 71 years.

Data gathering

For each patient in the group, the following data were
collected: tumor dimensions (in mm), resection margins
(in mm), histological type of the tumor, and whether the
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resection margin was tumor-free. A follow-up of at least
11 months of the patients with positive margins was
conducted in order to detect recurrences of the tumor.
Tumor dimensions were grouped in four classes: less than
6 mm, 7-10 mm, 11-20 mm, and over 20 mm. Resection
margins were grouped as: 3 mm margin, 4 mm margin,
5 mm margin, and over 5 mm margin. The dimensions
were collected from the medical charts and not from the
pathology reports, because shrinkage of the specimen
distorts the measurements in a random fashion (it depends
on gender, skin texture, age, a.s.0.). The histological
types were grouped according to NCCN into: low-risk
(nodular, superficial) and high-risk (infiltrating, micro-
nodular, metatypical, and with perineural infiltration).
None of the patients had pre-operatory pathological exams,
so the amount of resection was based only on tumor
dimensions.

Data analysis

The following possible associations were investigated:
(1) the relationship between tumor dimensions and size
of resection margins; (2) the relationship between tumor
size and complete or incomplete resection (the authors
decided to take into account only lateral positive margins
and not the deep positive margins, therefore two patients
with deep positive margins but with tumor-free lateral
margins were counted as negative lateral margins); (3) the
relation between tumor resection margins and complete or
incomplete excision; (4) the relation between histological
type (low-risk or high-risk) and tumor-free resection
margins.

Statistical analysis

All the relations were analyzed by a biostatistician
using Fisher’s exact test and were further tested using
Goodman—Kruskal test for detecting monotonous trends.
In order to assess the overall incomplete resection
proportion with a 95% confidence interval (CI), the
binomial law for proportions’ distribution was applied.

Histopathological analysis

For the histopathological (HP), positive and differential
diagnosis, the resection material from each patient was
fixed in 10% buffered formalin solution, and sent to the
Laboratory of Pathology. The biological material was
embedded in paraffin, microtome sectioned at 4 um thick,
and stained with Hematoxylin—Eosin (HE) and trichrome
green light, following the Goldner—Szekely (GS) technique.

Immunohistochemical analysis

For evaluation of particular characteristics of the
tumors, we also performed an immunohistochemistry,
using antibodies: anti-pan-cytokeratin (CK) AE1/AE3
(monoclonal mouse anti-human CK, clones AE1/AE3,
1:100, Dako), anti-Ki67 (monoclonal mouse anti-human
Ki67, clone MIB-1, 1:50, Dako), anti-epithelial membrane
antigen (EMA) (monoclonal mouse anti-human, clone E29,
1:50, Dako), anti-p53 (monoclonal mouse anti-human
p53 protein, clone DO-7, 1:100, Dako), anti-cluster of
differentiation (CD) 3 (monoclonal mouse anti-human
CD3, clone F7.2.38, 1:25, Dako), anti-CD20 (monoclonal
mouse anti-human CD20cy, clone 126, 1:50, Dako).

=& Results

In our group of 37 patients with BCCs of the nose
(15 males, 22 females), five patients had incomplete
lateral resection (positive lateral resection margins) (two
males and three females), meaning 13.5% (with a 95% CI
4.5-28.8%). The macroscopic aspects of tumors ranged
from nodular, superficial, to deep, necrotic and ulcerated
(Figures 1 and 2).

Figure 1 — Nodular, slightly
prominent tumor on the
nose, 3 mm resection
margin.

Figure 2 — Ulcerative,
necrosed, infiltrative tumor,
with heterogeneous margins,
located under the right nasal
wing, 5 mm resection margin.

Table 1 summarizes the excision margins in each tumor
dimensions group. It can be observed that most tumors
(14, representing 37.84%) had 7-10 mm dimensions. Also,
“neglected tumors”, those with dimensions larger than
20 mm, were seven, representing 18.92%. No statistically
significant difference was detected between the groups
(»p=0.13, Fisher’s exact test and p=0.66, Goodman—
Kruskal test). That means that tumor dimensions are not
the primary criterion for choosing excision margins.

Table 1 — Resection margins’ dimensions in each
tumor dimension group

Tumor dimensions / Over
. . 3mm 4 mm 5 mm
resection margins 5 mm
Under 6 mm 1 0 8 0
7-10 mm 1 3 10 0
11-20 mm 1 3 3 0
Over 20 mm 1 1 2

Table 2 describes the proportion of incomplete
resections in each tumor dimension group. No statistically
significant difference could be detected (p=0.85, Fisher’s
exact test). Most incomplete resections were found in
tumors with a diameter of 7-10 mm. Here, there were three
incomplete resections from the 14 surgeries, representing
21.4%.

Table 2 — Proportions of incomplete lateral resection
related to tumor dimensions

Tumor Incomplete resection cases /
. . p-value
dimensions total cases (percentage)
Under 6 mm 1/9 (11.1%) 0.85
7-10 mm 3/14 (21.4%)
11-20 mm 117 (14.3%)
Over 20 mm 0/7 (0%)
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Table 3 shows the proportion of incomplete resections
in relation to the size of resection margins. In our study,
most incomplete resections were performed at 5 mm
resection margins. Once again, no significant difference
was found (p=0.83, Fisher’s exact test and p=0.47,
Goodman—Kruskal test).

Table 3 — Proportions of incomplete lateral excision
related to resection margins’ dimensions

Resection Incomplete resection cases /
. p-value
margins total cases (percentage)
3 mm 1/4 (25%) 0.83
4 mm 1/7 (14.3%)
5mm 3/24 (12.5%)
Over 5 mm 0/2 (0%)

Table 4 depicts the frequency of different sizes of the
resection margins dimensions for histological high-risk
and low-risk, with no statistically significant difference
between the groups (p=0.29, Fisher’s exact test and
p=0.52, Goodman—Kruskal test). This fact was expected
taking into account that the surgeons did not have any
pre-operatory data regarding the histological risk.

Table 4 — Resection margins’ dimensions for each
group of histological risk

Histological 3 mm 4 mm 5 mm 50ver
. . . . mm  p-value
risk margins margins margins -
margins
High 115 5/15 8/15 115 0.29
Low 3/22 2/22 16/22 1/22

We found two out of 15 cases of incomplete resections
in the high histological risk group and three out of 22
cases of incomplete resections in the low risk group,
with no statistically significant difference between groups
(p=1, Fisher’s exact test).

One patient with incomplete resection had a recurrence
in the interval of follow-up and it was resected again with
tumor-free margins.

The microscopic examination of the surgical resection
pieces highlighted the presence of various forms of BCCs;
most of them were included in the nodular form (Figure 3),
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Figure 3 — Nodular basal cell carcinoma. HE staining,
x200.
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but there were also identified superficial BCCs (Figure 4),
adenoid ones (Figure 5), adenoid-cystic ones (Figure 6)
and even metatypical carcinomas.

As it may be observed from our images, the BCCs
were formed of basaloid cells that are similar to the basal
non-differentiated cells of the epidermis, arranged in
palisades, separated by a basal membrane from the
surrounding stroma. The tumoral cells presented a reduced
basophil cytoplasm and rich in chromatin nuclei. The
examination with high power objectives showed that most
of the tumoral cells presented typical mitoses. Also, the
usual microscopic examination did not highlight the
presence of desmosomes, a characteristic aspect for BCCs.

Some large-sized nodular tumors presented central
necrosis (Figure 7), while the ulcerative tumors presented
peripheral necrosis made of cell and tissue residues,
infiltrated with leukocytes of the granulocyte, macrophage
and lymphocyte type (Figure 8).

The tumoral stroma presented an inflammatory infiltrate
with a heterogeneous arrangement, more or less intense,
mainly formed of lymphocytes, plasma cells and macro-
phages. In the ulcerative tumors, the inflammatory infiltrate
contained large quantities of neutrophil granulocytes and
macrophages and a reduced number of lymphocytes and
plasma cells (Figures 9 and 10).

Immunohistochemical (IHC) examinations highlighted
an intense reaction of the tumoral cells to pan-CK
AEI1/AE3, both for the nodular and adenoid forms of the
BCCs (Figures 11 and 12). In comparison, Ki67 tumoral
proliferation factor presented a low index, about 3—5%,
both in nodular and in adenoid forms (Figures 13 and 14).

p53 protein had an extremely variable IHC expression,
from negative to intensely positive, regardless of the HP
form of BCCs (Figures 15 and 16). In about 50% of the
BCC cases studied, its expression was positive.

EMA had, most of the time, a low or negative IHC
expression in all forms of BCCs (Figures 17 and 18).

Of the two types of cells studied, present in the
stromal inflammatory infiltrate, the most numerous were
the T-lymphocytes (Figures 19 and 20).
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Figure 4 — Superficial basal cell carcinoma.
x200.
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Figure 7 — Basal cell carcinoma, the nodular form, with Figure 8 — Peripheral area of a nodular, ulcerative basal
central necrosis. HE staining, x100. cell carcinoma, where there is highlighted the presence

of a necrosis area infiltrated with granulocyte leukocytes
and macrophages. HE staining, x200.
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Figure 9 — Tumoral stroma with a moderate inflammatory
infiltrate. HE staining, x200. matory infiltrate mainly formed of lymphocytes. HE
staining, x200.
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Figure 11 — Nodular basal cell carcinoma with an intense
reaction of the tumoral cell to anti-pan-CK AE1/AE3
antibody. Immunomarking with anti-pan-CK AE1/AE3
antibody, x200. CK: Cytokeratin.

of
cells in mitosis, marked by anti-Ki67 antibody. Immuno-
marking with anti-Ki67 antibody, %x200.
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Figure 15 — Nodular basal cell carcinoma, with a
negative reaction to p53. Inmunomarking with anti-p53
antibody, *x200.
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Figure 12 — Adenoid basal cell carcinoma, with a

moderate reaction to pan-CK AE1/AE3. Immunomarking
with anti-pan-CK AE1/AE3 antibody, x200. CK: Cyto-
keratin.
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Figure 14 — Adenoid basal cell carcinoma, with a low
cellular Ki67 proliferation index. Inmunomarking with
anti-Ki67 antibody, %200.
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Figure 16 — Adenoid basal cell carcinoma, with an
intense reaction to p53. Inmunomarking with anti-p53
antibody, x200.
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immunohistochemical expression of EMA. Immuno-
marking with anti-EMA antibody, x200. EMA: Epithelial
membrane antigen.
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Figure 19 — Inflammatory infiltrate in the tumoral
stroma rich in T-lymphocytes. Inmunomarking with anti-
CD3 antibody, x200. CD34: Cluster of differentiation 34.

= Discussions

BCC is a challenging health problem, being the most
common human malignant tumor [1, 2]. Worldwide, its
incidence reached about 2.7 million cases and it is ever
growing [8-10]. All the studies show that this form
of cancer represents about two-thirds of all the skin
cancers in Caucasian people [11-13]. The onset and
progression of BCC is mainly connected to the exposure
of skin to solar ultraviolet (UV) radiations. Therefore,
these tumors occur on the head and neck skin, mainly
on the nose and face, mainly in adult men working
outdoors, aged over 50 years old [14, 15]. The studies
in the last decades showed that the BCC incidence has
increased by 10% per year and it is diagnosed more and
more often in people aged less than 40 years old) [16, 17].
The high incidence of BCC in people aged less than
50 years old may be due to a prolonged exposure to
sunlight, either at work or during recreational activities,

moderate reaction to EMA. Immunomarking with anti-
EMA antibody, x200.

Figure 20 — Nodular basal cell carcinoma with a
moderate number of B-lymphocytes in the inflammatory
infiltrate of the tumoral stroma. Immunomarking with
anti-CD20 antibody, *x200. CD20: Cluster of differentiation
20.

due to the reduction of the ozone layer, to artificial UV
exposure in beauty saloons, due to a change in the dressing
code, to a low immunity in some individuals, and others
[18, 19].

Face is considered a location that raises important
treatment problems, with nasal pyramid seen as a high-
risk area [1-4]. At this level, complete excision of the
tumor stays in balance with the reconstructive challenges
and the esthetic outcome. Mohs’ microsurgery is the
best solution to this problem, but it is, unfortunately,
unavailable in Romania’s public health system, while
even in well-developed Western European countries it is
not largely available [20]. Current practice is excision
with certain safety margins followed by pathological
validation of the excision. Pathology is the referce
between wide excision and tissue preservation, although
questions are raised regarding its absolute value. Thus,
classical bread loafing technique in preparing the specimen
was found to diagnose positive margins in facial BCC in
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only 44% of cases compared to “en face” slicing [21, 22].
Pathology was found to have only 76% negative predictive
value in BCC with negative margins [22]. Despite current
incertitude, pathology remains the golden standard.

When excising a BCC, one has to answer two
fundamental questions: (/) where are the macroscopic
margins of the tumor? and (2) how large the safety
margins should be? The tumor margins are perceived
differently among specialties according to a recent study
stating that dermatologists have the best rate of tumor-
free margins followed by plastic surgeons and general
practitioners in Netherlands [23]. Moreover, several reports
suggest that enhanced direct examination using loupes
[23], dermoscopy [7, 24], or “wet blotting technique”
(wetting the tumor and surrounding skin with water
before examination) [22] leads to better identification
of tumor borders and allow for lesser safety margins. In
our Department, the surgeons do not use any of these
techniques leading to larger excision margins compared
with recent literature reports (5 mm and above margins
comprise for 70.2% of total cases in our series).

There is a tendency for reducing excision margins in
BCC of the face in the latest reports: 3 mm for BCCs of
the nose [5], 2 mm margins for tumors less than 1 cm
[7]. As stated above, this tendency was not seen in our
group, surgeons aiming for safety, possessing a large
armamentarium of methods to close the defect. The
statistical analysis of our series showed that there was no
statistical difference between groups with 3 mm, 4 mm,
or 5 mm margins in terms of incomplete excision, which
means that we could reduce the margins in smaller tumors
(less than 20 mm) with good tumor clearance. Lack of
correlation between histological subtype and incomplete
resections makes the necessity of preoperative biopsies
somehow dubitable and was reported by a French study
too [5]. It is probably explained by the fact that nose is a
high-risk location by itself and histological risk has less
importance here [25]. One interesting finding was that
the excision margins were not dictated by the tumor
dimensions, which probably lead to the tendency to over-
resection depicted in our study. The authors believe that
some guidelines should be followed regarding this matter.
Overall positive margin frequency in our group was 13.5%
(95% CI 4.5-28.8%), which is well between the limits
reported by similar studies conducted in this region of the
face [26-28]. We found one recurrence with a follow-up
of at least 11 months, which is similar with other reports
[29], but we feel that the follow-up period was to short
and maybe some patients with recurrence did not return
to our Department.

We consider that HP and IHC examinations are essential
both for establishing the positive and differential diagnosis
with other benign or malignant skin lesions, and for
evaluating the margins of surgical resection of the tumor
and establishing the prognosis [30, 31]. It is known that
BCC very rarely causes metastases, but it can infiltrate and
destroy local or neighboring tissues with the tumor, or
even relapse in the case of incomplete surgical excisions
[32-34].

The present study has some limitations linked mainly
to the number of patients and the subjectivity of the
collected data, so the conclusions lack power. Nevertheless,

further studies could be performed having this article as
a starting point. Guidelines are needed in our country on
this matter and they should be based on evidence.

& Conclusions

BCCs of the nasal pyramid are a challenge and in
our study, there was a tendency for over-resection, but
incomplete resections could not be linked to tumor
dimensions, subtype, or selected margins.

Conflict of interests
None of the authors has any conflict of interests to
disclose.

Funding
The study did not benefit from funding by any public
or private entity.

Acknowledgments

The authors would like to thank the professionals
(doctors and technicians) from the Laboratory of Pathology,
GRAL Medical Center, Bucharest, Romania, who are
providing the pathology examination for our Department,
for their work.

References

[11 Rogers CR, Bentz ML. An evidence-based approach to the
treatment of nonmelanoma facial skin malignancies. Plast
Recontr Surg, 2011, 127(2):940-948.

[2] Mahadevan K, Sruthi S, Sridevi S, Vivek R. Fourth dimension
in reconstruction of defects following excision of basal cell
carcinoma of head and neck! J Cutan Aesthet Surg, 2018,
11(3):110-119.

[3] Work Group; Invited Reviewers, Kim JYS, Kozlow JH, Mittal B,
Moyer J, Olenecki T, Rodgers P. Guidelines of care for the
management of cutaneous squamous cell carcinoma. J Am
Acad Dermatol, 2018, 78(3):560-578.

[4] Ge NN, McGuire JF, Dyson S, Chark D. Nonmelanoma skin
cancer of the head and neck Il: surgical treatment and
reconstruction. Am J Otolaryngol, 2009, 30(3):181-192.

[6] Levy RM, Hanke CW. Mohs micrographic surgery: facts and
controversies. Clin Dermatol, 2010, 28(3):269-274.

[6] Konopnicki S, Hermeziu O, Bosc R, Abd Alsamad I,
Meningaud JP. Nasal basal cell carcinomas. Can we reduce
surgical margins to 3 mm with complete excision? Ann Chir
Plast Esthet, 2016, 61(4):241-247.

[7] Haddad GR, Miot HA, Alencar Marques ME, Schmitt JV.
Excision of basal cell carcinomas smaller than 1 cm with 2
mm safety margins: lateral margin adequacy evaluated by
double-bladed scalpel method. Indian J Dermatol Venereol
Leprol, 2018, 84(5):603-606.

[8] Verkouteren JAC, Ramdas KHR, Wakkee M, Nijsten T.
Epidemiology of basal cell carcinoma: scholarly review. Br J
Dermatol, 2017, 177(2):359-372.

[9] Pellegrini C, Maturo MG, Di Nardo L, Ciciarelli V, Gutiérrez
Garcia-Rodrigo C, Fargnoli MC. Understanding the molecular
genetics of basal cell carcinoma. Int J Mol Sci, 2017, 18(11):
2485.

[10] Lubeek SK, van Vugt LJ, Aben KH, van de Kerkhof PC,
Gerritsen MP. The epidemiology and clinicopathological features
of basal cell carcinoma in patients 80 years and older: a
systematic review. JAMA Dermatol, 2017, 153(1):71-78.

[11] Rogers HW, Weinstock MA, Feldman SR, Coldiron BM.
Incidence estimate of nonmelanoma skin cancer (keratinocyte
carcinomas) in the U.S. population, 2012. JAMA Dermatol,
2015, 151(10):1081-1086.

[12] Puig S, Berrocal A. Management of high-risk and advanced
basal cell carcinoma. Clin Transl Oncol, 2015, 17(7):497-503.

[13] Fram BR, Strony J, Jagannathan G, Brown SA. Cutaneous
basal cell carcinoma with bone metastases: an orthopaedic
case report. Case Rep Orthop, 2019, 2019:1628980.




1268

Ivan Vatamanesku et al.

[14] Radespiel-Troger M, Meyer M, Pfahlberg A, Lausen B,
Uter W, Gefeller O. Outdoor work and skin cancer incidence:
a registry-based study in Bavaria. Int Arch Occup Environ
Health, 2009, 82(3):357-363.

[15] Dinca D, Stoica LE, Micu LG, Bardas M, Raftu G, lonus D,
Sapte E. Giant basal cell carcinoma of the nasal pyramid —
case report. Rom J Morphol Embryol, 2019, 60(1):255-259.

[16] Christenson LJ, Borrowman TA, Vachon CM, Tollefson MM,
Otley CC, Weaver AL, Roenigk RK. Incidence of basal cell and
squamous cell carcinomas in a population younger than 40
years. JAMA, 2005, 294(6):681-690.

[17] Bertozzi N, Simonacci F, Greco MP, Grignaffini E, Raposio E.
Single center evidence for the treatment of basal cell carcinoma
of the head and neck. Acta Biomed, 2019, 90(1):77-82.

[18] Celi¢ D, Lipozenci¢ J, Kolari¢ B, Ferentak G, Rajkovi¢ JK,
Borlini¢ T. Association between blood group and non-
melanoma skin cancers (basal cell carcinoma and squamous
cell carcinoma). Int J Environ Res Public Health, 2019, 16(13):
2267.

[19] ShamsiMeymandi S, Dabiri S, ZeynadiniMeymand A, Iranpour M,
Khalili M, Alijani S, Aflatoonian M. Evaluation of immuno-
histochemical findings and clinical features associated with
local aggressiveness in basal cell carcinoma. Iran J Pathol,
2019, 14(3):193-196.

[20] Kimyai-Asadi A, Goldberg LH, Jih MH. Accuracy of serial
transverse cross-sections in detecting residual basal cell
carcinoma at the surgical margins of an elliptical excision
specimen. J Am Acad Dermatol, 2005, 53(3):469-474.

[21] Willardson HB, Lombardo J, Raines M, Nguyen T, Park J,
Dalton S, Ritchie S. Predictive value of basal cell carcinoma
biopsies with negative margins: a retrospective cohort study.
J Am Acad Dermatol, 2018, 79(1):42—46.

[22] Ramdas K, van Lee C, Beck S, Bindels P, Noordhoek Hegt V,
Pardo L, Versnel S, Nijsten T, van den Bos R. Differences
in rate of complete excision of basal cell carcinoma by
dermatologists, plastic surgeons and general practitioners:
a large cross-sectional study. Dermatology, 2018, 234(3—-4):
86-91.

[23] Sugrue CM, Mclnerney N, Joyce CW, Kelly JL. Tumor margin
assessment with loupe magnification enables greater histo-
logical clearance of facial basal cell carcinomas compared
with clinical examination alone. Dermatol Surg, 2017, 43(6):
805-809.

Corresponding authors

[24] Caresana G, Giardini R. Dermoscopy-guided surgery in basal
cell carcinoma. J Eur Acad Dermatol Venereol, 2010, 24(12):
1395-1399.

[25] Khalid-Raja M, Mistry N, Anari S. Peripheral histological
clearance of cutaneous BBC and SCC excised using the wet
blotting technique. JPRAS Open, 2018, 17:39-48.

[26] Nagore E, Grau C, Molinero J, Fortea JM. Positive margins
in basal cell carcinoma: relationship to clinical features and
recurrence risk. A retrospective study of 248 patients. J Eur
Acad Dermatol Venereol, 2003, 17(2):167-170.

[27] Griffiths RW, Suvarna SK, Stone J. Basal cell carcinoma
histological clearance margins: an analysis of 1539 conven-
tionally excised tumours. Wider still and deeper? J Plast
Reconstr Aesthet Surg, 2007, 60(1):41-47.

[28] Farhi D, Dupin N, Palangié A, Carlotti A, Avril MF. Incomplete
excision of basal cell carcinoma: rate and associated factors
among 362 consecutive cases. Dermatol Surg, 2007, 33(10):
1207-1214.

[29] Miszczyk J, Charytonowicz M, Debski T, Noszczyk B. Incomplete
excision of basal cell carcinoma (BCC) in the head and neck
region: to wait, or not to wait? Postepy Dermatol Alergol,
2017, 34(6):607-611.

[30] Rotaru M, lancu GM, Gheuca Solovastru L, Glaja RF, Grosu F,
Bold A, Costache A. A rare case of multiple clear cell
acanthoma with a relatively rapid development of the lower
legs. Rom J Morphol Embryol, 2014, 55(3 Suppl):1171-1179.

[31] Rotaru M, Nati AE, Avramoiu |, Grosu F, Malaescu GD. Digital
dermoscopic follow-up of 1544 melanocytic nevi. Rom J
Morphol Embryol, 2015, 56(4):1467-1472.

[32] Leon A, Ceausu Z, Ceausu M, Ardeleanu C, Mehedinti T.
Assessment of the aggressive feature of basal cell carcinoma
in the oral and maxillofacial region. Oral Health Dental Manag
Black Sea Countries (OHDMBSC), 2006, 5(4):62—-67.

[33] Al-Qargaz F, Marji M, Bodoor K, Aimomani R, Al Gargaz W,
Alshiyab D, Muhaidat J, Alqgudah M. Clinical and demographic
features of basal cell carcinoma in North Jordan. J Skin
Cancer, 2018, 2018:2624054.

[34] Mazloom S, Rich M, Grider D, Phillips M. Basal cell carcinoma
with intravascular invasion: a case report and review of the
literature. Dermatol Online J, 2018, 24(10):8.

Sorin Viorel Parasca, Lecturer, MD, PhD, Department of Plastic Surgery, “Carol Davila” University of Medicine
and Pharmacy, 37 Dionisie Lupu Street, Sector 2, 020021 Bucharest, Romania; Phone +40723-513 914, e-mail:

sorinparasca@yahoo.com

Mihaela-Cezarina Mehedinti, Professor, MD, PhD, Department of Histology and Cell Biology, Faculty of Medicine,
“Lower Danube” University of Galati, 35 Alexandru loan Cuza Street, 800010 Galati, Romania; Phone +40724—

851 671, e-mail: mihaela_hincu10@yahoo.com

Received: August 30, 2019

Accepted: February 26, 2020




