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DEMOGRAPHIC CHARACTERISTICS OF BASAL CELL

CARCINOMA: A RETROSPECTIVE STUDY OF 1884 LESIONS

Goran Stevanovi¢'?, Irena Jankovi¢?, Jadranka Paravina?,
Dimitrije Jankovi&, Milena Veli¢kovié?*

Basal cell carcinoma represents one of the most frequent skin cancers, accounting
for around 75% of all skin cancers. Numerous etiological factors contribute to its
development (from the genetics to sun exposure).

To present the demographic characteristics and distribution of basal cell carcinoma
and to evaluate the topography of lesions and their correlations with gender, age, location,
size and recurrence rate.

This retrospective study included 1734 patients with 1884 lesions, treated at the
Clinic of Plastic and Reconstructive Surgery at the Clinical Center NiS, from January 2012
to December 2016. The following parameters were evaluated: age, gender, location, size,
histologic type, margin of excision and recurrence rate.

Out of the total of 1884 tumors, there were 1621 primary and 263 recurrent cases.
High risk localizations included 82.8% of primary and 68.4% of recurrent tumors. With
respect to gender, primary tumors were present in 56% of men and 44% of women, while
recurrent tumors were present in 41.8% of men and 58.2% of women. Concerning the
tumor size, 85.3% of primary and 72.6% of recurrent tumors had a maximum of 2 cm in
diameter, whereas 14.7% of primary and 27.4% of recurrent tumors had a diameter of

UDC: 616.5-006.6-036.87
doi:10.5633/amm.2017.0321

over 2 cm.

Complete excision represents a key surgical treatment of basal cell skin cancer.
The obtained algorithm can be a useful guide for the monitoring and surgical treatment of
basal cell skin cancer. Acta Medica Medianae 2017;56(3):137-142.
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Introduction

Basal cell carcinoma is one of the most
frequent skin tumors (1, 2). The incidence of BCC
is increasing. In 2014 in the USA, more than 3.5
million new cases of nonmelanoma skin cancer
were registered, while the number of women
under 40 years of age with BCC has doubled over
the last 30 years (3).

Regardless of a low mortality, the preva-
lence is high and significant in terms of health care
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costs. Although BCCs rarely cause death, they de-
stroy the surrounding and underlying structures
and they should be removed as soon as possible.
Therefore, early detection of BCC is very im-
portant. BCC typically develops “de novo” on the
normal skin and can have highly variable clinical
and dermoscopical characteristics as a result of
numerous combinations of histopathological cha-
racteristics. This means that clinical diagnosis is
not always easy to make. Surgical excision is the
treatment of choice with BCC (4, 5).

In the USA, Mohs micrographic surgery
(MMS) is indicated in all recurrent BCCs, except
for the superficial ones in low-risk regions. With
primary tumors, it is indicated for all aggressive
tumors (except for those below 0.5 cm in low-risk
areas); for all nodular tumors in areas with high
and moderate risk and those above 2 cm in low-
risk areas; as well as for all superficial tumors in
high-risk areas and for those above 0.6 cm in
moderate-risk areas (6).

From 1995 until 2009, the use of MMS in the
USA increased by 400% and one in four types of
skin cancer was treated in this way (6). In Serbia,
the use of MMS is limited due to financial reasons
and surgical excision is performed instead. Treat-
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ment costs depend on the manner of treatment
(outpatient or hospital) (7). Monitoring of the de-
tailed data about BCC and its treatment in routine
clinical practice is important for the estimation of
prognosis and treatment quality improvement (2,
8). The data can be obtained only from a clinical
database.

The aim of this research was to estimate the
algorithm of localization, gender, size and side-
effects of skin BCC recurrence.

Material and methods

The analyzed patients were operated for
BCC at the Clinic of Plastic and Reconstructive
Surgery, Clinical Center Nis, from January 2012 to
December 2016. The tumor cases were analyzed
with respect to gender, age, location, size and
recurrence of the lesion.

With regard to location, the tumors were
classified as high, moderate and low-risk tumors,

Table 1. Sample

in accordance with the Huang and Boyce clas-
sification (9). With respect to size, the tumors
were classified as those above and under 2 cm.

Monitoring

Patients with BCC were monitored for 3, 6
and 12 months after surgery. The information
about the recurrences were entered into the data-
base.

Results

The analysis included 1884 changes in 1734
patients. Out of the total of 1884 tumors, 1621
were primary and 263 were recurrent tumors.
Among the patients with primary BCC, 56% were
male and 44% were female, while among the
patients with recurrences, 41.8% were male and
58.2% were female.

General characteristics of samples are shown

characteristics

Characteristics Total Primary Recurrent
Number of changes 1884 1621 (86,04%) 263 (13,96%)
Number of patients 1734 1509 (87,02%) 225 (12,98%)

Gender
Male 971 (56%) 94 (41,8%)
Female 763 (44%) 131(58,2%)
Average age | 68,7 yrs. 68,6 yrs. 67,5 yrs.
Male 69,7 yrs. 68,7 yrs.
Female 69,3 yrs. 65,2 yrs.

in Table 1.
Tumor location

The largest nhumber of tumors were located
on the head and neck area - 71.2% primaries and
87.9% recurrences. Primary tumors were predo-
minantly located in the nose area (21.2%). Re-
current tumors were also predominantly located in
the nose area (36.9%) (Figure 1).

In terms of risk, 56.7% of primary and 69.6
% of recurrent tumors occurred in the high-risk
locations (Table 2).

Tumor size
Out of the total number, 85.3% of primary

BCCs and 72.6% of recurrent BCCs had a maxi-
mum diameter of up to 2 cm (Table 3). The dia-

Table 2. Tumor location

Risk Location Primary Recurrent
nose 344 (21,2%) 97 (36,9%)

perioral 133 (8,2%) 8 (3%)

temporal 84 (5,2%) 3 (1,1%)
High periorbital 234 (14,4%) 20 (7,6%)
ears and preauricular 109 (6,7%) 50 (19%)

chin 1 (0,1%) 2 (0,8%)

frontal 135 (8,3%) 2 (0,8%)
scalp 16 (1%) 33 (12,6%)
Medium buccal 76 (4,7%) 12 (4,6%)
neck 23 (1,4%) 4 (1,5%)

upper extremities 32 (2%) 8 (3%)

Low lower extremities 97 (6%) 8 (3%)
chest 337 (20,8%) 16 (6,1%)
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Figure 1. BCC of the nose

Table 3. Tumor size

Size Primary Recurrent
< 2cm 1383 (85,3%) 191 (72,6%)
> 2cm 238 (14,7%) 72 (27,4%)

Figure 2. BCC of the temporal region, 9 cm in size

meter of over 2 cm was found in 14.7% of primary
and 27.4% of recurrent tumors (Figure 2).

Gender and tumor size

Further analyses were conducted in order to
determine the demographic factors that could
have a statistically significant influence on the
disease. T-test for independent samples was done
in which tumor size was a dependent variable and
gender was a grouping variable. Since a t-test can
be done only on continuous variables, the surface
of every tumor was calculated independently and
this information was used instead of the informa-
tion about dimensions, in the format height_x

_length. The analysis showed that t-statistics was
not significant (p=0.691) and that average tumor
surface in men was 267.14 mm?, and in women
243.72 mm?.

It should be taken into account that the
significance of the test was affected by the extre-
mely high standard deviation values (SD in men
was 510.11 and in women SD=73), suggesting
considerable differences in tumor size in our pa-
tient sample. It can be confirmed by the results of
descriptive statistics showing that the minimum
tumor size for the whole sample was 2 mm? and
the greatest recorded was 8500 mm?.

Gender and the location of basal cell carci-
noma

A comparison of the location of basal cell
carcinoma in men and women was done using the
¥? test (Chi-square test). The test results showed
that there was no statistically significant difference
between men and women based on this criterion
(Pearson Chi Square =4.513, df=3, p=0.211).
Equal distribution of basal cell carcinomas was
observed in both genders - the most frequent we-
re those affecting the facial area, and the least
frequent were the lesions in the area of the extre-
mities. The only difference observed was that in
men there was a slightly higher number of tumors
in the back area compared to the abdomen and
the front of the chest, while the situation was the
reverse in women. However, this difference was
not statistically significant.

Gender and recurrence

Gender was a statistically significant factor
here as well, because Chi Square Pearson =0.133,
df=1 was not significant at the level of 0.05
(p=0.715). The result is in accordance with the
expectations, because a smaller number of recur-
rent tumors was detected in both men and wo-
men.

Age and recurrence

T-test for independent samples was done in
order to confirm whether the group of patients
with recurrence was statistically significantly dif-
ferent from the patients with no recurrence. The
results showed that the difference was statistically
significant at the level 0.05 (t=-2, p=0.046). Lo-
oking at the descriptive statistics which preceded
this analysis, it can be seen that the average age
of patients with recurrence was 73.76 years, while
the age of patients without recurrences was 67.99
years, which meant that recurrences were signi-
ficantly more frequent in older patients.

Age and tumor location
One-way ANOVA was done in order to
determine whether there was a connection betwe-

en the age variable and tumor location variable
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based on the four categories (face, front part of
the chest with abdomen, back and extremities).
This analysis was also statistically significant be-
cause F=2.84 was significant at the level 0.05
(p=0.037). The following table shows that the
patients with facial tumor had the highest average

age, followed by those with tumors on the extre-
mities, patients with tumors on the back, while the
lowest average value was observed in patients
with tumors located on the frontal area of the
chest and abdomen. (Table 4)

Table 4. Correlation between age and tumor location

Tumor location Arithmetic mean B°tt9m. Top age
age limit limit
Face 69.04 20 92
Frontal area of the chest and
the abdomen 64.00 28 87
Back 65.65 34 81
Extremities 66.64 46 87
Total 68.22 20 92

Age and tumor size

Finally, the association between age and tu-
mor size was tested. Pearson correlation was
calculated for these two variables and r=-0.026
was obtained. However, this correlation was not
statistically significant (p=0.591), which means
that there was no statistically significant associa-
tion between these two variables.

Discussion

A discrete prevalence in men in this study is
different than the usually reported higher frequen-
cy in women in the previous studies, although a
high frequency in men has also been reported (10-
13). The average age of 68.7 years (minimum 30
and maximum 98 years) was similar to the studies
published earlier (10, 12, 13).

Bariani et al. had 8% of positive margins by
excising well differentiated BCCs, under 20 mm,
with surgical margins of 3 mm, and not well
differentiated BCs over 20 mm in size, with 5 mm
margins (11). Nagore et al. had 24% of positive
margins with the excision margins of 2 to 3 mm
(14). Sherry et al. had a 3.2% rate of incomplete
excisions with primary BCCs, with a minimum of 3
mm margins (13). Pichardo-Velasquez et al. had
28% incomplete excisions with high risk BCCs and
5 mm surgical margins (15). Altough Fleischer et
al. claimed that the experience of a surgeon did
not influence the probability of incomplete excision
(16), there were reports of 10.1% an 17.4% tu-
mor recurrences in a five-year period with tumors
treated with conventional surgical procedures
(17). Mosterd et al. had 4.1% recurrence of pri-
mary BCCs treated with conventional surgery and
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with 5-year average follow-up (18). They obtained
12.1% recurrence with recurrent tumors. Cigma et
al. excised BCCs with 3 to 10 mm margins in line
with their location and obtained 2.6% recurrence
(19). Wetzig et al. reported 0.5% recurrence in a
5-year period for primary BCCs and 2.9% for re-
current BCCs (20). Rowe et al. reported a 5-year
recurrence rate of 1% for primary and 5.6% for
recurrent BCCs treated with micrography (21, 22).
Some studies that included periocular BCCs exci-
sed with intraoperative histological margin analy-
sis reported 2.15% and 9.7% recurrence rates for
primary and 4.4% and 14.2% for recurrent tu-
mors (23-25).

In terms of tumor location, similar results
were obtained in other studies. Luz FB et al. also
had the highest recurrence of nose tumors. Pri-
mary tumors in this study were most frequent in
the chest area, and in our study in the nose area.
Concerning the high-risk locations, there were
47.5% primary and 57.4% recurrent tumors in
their study, while in our study there were 82.8%
primary and 68.4% recurrent tumors. In terms of
size, Luz FB et al. also had a greater number of
tumors under 2 cm, both primary and recurrent,
with 88.6% of primary and 73.2% of recurrent
lesions, compared to 85.3% of primary and 72.6%
of recurrent tumors in our study (26).

Conclusion

A complete excision is the key to surgical
treatment of BCC. The database includes detailed
information about the type of tumor, different
prognostic factors and results after treatment. The
obtained results can be used as a guidance in the
monitoring and surgical treatment of BCC.



Acta Medica Medianae 2017, Vol.56(3)

Demographic characteristics of basal cell carcinoma: a retrospective...

10.

11.

12.

13.

14.

References

Diepgen TL, Mahler V. The epidemiology of skin
cancer. Br J Dermatol 2002; 146 (61): 1-6.
[CrossRef][PubMed]

Trakatelli M, Ulrich C, del MV, Euvard S, Stockfleth
E, Abeni D. Epidemiology of nonmelanoma skin
cancer (NMSC) in Europe: accurate and comparable
data are needed for effective public health
monitoring and interventions. Br J Dermatol 2007;
156(3): 1-7. [CrossRef][PubMed]

Christenson LJ, Borrowman TA, Vachon CM,
Tollefson MM, Otley CC, Weaver AL, et al. Incidence
of basal cell and squamous cell carcinomas in a
population younger than 40 years. JAMA 2005;
294: 681-90. [CrossRef][PubMed]

. Telfer NR, Colver GB, Morton CA. Line of actions for

the management of basal cell carcinoma. Br J
Dermatol 2008; 159: 35-48. [CrossRef][PubMed]
Gulleth Y, Goldberg N, Silverman RP, Gastman BR.
What is the Best Surgical Margin for a Basal Cell
Carcinoma: A Meta-analysis of the Literature. Plast
Reconstr Surg 2010; 126: 1222-31. [CrossRef]
[PubMed]

Ad Hoc Task Force, Connolly SM, Baker DR,
Coldiron BM, Fazio MJ, Storrs PA, et al. AAD/ACMS/
ASDSA/ASMS2012 Appropriate use criteria for Mohs
Micrographic Surgery: A report of the American
Academy of Dermatology, American College of
Mohs Surgery, American Society for Dermatologic
Surgery Association, and the American Society for
Mohs Surgery. J Am Acad Dermatol 2012; 67(4):
531-50. [CrossRef] [PubMed]

Chen ]G, Fleischer AB Jr, Smith ED, et al. Cost of
nonmelanoma

skin cancer treatment in the United States.
Dermatol Surg 2001; 27(12): 1035-8. [CrossRef]
[PubMed]

Mainz J. Defining and classifying clinical indicators
for quality improvement. Int J Qual Health Care
2003; 15(6): 523-30. [CrossRef][PubMed]

Huang CC, Boyce SM. Surgical Margins of excision
for basal cell carcinoma and squamous cell
carcinoma. Semin Cutan Med Surg 2004; 23: 167-
73. [CrossRef][PubMed]

Thomas DJ, King AR, Peat BG. Excision margins for
nonmelanotic skin cancer. Plast Reconstr Surg
2003; 112: 57-63. [CrossRef][PubMed]

Bariani RL, Nahas FX, Barbosa MV, Farah AB,
Ferreira LM. Basal cell carcinoma: an updated
epidemiological and therapeutically profile of an
urban population. Acta Cir Bras 2006; 21: 66-73.
[CrossRef][PubMed]

Kyrgidis A, Vahtsevanos K, Tzellos TG, Xirou P,
Kitikidou K, Antoniades K, et al. Clinical histological
and demographic predictors for recurrence and
second primary tumours of head and neck basal cell
carcinoma. A 1062 patient-cohort study from a
tertiary cancer referral hospital. Eur J Dermatol
2010; 20: 276-82. [PubMed]

Sherry KR, Reid LA, Wilmshurst AD. A five-year
review of basal cell carcinoma excisions. ] Plast
Reconstr Aesthet Surg 2010; 63: 1485-9.
[CrossRef][PubMed]

Nagore E, Grau C, Molinero J, Fortea JM. Positive
margins in basal cell carcinoma: relationship to

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

clinical features and recurrence risk. A retrospective
study of 248 patients. ] Eur Acad Dermatol
Venereol 2003; 17: 167-70. [CrossRef][PubMed]
Pichardo-Veldazquez P, Dominguez-Cherit J, Vega-
Memije Ma, Moreno-Coutifio G, Proy H. Surgical
option for nonmelanoma skin cancer. Int J
Dermatol 2004; 43: 148-50. [CrossRef][PubMed]
Fleischer AB Jr, Feldman SR, Barlow JO, Zheng B,
Hahn HB, Chuang TY, et al. The specialty of the
treating physician affects the likelihood of tumor-
free resection margins for basal cell carcinoma:
results from a multi-institutional retrospective
study. J Am Acad Dermatol 2001; 44: 224-30.
[CrossRef][PubMed]

Batra RS, Kelley LC. Predictors of extensive
subclincal spread in nonmelanoma skin cancer
treated with Mohs Micrographic Surgery. Arch
Dermatol 2002; 138: 1043-51. [CrossRef][PubMed]
Mosterd K, Krekels GA, Nieman FH, Ostertag JU,
Essers BA, Dirksen CD, et al. Surgical excision
versus Mohs’ micrographic surgery for primary and
recurrent basal-cell carcinoma of the face: a
prospective randomized controlled trial with 5-year

follow-up. Lancet Oncol 2008; 9: 1149-56.
[CrossRef][PubMed]
Cigna E, Tarallo M, Maruccia M, Sorvillo V,

Pollastrini A, Scuderi N. Basal cell carcinoma: 10
years of experience. J Skin Cancer 2011; 2011:
476362. [PubMed]

Wetzig T, Woitek M, Eichhorn K, Simon JC, Paasch
U. Surgical excision of basal cell carcinoma with
complete margin control: outcome at 5-year follow-

up. Dermatolog 2010; 220: 363-9. [CrossRef]
[PubMed]
Rowe DE, Carroll RJ, Day CL Jr. Long-term

recurrence rates in previously untreated (primary)
basal cell carcinoma: implications for patient follow-
up. J Dermatol Surg Oncol 1989; 15: 315-28.
[CrossRef][PubMed]

Rowe DE, Carroll RJ, Day CL Jr. Mohs” surgery is
the treatment of choice for recurrent (previously
treated) basal cell carcinoma. J Dermatol Surg
Oncol 1989; 15: 424-31. [CrossRef][PubMed]
Khandwala MA, Lalchan SA, Chang BY, Habib M,
Chakrabarty A, Cassells-Brown A. Outcome of
periocular basal cell carcinoma managed by
overnight paraffin section. Orbit 2005; 24: 243-7.
[CrossRef][PubMed]

Conway RM, Themel S, Holbach LM. Surgery for
primary basal cell carcinoma including the eyelid
margins with intraoperative frozen section control:
comparative interventional study with a minimum
clinical follow up of 5 years. Br J Ophthalmol 2004;
88: 236-8. [CrossRef][PubMed]

Wong VA, Marshall JA, Whitehead KJ, Williamson
RM, Sullivan TJ. Management of periocular basal
cell carcinoma with modified en frozen section
controlled excision. Ophthal Plast Reconstr Surg
2002; 18: 430-5. [CrossRef][PubMed]

Luz FB, Ferron C, Cardoso GP. Analysis of
effectiveness of a surgical treatment algorithm for
basal cell carcinoma. An Bras Dermatol 2016;
91(6): 726-31. [CrossRef][PubMed]

141


https://doi.org/10.1046/j.1365-2133.146.s61.2.x
https://www.ncbi.nlm.nih.gov/pubmed/11966724
https://doi.org/10.1111/j.1365-2133.2007.07861.x
https://www.ncbi.nlm.nih.gov/pubmed/17488399
https://doi.org/10.1001/jama.294.6.681
https://www.ncbi.nlm.nih.gov/pubmed/16091570
https://doi.org/10.1111/j.1365-2133.2008.08666.x
https://www.ncbi.nlm.nih.gov/pubmed/18593385
https://doi.org/10.1097/PRS.0b013e3181ea450d
https://www.ncbi.nlm.nih.gov/pubmed/20885244
https://doi.org/10.1016/j.jaad.2012.06.009
https://www.ncbi.nlm.nih.gov/pubmed/22959232
https://doi.org/10.1097/00042728-200112000-00010
https://www.ncbi.nlm.nih.gov/pubmed/11849266
https://doi.org/10.1093/intqhc/mzg081
https://www.ncbi.nlm.nih.gov/pubmed/14660535
https://doi.org/10.1016/j.sder.2004.06.002
https://www.ncbi.nlm.nih.gov/pubmed/15584682
https://doi.org/10.1097/01.PRS.0000067479.77859.31
https://www.ncbi.nlm.nih.gov/pubmed/12832877
https://doi.org/10.1590/S0102-86502006000200003
https://www.ncbi.nlm.nih.gov/pubmed/16583057
https://www.ncbi.nlm.nih.gov/pubmed/20406722
https://doi.org/10.1016/j.bjps.2009.09.007
https://www.ncbi.nlm.nih.gov/pubmed/19837017
https://doi.org/10.1046/j.1468-3083.2003.00535.x
https://www.ncbi.nlm.nih.gov/pubmed/12705745
https://doi.org/10.1111/j.1365-4632.2004.02091.x
https://www.ncbi.nlm.nih.gov/pubmed/15125510
https://doi.org/10.1067/mjd.2001.110396
https://www.ncbi.nlm.nih.gov/pubmed/11174379
https://doi.org/10.1001/archderm.138.8.1043
https://www.ncbi.nlm.nih.gov/pubmed/12164742
https://doi.org/10.1016/S1470-2045(08)70260-2
https://www.ncbi.nlm.nih.gov/pubmed/19010733
https://www.ncbi.nlm.nih.gov/pubmed/21151696
https://doi.org/10.1159/000300116
https://www.ncbi.nlm.nih.gov/pubmed/20484877
https://doi.org/10.1111/j.1524-4725.1989.tb03166.x
https://www.ncbi.nlm.nih.gov/pubmed/2646336
https://doi.org/10.1111/j.1524-4725.1989.tb03249.x
https://www.ncbi.nlm.nih.gov/pubmed/2925988
https://doi.org/10.1080/01676830590952630
https://www.ncbi.nlm.nih.gov/pubmed/16354633
https://doi.org/10.1136/bjo.2003.025056
https://www.ncbi.nlm.nih.gov/pubmed/14736782
https://doi.org/10.1097/00002341-200211000-00008
https://doi.org/10.1590/abd1806-4841.20165919
https://www.ncbi.nlm.nih.gov/pubmed/28099591

Demographic characteristics of basal cell carcinoma: a retrospective... Goran Stevanovié at al.

Originalni rad UDK: 616.5-006.6-036.87

142

doi:10.5633/amm.2017.0321

DEMOGRAFSKE KARAKTERISTIKE
BAZOCELULARNOG KARCINOMA: RETROSPEKTIVNA
STUDIJA 1884 PROMENE

Goran Stevanovi¢*?, Irena Jankovi¢'?, Jadranka ParavinaZ,
Dimitrije Jankovi&, Milena Veli¢kovié?*

Univerzitet U Nidu, Medicinski fakultet, Ni§, Srbija*

Klinika za plasti¢nu i rekonstruktivnu hirurgiju, Klini¢ki centar, Ni§, Srbija®
Farmaceutska kompanija ,Pharma Swiss", Srbija >

Stomatolo$ka ordinacija ,Your dentist®, Aleksinac, Srbija *

Kontakt: Goran Stevanovic¢

Klinika za plasti¢nu i rekonstruktivnu hirurgiju,
Klini¢ki centar, Nis, Srbija

Bul. dr Zorana Dindi¢a 48, 18 000 Nis, Srbija
e-mail: gste66@yahoo.com

Bazocelularni karcinom je najces¢i tumor koze i ¢ini oko 75% svih tumora koze.
Brojni su etioloski faktori odgovorni za njegov nastanak, od genetskih do faktora sredine,
kao Sto je na primer izlaganje suncu.

Cilj rada bio je da prikaze demografske karakteristike i distribuciju bazocelularnog
karcinoma i da proceni povezanost lokalizacije lezija sa polom, veli¢inom, stepenom
recidiva.

Retrospektivha studija obuhvatila je 1734 bolesnika sa 1884 promene, koji su
leceni na Klinici za plasti¢nu i rekonstruktivnu hirurgiju Klinickog centra u NiSu od januara
2012. do decembra 2016. godine. Ispitivani su sledeéi parametri: starost, pol,
lokalizacija, histoloski tip, margine ekscizije i stepen recidiva.

Od ukupno 1884 promene, 1621 je bila primarna, a 263 su bile recidivi bazo-
celualrnog karcinoma. Sa visokorizicnim lokalizacijama bilo je 82,8% primarnih promena
i 68,4% recidiva. U odnosu na pol, primarnih je bilo kod 56% muskaraca i 44% Zena, dok
su recidivi bili ¢es¢i kod Zena (58,2%). Sto se veli¢ine tumora ti¢e, 85,3% primarnih i
72,6% recidiva imali su veli¢inu do 2 cm u precniku, dok je 14,7% primarnih i 27,4%
recidiva bilo veée od 2 cm u precniku.

Kompletna ekscizija predstavlja osnovu hirurSkog lecenja bazocelularnog
karcinoma koZe. Dobijeni rezultati mogu biti koristan vodi¢ u lecenju i pracenju bazo-
celularnog karcinoma koze. Acta Medica Medianae 2017;56(3):137-142.

Kljucne reci: bazocelularni karcinom, recidiv
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