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INTRODUCTION 

BCC is a slow growing, locally invasive tumour of skin.1 

BCC so named as its cells are similar to those of basal 

area of appendages.2 It is among the most common skin 

cancers and its incidence is rising in many countries.3 The 

incidence of BCC varies in different countries depending 

on various geographical factors. Its aetiology is mostly 

linked to exposure to U.V. rays in sunlight on exposed 

parts of skin.2 Exposure to ionizing radiation, Arsenic, 

chronic wound and prolonged immunosuppression are 

among other risk factors.3 Clinically patient present with 

indurated nodule or ulcerative lesion. Diagnosis is mainly 

clinical and good clinical examination with magnification 

is mostly sufficient. Indication of biopsy are in case of 

diagnostic dilemmas and when we want to know the 

histopathological sub-type in order to plan treatment. 

Imaging techniques as CT scan and MRI have only role 

in some cases when we have to rule out Bony, 

Neurovascular, parotid and Orbital involvement.4 BCC is 

a locally invasive but rarely metastatic.5 Many treatments 

are available such as Radiotherapy, Cryosurgery etc but 
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wide local excision and flap remains main treatment 

modalities.1,6 Three mm margins can be safely used in 

lesions less than equal to 2 cm size with minimal 

recurrence.5  

The Aim of the study is to evaluate the pattern of BCC, 

Age incidence, Histopathology, gender distribution in this 

geographical region. 

Most common treatment plan followed in our Tertiary 

care institute was also studied. 

METHODS  

The prospective study was conducted on 50 diagnosed 

cases of BCC at Sri Guru Ramdas University of Health 

Sciences during study period extending from (January 

2013 to January 2021).  

Inclusion criteria 

All the newly diagnosed and recurrent cases of BCC in 

all the age groups during the study period were included 

in study. 

Exclusion criteria 

Already diagnosed patients of BCC who received some 

treatment outside our institute as cauterization etc were 

excluded.  

Patients were selected According to the inclusion and 

exclusion criteria for present study. Preoperative workout 

of the selected patients for present study was done and 

thus the planned treatment was done. Follow Up was 

done for the period of 2 months. 

Ethical approval was taken from the ethical committee of 

the institution. The statistical analysis was done with the 

help of Statistical package for social sciences (SPSS) 

version- 20. 

RESULTS  

The present study was conducted on 50 patients selected 

according to the inclusion criteria. The data obtained was 

analysed by SPSS version 20.  

Table 1: Age wise distribution of patients (n=50). 

Variable N Min Max Mean SD 

Age 50 35 95 65.08 14.054 

Descriptive analysis was done in order to explore the 

frequency of most common site of lesions, various 

histopathological variants, size and surgical procedures 

done.  

The non-parametric test i.e., Chi-square was run to 

explore the statistical significance of difference seen in 

gender and histopathological variants. 

Table 2: Gender wise distribution (n=50). 

Gender Frequency % 
X2 value 

(df) 
P value 

Female 18 36.0 

3.920 (1)  0.048* Male 32 64.0 

Total 50 100.0 

*p<0.05 

Table 3: Distribution of BCC according to site. 

Site of lesion Frequency Percentage 

Cheek 6 12.0 

Forehead  4 8.0 

Infraorbital region 12 24.0 

Malar region 4 8.0 

Nasolabial fold 4 8.0 

Nose  11 22.0 

Mastoid  2 4.0 

Lower eyelid 1 2.0 

Scalp  3 6.0 

Temporal region 2 4.0 

Upper lip 1 2.0 

Total  50 100.0 

It is evident from the table 1 that the age range of patients 

was from 35 to 95 years with mean age of 65 years and 

SD is 14.054. 

Results shown in table 2 indicated that males accounted 

for 32 (64%) of patients of present study and females 

constituted 18 (36%) of total sample. The Chi-Square 

value thus obtained is 3.920 (df=1) which is statistically 

significant beyond 0.048. Therefore, it is clear from chi-

square test that there was significant male preponderance. 

It is evident from table 3 that most common site of 

lesions was infraorbital region 12 (24%) followed by 

nose 11 (22%), cheek 6 (12%), forehead 4 (8%), malar 

region 4 (8%), nasolabial fold 4 (8%), scalp 3 (6%), 

mastoid 2 (4%), temporal region 2 (4%) and the least 

common sites involved were upper lip 1 (2%) and lower 

eyelid 1 (2%). 

It is evident from the table 5 that most commonly 

followed surgical procedure is wide local excision with 

different kinds of flaps or split skin grafting. 

As evident from above table Nodular Sclerosing is most 

common histopathological sub-type (70%) and 

infiltrative being least common (8%). The Chi-Square 

value thus obtained is 31.720 (df=2) which is statistically 

significant beyond 0.00. Therefore, it is clear from chi-

square test that there was statistically significant 
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difference between various histopathological variants of 

BCC.  

Table 4: Distribution of lesions according to size. 

Size (cm) Frequency  Percentage  

1.5×1.5  8 16.0 

1×1  15 30.0 

2.5×2  2 4.0 

2×1  4 8.0 

2×2  18 36.0 

3×3  3 6.0 

Total 50 100.0 

Table 5: Surgical procedures done in BCC. 

 Frequency Percentage 

LWE and direct 

closure  
5 10.0 

L W E and flap 33 66 

L W E and SSG 12 24.0 

Total 50 100.0 

Table 6: Histopathological variants of BCC. 

HPS Frequency  Percentage  

Infiltrative 4 8.0 

Nodular sclerosing 35 70.0 

Superficial 

spreading 
11 22.0 

Total 50 100.0 

 

Figure 1: (A) Preoperative. (B) Postoperatively after 

wide local excision and flap being done. 

DISCUSSION 

The main finding of present research are discussed in the 

light of relevant literature. The present study was 

undertaken to study the variables associated with BCC 

i.e., age, gender, site, size and histopathology. In the 

present study the mean age at the time of diagnosis was 

65 years, which is similar to most of studies conducted 

word-wide.7-10 BCC is more frequent among males as 

compared to females in the present sample. The results 

are in line with the findings of research conducted by 

Shah and Coates, 2006.11 The probable reason of for 

gender difference i.e., male preponderance might be more 

exposure to sunlight and age difference i.e., elderly 

susceptibility many be attributed to oxidative stress, 

Genome structure and gene expression, 

immunocompetent and connective tissue stability.12  

 

Figure 2: (A) Patient with BCC near cheek region 

preoperative. (B) Intraoperative WLE and flap done. 

(C) Postoperatively after wound healing. 

The most frequent site of lesion found in present research 

is infraorbital region of face above Onghren’s line. 

Onghren’s line is imaginary line joining the angle of 

mouth and ear lobule.13 Lorenzini, Gatti, Giannitrpani 

also explained that 80-85 percent of BCC occur on head 

and neck region.13 Jain et al also reported that 80 percent 

of BCC originate above the line from corner of mouth to 

ear lobule which is in line with the findings of present 

research. Further, authors explained that exposure to 

ultraviolet radiation for lifetime is the major factor 

involved in pathogenesis of BCC on sun exposed skin.14 

The other probable reason of occurrence of BCC might 

be genetic predisposition and more vulnerability to 

sunburn. Moreover, arsenic exposure and 

immunosuppression can also be causal factors for 

development of BCC.4  

Another variable that was studied in the present research 

is histopathological pattern of tumour. It was found that 

most common histopathological subtype was nodular 

sclerosing. This finding is in accordance with the results 

reported by Mackiewicz-Wysocka et al who explained 

that nodular subtype is most common type of BCC.15 

Authors also reported that nodular subtype is mostly 

reported on face.15 Aandani et al also reported most 

common histopathological subtype is nodular 

sclerosing.16 Present research also puts light that size of 

lesion varied from 1 to 3 cm in size. 

Various treatment modalities are available for treating 

BCC. Surgical treatment includes Wide local excision, 

Mohs Micrographic surgery, curettage/ electrodessication 

and Cryosurgery. For small lesions tropical agents as 

Fluorouracil, Imiquimod etc are used. Energy devices 

such as laser, photodynamic therapy and radiation 

therapy use is also documented in literature. But wide 

local excision and Mohs microsurgery remains as most 

commonly used and standard treatment of BCC as we can 

look for negative margins of excised tissue, ensuring 
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complete surgical removal of diseased tissue. Moreover, 

we have tissue available for histopathological sub-typing 

and knowing the depth of invasion.17 In the present study 

also, In the present research most common treatment 

modality used was wide local excision and reconstruction 

with flap or split skin graft for treatment. 

Limitations  

The study was confined to single institute. 

CONCLUSION 

BCC is amenable to early detection and potential cure as 

it is a surface malignancy and least chances of metastasis. 

Infra-orbital region is the most common site and nodular 

sclerosing is most common histopathological type. And 

wide local excision remains the heart of treatment.  

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: The study was approved by the 

Institutional Ethics Committee 

REFERENCES 

1. Cigna E, Tarallo M, Maruccia M, Sorvillo V, 

Pollastrini A, Scuderi N. Basal cell carcinoma: 10 

years of experience. J Skin Cancer. 2011;11:9-12. 

2. Lear JT, Smith AG. Basal cell carcinoma. Postgrad 

Med J. 1997;73(863):538-42.  

3. Motley R, Kersey P, Lawrence C. Multiprofessional 

guidelines for the management of the patient with 

primary cutaneous squamous cell carcinoma. Bri J 

Plastic Surg. 2003;56(2):85-91.  

4. Tyagi R, Kaur D, Kaur G, Garg B, Sood N, Gupta 

S. Nodular Cystic Basal Cell Carcinoma of the 

Trunk: a Diagnostic Dilemma in an Unsuspecting 

Youth. Iran J Pathol. 2017;12(4):410-2. 

5. Gulleth Y, Goldberg N, Silverman RP, Gastman 

BR. What is the best surgical margin for Basal cell 

carcinoma: a metanalysis of literature Plastic and 

Reconstructive Surgery. 2010;126(4):1222-31.  

6. Smeets NWJ, Kuijpers DIM, Nelemans P, Ostertag 

JU, Verhaegh MEJM, Krekels GAM et al. Mohs’s 

micrographic surgery for treatment of basal cell 

carcinoma of the face--results of a retrospective 

study and review of the literature. Br J Dermatol. 

2004;151(1):141-7. 

7. Devine C, Srinivasan B, Sayan A, Ilankovan V. 

Epidemiology of basal cell carcinoma: a 10-year 

comparative study. Br J Oral Maxillofacial Surg. 

2018;56(2):101-6.  

8. Calllen J, Van Eycken J, Henau K, Garmyn M. 

Epidemiology of basal and squamous cell carcinoma 

in Belgium: the need for a uniform and compulsory 

registration. J European Acad Dermatol Venereol.  

2016;30(11):1912-8.  

9. Rogers HW, Weinstock MA, Feldman SR, Coldiron 

BM. Incidence estimate of nonmelanoma skin 

cancer (keratinocyte carcinomas) in the US 

population, 2012. JAMA Dermatol. 

2015;151(10):1081-6. 

10. Staples MP, Elwood M, Burton RC. Nonmelanoma 

skin cancer in Australia: the 2002 national survey 

and trends since 1985. The Medical Journal of 

Australia. 2006;184(1):6-10.  

11. Shah M, Coates M. An assessment of the quality of 

life in older patients with skin disease. British 

Journal of Dermatology. 2006;154(1):150-3. 

12. Cook MB, Dawsey SM, Freedman ND. Sex 

disparities in cancer incidence by period and age. 

Cancer Epidemiology Biomarkers & Prevention. 

2009;18(4):1174-82.  

13. Lorenzini M, Gatti S, Giannitrapani A. Br J Plast 

Surg. 2005;58(7):1007-10. 

14. Jain VK, Verma SS, Verma AS, Munjal KR, 

Swarnakar B. Basal cell carcinoma over chest wall 

(sternum) treated with dufourmentel flap: report of a 

case with review of literature. J Cutan Aesthet Surg.  

2010;3(2):115-8. 

15. Mackiewicz-Wysocka M, Bowszyc-Dmochowska 

M, Strzelecka-Węklar D, Dańczak-Pazdrowska A, 

Adamski Z. Basal cell carcinoma - diagnosis. 

Contemporary Oncol. 2013;17 (4):337-9. 

16. Aandani A, Ganatra A. Incidence of basal cell 

carcinoma at plastic surgery department of tertiary 

care hospital in Karachi. J Surg Pakistan. 

2011;27:117-120. 

17. Bichakjian C, Armstrong A, Baum C, Bordeaux JS, 

Brown M, Busam KJ et al. Guidelines of care for 

the management of basal cell carcinoma. J Am Acad 

Dermatol. 2018;78(3):540-59. 

 

 

 

 

 

 

 

Cite this article as: Mittal S, Dall TS, Mittal R. 

Management of basal cell carcinoma: our experience 

at tertiary care institute. Int Surg J 2022;9:845-8. 


