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Abstract
       The Keratinocytic cancer is the most common form of skin cancer and the most common cancer in humans. Predisposing risk factors include 
ultraviolet radiation, genetic predisposition, chronic immune suppression, smoking, which also determines the risk groups - middle and old age, 
light skin phenotype, outdoor work and frequent sunburns. The origin of the epidermal cell type determines the clinical division of keratinocytic 
cancer into basal cell carcinoma (BCC) and squamous cell carcinoma (SCC). Clinically, keratinocytic cancer is presented as a solitary,  sometimes 
destructive, growing-sized lesion. The most lesions are characterized by a low degree of malignancy. Neglecting them by both the patient and 
medical professionals leads to their growth and metastasis, as SCC has a higher potential for metastasis. The main place in the treatment of 
keratinocytic cancer is the surgical method, and the most common in clinical practice is the so called elliptical excision. The gold standard in hard-
to-reach places is the Mohs micrographic operation. In this publication we present eleven clinical cases of patients with keratinocytic cancers in 
different topographic regions of the human body. Patients were treated surgically by elliptical excision and complete removal of tumor formations 
in accordance with the recommended fields of surgical safety. The defects were closed with single skin sutures and the sutures were removed on the 
14th postoperative day. No complications were observed in the postoperative period.
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Introduction
Keratinocytic cancer is the most common form of skin cancer 

and the most common cancer in humans [1]. Predisposing risk 
factors include ultraviolet radiation, genetic predisposition, 
chronic immune suppression, smoking, which also determines 
the risk groups - middle and old age, light skin phenotype, 
outdoor work and frequent sunburns [2]. It can also be found in 
children and people with a dark skin phenotype [2].

Keratinocytic cancer is a malignant neoplasm formed by the 
building cells of the epidermis - according to the histological type 
of superficial keratinocytes, basal cells or spinous cells [3]. Their 
origin determines their clinical division into basal cell carcinoma 
(BCC) and squamous cell carcinoma (SCC). Intraepidermal 
(in situ) squamous cell carcinoma, Morbus Bowen and actinic 
keratosis, described as precursors of SCC, are also defined 
as separate nosological units [3]. Accurate diagnosis and 
classification is important because of their effect on prognosis 
and treatment regimen and follow-up [1].

We present eleven clinical cases of patients with small 
keratinocytic cancers in different topographic regions of the body.

Description of Clinical Cases

The first patient is 72 years old and is in good general 
condition [Figure 1a-1e]. Anamnestic reports the appearance of 
a formation in the left facial area 6 months ago. His complaints 
include itching, mild serous secretion, and soreness. There were 
no data on concomitant diseases, medications and allergies. The 
performed clinical examination revealed a lesion, suspicious for 
small squamous cell carcinoma, and basocellular carcinoma and 
keratoacanthoma were considered in the differential diagnostic 
aspect. Instrumental examinations (abdominal ultrasound 
and lung radiography) as well as paraclinical examinations are 
without pathological abnormalities. Screening tests rule out 
metastases. The tumor formation was surgically removed by 
elliptical excision, and subsequent histological examination 
of the operative material showed clean resection lines. On the 
14th postoperative day, the sutures were removed, with a good 
postoperative cosmetic result, with no evidence of complications 
in the postoperative period.

The second patient was  61 years old and was also in good 
general condition [Figure 2a-2d]. Anamnestic reports the 
appearance of a lesion in the area of the left scapula (regio 
scapularis sinistra) 1-2 years ago. His complaints include 
redness with itching, discomfort and a slight burning sensation. 
There are no data on concomitant diseases, medications and 
allergies. During the clinical examination, Morbus Bowen or 
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Figure 1: a: Preoperative view of small squamous cell carcinoma in the left facial region (regio facialis sinistra) in a 72-year-old patient. b/c: Intraop-
erative view of the resected tumor formation. d: Postoperative view of the closed operative wound with single skin sutures. e: Excellent postoperative 
results, 2 months after operative intervention.

Figure 2: a/b -   Preoperative view of the basal cell carcinoma in the left 
scapula (regio scapularis sinistra) in a 61-year-old patient. c: Intraop-
erative view of the resected tumor formation. d: Postoperative view of 
the closed operative wound with single skin sutures.

possible superficial BCC were uspected clinically. Instrumental 
examinations (abdominal ultrasound and lung radiography) 
as well as paraclinical examinations are without pathological 
abnormalities. Screening tests rule out metastases. The tumor 
formation was surgically removed by elliptical excision, and 

subsequent histological examination of the operative material 
showed another nosological unit - superficial basal cell carcinoma, 
and clean resection margins. On the 14th postoperative day, the 
sutures were removed, with a good postoperative cosmetic result, 
with no evidence of complications in the postoperative period.

The third patient is 76 years old and is in good general 
condition [Figure 3a-3d]. Anamnestic reports the appearance 
of a round lesion with central ulceration, 2 months ago, in the 
area of the left face (regio facialis sinistra). The lesion is painful, 
with serous to purulent secretions. The lesion is painful, with 
serous to purulent secretions.  Clinical examination revealed 
keratoacanthoma, with basal cell and squamous cell carcinomas 
in the possible differential diagnosis. Instrumental examinations 
(abdominal ultrasound and lung radiography) as well as 
paraclinical examinations are without pathological changes. 
Screening tests rule out metastases. The tumor formation 
was surgically removed by elliptical excision, and subsequent 
histological verification of the operative material showed clean 
resection margins. On the 14th postoperative day, the sutures 
were removed, with a good postoperative cosmetic result, with 
no evidence of complications in the postoperative period.

The fourth patient is 74 years old and presented with 
cytologically proven squamous cell carcinoma of the scalp (left 
parietal, regio parietalis sinistra) and periocular high-risk 
basal cell carcinoma on the right (regio ocularis dextra) [Figure 
4a-4d]. When they were diagnosed, the patient refused to be 
operated on and was prescribed radiation therapy. Shortly after 
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Figure 3: a: Preoperative view of keratoakanthoma like lesion in the left facial region (regio facialis sinistra) in a 76-year-old patient. b/c: Intraopera-
tive view of the resected tumor formation. d: Postoperative view of the closed operative wound with single skin sutures. Histology has shown small 
SCC.

Figure 4: a / b:   View of cytologically proven squamous cell carcinoma in the scalp (left parietal, regio parietalis sinistra) in a 74-year-old patient. 
c/d: View of periocular high-risk basal cell carcinoma on the right (regio ocularis dextra) in the same patient.

the examination, the patient suffered a trauma with a fracture 
of the hip joint and did not undergo radiation therapy. Within 

three months of diagnosis, the tumor formation in the scalp 
area increased significantly in size. The patient has a number 
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Figure 5:  a: Preoperative view of two pigmented basal cell carcinomas in the left lower limb (regio cruris sinistra) in a 68-year-old patient. b/c: In-
traoperative view of the resection of a tumor formation. d: Postoperative view of the closed operative wound with single skin sutures.

Figure 6:  a: Preoperative view of initial squamous cell carcinoma of the nose (regio nasalis) in a 69-year-old patient. b/c: Intraoperative view of the 
resected tumor formation. d: Postoperative view of the closed operative wound with single skin sutures.
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Figure 7:  a: Preoperative view of a small ulcerative basal cell carcinoma in the left facial region (regio facialis sinistra) in a 72-year-old patient. b/c: 
Intraoperative view of the resected tumor formation. d: Postoperative view of the closed operative wound with single skin sutures.

Figure 8:  a/b: Preoperative view of a lesion in the back (regio lumbalis) in a 76-year-old patient. c/d: Intraoperative view of the resected tumor 
formation. e: Postoperative view of the closed operative wound with single skin sutures.

of concomitant diseases: chronic lymphogenic leukemia II 
clinical stage of Paradise with 3 courses of chemotherapy, 
prostate cancer for which he underwent radiotherapy, chronic 
HBV infection for which he conducts therapy with Lamivudine, 
ischemic heart disease with paroxysmal fibrillation, history 

of pulmonary thromboembolism with infarction-pneumonia, 
history of nonactive pulmonal tuberculosis, bronchiectasis and 
ankylosing spondylitis.. Laboratory tests show anemic syndrome. 
Instrumental research responds to comorbidities. 
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The fifth patient is 68 years old and is in good general condition 
[Figure 5a-5d]. Anamnestic reports of new lesions in the area of 
the left lower leg (regio cruris sinistra), accompanied by increased 
sensitivity and slight bleeding when touched and rubbed by the 
pants. There are no data on concomitant diseases, medications 
and allergies. Clinical examination revealed pigmented basal 
cell carcinoma, melanoma and squamous cell carcinoma were 
considered in the differential diagnostic plan. Instrumental 
examinations (abdominal ultrasound and lung radiography) 
as well as paraclinical examinations are without pathological 
abnormalities. Screening tests rule out metastases. The tumor 
formation was surgically removed by elliptical excision, and 
subsequent histological examination of the operative material 
showed clean resection lines. On the 14th postoperative day, the 
sutures were removed, with a good postoperative cosmetic result, 
with no evidence of complications in the postoperative period. A 
second operation was planned for the adjacent lesion, which has 
a similar clinical morphology. The patient did not appear for the 
second intervention.

The sixth patient is 69 years old and is in good general 
condition [Figure 6a-6d]. Anamnesis reported the appearance of 
a lesion in the nasal region (regio nasalis) 6 months ago, during 
which time the lesion increased in size and was accompanied 
by itching, mild serous secretion and pain on touch. There are 
no data on concomitant diseases, medications and allergies. 
The clinical examination revealed an initial squamous cell 
carcinoma, and basocellular carcinoma was considered in a 
differential diagnostic aspect. The patient reported frequent sun 
exposure in the past and over the years, as well as painful burns 
as a child.Instrumental examinations (abdominal ultrasound 
and lung radiography) as well as paraclinical examinations are 
without pathological abnormalities. Screening tests rule out 
metastases The tumor formation was surgically removed by 
elliptical excision, and subsequent histological examination 
of the operative material showed clean resection lines On the 
14th postoperative day, the sutures were removed, with a good 
postoperative cosmetic result, with no evidence of complications 
in the postoperative period.

The seventh patient is 72 years old and is in good general 
condition [Figure 7a-7d]. Anamnestic reports the appearance 
of a formation in the area of the face on the left (regio facialis 
sinistra) with a period of 1 year, which progressively increases in 
size (from the head of a warmer to over a bean in recent months). 
The lesion is accompanied by complaints including intermittent 
burning, bleeding and crusting, with no healing. There are no data 
on concomitant diseases, medications and allergies. The clinical 
examination revealed a small ulcerative basal cell carcinoma, 
and in the differential diagnostic aspect it was considered a 
squamous cell carcinoma. Instrumental examinations (abdominal 
ultrasound and lung radiography) as well as paraclinical 
examinations are without pathological abnormalities. Screening 
tests rule out metastases. The tumor formation was surgically 
removed by elliptical excision, and subsequent histological 
examination of the operative material showed clean resection 
lines. On the 14th postoperative day, the sutures were removed, 

with a good postoperative cosmetic result, with no evidence of 
complications in the postoperative period.

The eighth patient is 76 years old with histologically proven 
basal cell carcinoma in the back (regio lumbalis) [Figure 8a-8e]. 
Two two-month courses of treatment with imiquimod 5% were 
performed (three times a week - Monday / Wednesday / Friday 
scheme). Admitted due to suspicion of ineffectiveness of therapy. 
The lesion was surgically removed by elliptical excision, and 
subsequent histological examination of the operative material 
showed clear resection lines and no evidence of basal cell 
carcinoma - biopsy data indicate fibrous tissue, inflammatory 
infiltrate and scarring in the area of the biopsy. These results 
show that in this case the clinical picture does not correspond 
to the histological one, as well as that the conducted therapeutic 
courses with imiquimod 5%  have led to clinical improvement, 
roven also histologically as mentioned.

The ninth patient is 43 years old [Figure 9a-9d]. Anamnestic 
reports the appearance of a formation in the area of the head, 
temporally on the right (regio temporalis dextra) 12 years ago, 
accompanied by subjective complaints such as discomfort, 
bleeding when cutting, burning when bathing and sometimes 
at rest. It is reported that in the last 2 months the lesion has 
increased in size. On clinical examination, the data showed 
seborrheic keratosis and a wart that developed at a later stage 
within the limits of keratosis. Collision tumor, keratoacanthoma 
and squamous cell carcinoma were considered in the differential 
diagnostic plan. The tumor formation was surgically removed 
by elliptical excision, and subsequent histological examination 
of the operative material showed clean resection lines. On the 
14th postoperative day, the sutures were removed, with a good 
postoperative cosmetic result, with no evidence of complications 
in the postoperative period.

The tenth patient is 45 years old and is in good general 
condition [Figure 10a-10d]. His complaints include discomfort 
in the area of the auricle (regio auricularis sinistra), burning and 
a small unhealed wound. Anamnestic reports frequent sunburn 
in childhood. There are no data on concomitant diseases, 
medications and allergies. Clinical studies indicate a small 
squamous cell carcinoma in the ear area. The tumor formation 
was removed by triangular excision under local anesthesia. On the 
14th postoperative day, the sutures were removed, with a good 
postoperative cosmetic result, with no evidence of complications 
in the postoperative period.

The eleventh patient is 36 years old and is in good general 
condition [Figure 11a-11c]. Anamnestic reports the appearance 
of two lesions in the facial area bilaterally (regio facialis dextra et 
sinistra) with a duration of 2-3 years, accompanied by burning, 
discomfort, mild serous secretion and pain. There are no data 
on concomitant diseases, medications and allergies. Clinical 
examination revealed basal cell carcinoma for both formations, 
and in the differential diagnostic aspect, squamous cell carcinoma 
was also considered. Instrumental examinations (abdominal 
ultrasound and lung radiography) as well as paraclinical 
examinations are without pathological changes. Screening tests 
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Figure 9:  a: Preoperative view of seborrheic keratosis with superimposed wart on the head, temporal right (regio temporalis dextra) in a 43-year-
old patient. b/c: Intraoperative view of the resected tumor formation. d: Postoperative view of the closed operative wound with single skin sutures.

Figure 10:  a: Intraoperative view of small squamous cell carcinoma in the area of the auricle (regio auricularis sinistra) in a 45-year-old patient. b-d: 
Postoperative view of the closed operative wound with single skin sutures.
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Figure 11a-11c:   View of two basal cell carcinomas in the facial area bilaterally (regio facialis dextra et sinistra) in a 36-year-old patient.

Discussion
Keratinocytic cancer, including the nosological units basal cell 

carcinoma (BCC) and squamous cell carcinoma (SCC), is the most 
common cancer in patients with fair skin type [4]. Despite their 
high prevalence, recent studies have shown an increase in recent 
decades, both in terms of lifestyle and increased life expectancy 
[5]. The main risk factor for BCC is solar radiation, but it is worth 
noting some genetic phenotypes that accumulate the percentage 
risk of its development as dysfunction in the hedgehog signaling 
pathway, in p53 protein, xeroderma pigmentosum and basal cell 
nevus syndrome [6,7]. Although there are much evidences of low 
mortality in patients, we focus on the fact that a history of non-
melanoma carcinoma is associated with increased morbidity, 
especially with regard to advanced forms of SCC [8].

Clinically, keratinocytic cancer is presented as a solitary, 
growing-sized lesion of a destructive nature [9]. Morphologically, 
they may be scaly or smooth, skin-colored or pigmented, with 
or without pain symptoms, intact or ulcerated [9]. Neglecting 
them by both the patient and medical professionals leads to their 
growth and metastasis, as SCC is characterized by a higher degree 
of possible metastatic spread [10]. The main place in the clinical 
examination is occupied by the description of the morphology of 
the tumor formation, the dermatoscopy and the confirmation of 
the diagnosis by histological examination after biopsy [11,12]. 

A specific form of keratinocytic cancer is the so called 
metatypical basal cell carcinoma, combining clinical and 
histological features of BCC and SCC [13]. There is a hypothesis 
that the main place in its etiology is occupied by the incorrect 
and unjustified use of radiation therapy as a treatment method 
[14]. Clinically, it is indistinguishable from BCC, and histological 
examination is used in the differential diagnostic plan [15]. 

The reason for the interest in it is its increased aggressiveness 
compared to typical keratinocytic cancers, expressed in the 
increased frequency of local recurrences and distant metastases 
[16]. This is why metatypical BCC should always be considered 
as a diagnosis by both dermatologists and general practitioners 
[17]. Due to the key role of radiation in its development, surgical 
treatment is indicated as the main in terms of therapy [17].

Other cumulative risk factors that are also significant for the 
development of keratinocytic cancer is immune suppression 
most often drug-induced in patients with chronic autoimmune 
diseases, or with postoperative organ transplantation [18]. The 
role of smoking as a proven carcinogen should not be overlooked, 
as there is evidence that it increases the risk of developing SCC 
[19].

The main place in the treatment of keratinocytic cancer 
is the surgical method, the elliptical excision, indicated as the 
most common in clinical practice [20]. It is extremely important 
to strictly adhere to the fields of surgical safety [20]. For BCC, 
the majority of authors recommend 4 millimeters from the 
boundaries of the tumor formation, and according to Wolf & 
Zitelli complete excision is achieved in 98% of their patients 
with small (< 2cm), nodular and well demarcated formation 
[21]. These borders are supported by many other authors, and 
some of them also recommend dermatoscopic verification 
intraoperatively [22,23]. According to recent studies, the incision 
is incomplete in lesions larger than 2 cm, which are more prone 
to subclinical invasions, and in large (> 2 cm) and high-risk 
formations, fields of surgical safety between 5 and 10 millimeters 
are recommended [21,24]. The incidence of incomplete excision 
of BCC ranges between 1.54% and 28.5%, and it is more common 
in lateral resection lines (66.19%) compared to deep resection 
lines (21.08%) [25,26]. Lateral and deep resection lines were 
positive simultaneously in 9.89% of those treated surgically in 
the study [25,26]. 

In contrast to BCC, in SCC, which has a higher invasive and 
metastatic potential, the fields of surgical safety are of different 
values [27]. In small (< 2cm), well-demarcated lesions, 4 
millimeters from the boundaries of the formation guarantee 
complete excision in 95% of cases [27]. Some authors recommend 
4 to 6 millimeter resection lines in this group of patients [28]. 

rule out metastases. The patient refused surgical treatment 
and biopsy of the tumor formations, and did not appear for 
repeated follow-up examinations. She is a typical representative 
of the group of patients refusing surgical treatment in operable 
formations. This type of patient should be directed to the 
alternative treatments discussed in the discussion in order to 
limit the progression of the tumor formation and reduce their 
morbid risk.
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In tumor formations larger than 6 mm in high-risk areas (scalp, 
especially occipital, ears, nose, lips, periocular, and a history of 
chronic ulceration) and in tumor formations larger than 10 mm 
in medium-risk areas (other exposed parts of the body) resection 
lines between 6 and 10 millimeters from the boundaries of the 
tumor formation are recommended [28-30].

 Superficial (in situ) forms can also be treated by superficial 
surgical techniques such as curettage, cauterization or 
cryotherapy, as well as by topical application of 5-fluorouracil 
or imiquimod containing cream [23]. When the tumor formation 
is in hard-to-reach places or in the middle topographic part 
of the face, Mohs micrographic surgery is recommended as a 
gold standard [24]. Radiation therapy is not recommended as a 
treatment for BCC, as solar radiation is among the risk factors 
for the development and metastasis of some forms such as 
metatypical BCC [17].
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