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Though less prevalent in the Indian subcontinent, basal cell carcinomas 

are the second most common cutaneous malignancy in darker skinned 

individuals. The main risk factor for the development of BCC is 

ultraviolet radiation, which explains its occurrence in the sun exposed 

head and neck areas, mostfrequently above the line joining the angle of 

mouth and the tragus of ear and less commonly in the trunks, 

extremities, genital areas or perianal regions. Diagnosis is usually based 

on the clinical features and is confirmed by histopathology. In most 

cases BCC is easy to diagnose despite numerous variants and does not 

require confirmation by immunohistochemical staining. Complete 

removal of the lesion in the first surgical intervention should be 

achieved because primary BCC has higher cure rates than recurrent 

ones. In this article we present a case of a facial BCC in a middle-aged 

man which was excised completely and followed for 1 year without any 

untoward post-operative complication or recurrence. 
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Introduction:- 
Nonmelanoma skin cancers (NMSCs) or keratinocytic carcinomas mainly comprise of squamous cell carcinoma 

(SCC) and basal cell carcinoma (BCC). These cutaneous malignancies are common in the whites but are rare in the 

dark-skinned individuals. TheNMSCs affect only about 1%-2% of the Indians but predominates in the whites, 

affecting more than one‑ third of their population.
1
This disparity in occurrence is primarily due to the protection 

offered by eumelanin pigment against ultraviolet radiation induced DNA damage, which is responsible for induction 

of carcinogenesis. The main risk factor for the development of BCC is ultraviolet radiation, which explains its 

occurrence in the sun exposed head and neck areas, most frequently above the line joining the angle of mouth and 

the tragus of ear and less commonly in the trunks, extremities, genital areas or perianal regions. It is considered as a 

malignant lesion due to its property of causing disfigurement and local destruction of the tissues by invading into the 

adjacent structures but, in contrast to SCC, it rarely metastasizes to distant sites or causes death.
2
BCC is most 
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commonly seen in the middle-aged or older group of people.
3
 However, nowadays there is a change in the trend in 

which more incidences of BCC are noted in the younger population, possibly because of longer hours of direct sun 

exposure.
2
Complete removal of the lesion in the first surgical intervention should be achieved because primary BCC 

has higher cure rates than recurrent ones.
4
In this article we present a case of a facial BCC in a middle-aged man 

which was excised completely and followed for 1 year without any untoward post-operative complication or 

recurrence. 

 

Case Report: 

A 44-year-old, otherwise healthy male patient, presented to our institution with dental pain. However, after 

addressing the chief complaint of the patient and further examination, a crusted ulceration on the right side of the 

nose was observed. (Fig. 1) Since he was not aware about the scope and versatility of Oral and Maxillofacial 

Surgery, he did not present about the problem to us in the first instance, but we convinced him it was this speciality 

that would provide him with the best care. After he was thoroughly convinced, he gave us a detailed history and 

agreed to go forward with the treatment protocol as suggested by us. The lesion was present since a period of 2 

years. He had undergone homeopathy treatment for the same, but to no avail and the lesion had gradually increased 

in size over time. The lesion was not painful and there was no history of bleeding or discharge. On examination, a 

single ulcer with rolled out edges over the right ala of the nose and adjoining nasolabial fold measuring about 1.5cm 

x 1cm in greatest dimension was observed. It was non tender, not fixed to the underlying structures and no discharge 

was present on palpation. Based on the clinical features we made a provisional diagnosis of BCC and since the 

lesion was less than 2cm in greatest dimension we planned for complete excision under general anaesthesia followed 

by histopathological diagnosis. Pre-operatively, the laxity of the of skin in the nasolabial fold area was assessed and 

decision for a primary closure was done. Wedge excision of the complete lesion with a safety margin of 5mm along 

the resting skin tension lines was done followed by undermining and primary closure without any tension. The final 

diagnosis of BCC was confirmed by the post-operative histopathological report. (Fig. 2) Sutures were removed on 

the 5
th
 post-operative day. (Fig. 3) He did not suffer from any complication or recurrences in the follow up period of 

1 year. 

 

Discussion:- 
Basal cell carcinoma (BCC) is a slow growing, locally aggressive, rarely metastasising, low grade cutaneous 

neoplasm arising from the basal layer of the epidermis and invading into the surrounding structures.
5
SCC represents 

30%-65% of skin cancers in dark coloured individuals including Indians and 15%-25% in whites, whereas BCC on 

the other hand contributes to 65%-75% of cutaneous malignancies in whites and 20%-30% in Asian Indians.
6
80-

85% of all Basal Cell Carcinomas reported in medical literature have been located on the head and neck region, 15% 

on the trunk and less than 2% in unusual areas, such as the abdomen.
7
The main etiologic factor in the development 

of BCC is ultraviolet radiation, however, considering that lesions also occur in non-sun-exposed areas, the existence 

of other contributing factors such as immunosuppression, Fitzpatrick skin type (phototype) I-II-III, trauma to the 

anatomical site, ionizing radiation, genodermatoses and arsenic exposure are proposed.
7
The primary aim of 

treatment is the complete excision of the tumour tissue. Other treatment modalities include cryotherapy, 

immunomodulatory drugs, laser treatment or locally applicable chemotherapeutic agents.
8 

Facial BCC is particularly 

concerning as it is often found in an aesthetically delicate location. Incisions must be made respecting the natural 

skin creases and tension should be reduced to minimum. Some researchers believe a narrow margin is sufficient for 

treating BCC, whereas others recommend excision with a larger safety margin. Although lesions that are  excised 

using a narrow margin entails a risk of a positive margin and recurrence, reconstruction may be difficult with a wide 

surgical margin especially in risky and aesthetic areas.
7
 Wolf & Zitelli

9
 found that a clearance with 4-mm margins 

totally cleared 98% of well-defined lesions smaller than 2 cm in diameter. They also found that BCCs larger than 2 

cm in diameter tend to display more aggressive characteristics and inceased subclinical invasion. If BCC is left 

untreated, it can invade deeper tissues including muscles and bone.
2
 BCC usually has a good prognosis but 

clinically,poor prognostic factors include tumour size > 2 cm,increased depth of invasion,distribution in the mid 

facial region, poorly defined margins,long‑ standing lesion, recurrent disease and immunosuppression. Our patient 

presented with lesion size of less than 2cm and hence complete excision with 5mm safe margins followed by 

primary closure in this case resulted in a favourable outcome. 

 

Conclusion:- 
Though less prevalent in the Indian subcontinent, basal cell carcinomas are the second most common cutaneous 

malignancy in darker skinned individuals. Diagnosis is usually based on the clinical features and is confirmed by 
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histopathology. In most cases BCC is easy to diagnose despite numerous variants and does not require confirmation 

by immunohistochemical staining. A 4-mm excision margin is adequate to eradicate primary BCC lesions smaller 

than 2 cm in diameter. Nevertheless, even in these lesions, assessing the histological types, lesion site and previous 

treatment history must be considered in surgical planning for a favourable outcome. 

 

Clinical Pictures: 

 
Fig 1:- The lesion (BCC) present on the right ala of the nose and adjoining nasolabial area. 

 

 
Fig 2:- Photomicrograph of BCC. 
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Fig 3:- Surgical site after suture removal. 
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