Answer to Dermacase continued from page 1149

5. Superficial basal cell carcinoma
Basal cell carcinoma (BCC) is a cuta-
neous malignancy derived from non-
keratinizing cells that originate in the
basal layer of the epidermis. It is the
most common type of skin cancer in
humans. The 4 main subtypes include
nodular, superficial, pigmented, and
morpheaform or sclerosing. The pri-
mary risk factors for developing BCC
include fair skin colour and increased
sun exposure.' The incidence of BCC
is 19 times higher in the white popu-
lation compared with darker-skinned
populations. Additional risk factors
include immunosuppression and genetic skin disorders
such as xeroderma pigmentosum.?

Superficial BCC is the second most common subtype,
accounting for 9.0% to 17.5% of all BCCs.! The typical pre-
sentation is a solitary, well-defined, erythematous plaque
with variable overlying scales and a threadlike, slightly
raised, pearly border.> Size can range from a few mil-
limetres to several centimetres in diameter. By far most
cases are asymptomatic. Rarely, variable pigmentation
or ulceration might be present. Unlike other BCC sub-
types, which are most commonly found on the head and
neck, superficial BCC predominantly occurs on the trunk
and extremities.! This has led to speculation that superfi-
cial BCC development is linked with intense intermittent
rather than cumulative sun exposure, although this asso-
ciation has yet to be confirmed.'4¢ Superficial BCC also
differs from other BCC subtypes in that it tends to have an
earlier age of onset and more frequently affects women.!”

Diagnosis

Superficial BCC is most often diagnosed clinically. The
differential diagnosis includes a solitary plaque of num-
mular eczema or psoriasis, actinic keratosis, Bowen
disease (ie, squamous cell carcinoma in situ), super-
ficial spreading melanoma, and extramammary Paget
disease.® Patients with nummular eczema or psori-
asis usually have multiple sites of involvement and
most will describe a previous history of similar lesions.
Nummular eczema preferentially occurs on the dis-
tal extremities and plaques tend to be very pruritic.
Psoriasis classically occurs on the extensor surfaces
of the body, especially the elbows, knees, and but-
tocks, and plaques tend to be thicker with an overly-
ing scale that is silver in colour. Patients with psoriasis
might also have associated scalp, nail, or joint findings.
Although most cases of nummular eczema and pso-
riasis are readily distinguishable from superficial BCC,
any solitary plaque of “eczema” or “psoriasis” unre-
sponsive to treatment should be considered suspicious
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for superficial BCC; skin biopsy should be performed in
these cases.

Actinic keratoses tend to be smaller in size and less
well defined, and any adherent scale is
often felt before it can be seen. In addi-
tion, they occur almost exclusively on
the head, neck, and dorsa of the hands
and forearms, and rarely on the trunk.

Bowen disease is clinically indis-
tinguishable from superficial BCC.
Likewise, superficial BCC with variable
pigmentation cannot be differentiated
with certainty from superficial spread-
ing melanoma. As such, skin biopsy
should be performed for all scaly, ery-
thematous plaques with pigmentation.

Extramammary Paget disease is
also very similar in clinical appearance to superficial
BCC. However, this cutaneous malignancy is rare and
typically symptomatic, with frequent reports of burn-
ing and intense pruritus. Although extramammary Paget
disease most often occurs on apocrine gland-bearing
skin (ie, groin, axillae, vulva, perianal region, scrotum,
and penis), it is included in the differential diagnosis
of superficial BCC because ectopic cases occurring on
areas of the body relatively free of apocrine glands (ie,
chest and abdomen) have also been reported.®

Treatment

As with other BCC subtypes, superficial BCC rarely metas-
tasizes, and morbidity is due to local tissue invasion and
destruction.® The goal of treatment is to eradicate the
tumour while providing an acceptable cosmetic outcome
for the patient. Treatment for superficial BCC includes both
surgical and nonsurgical options.

For primary superficial BCC occurring at a low-risk ana-
tomic site (eg, trunk and extremities) with distinct clini-
cal borders and size less than 2 cm in diameter, several
effective treatment options are available: standard surgi-
cal excision, electrodesiccation and curettage, liquid nitro-
gen cryotherapy, imiquimod 5% cream, 5-fluorouracil 5%
cream, and photodynamic therapy.>® Of these treatments,
it is important to note that only standard surgical excision
allows for verification of histologic clearance.

Standard surgical excision is highly effective, with
recurrence rates of less than 2% reported at 5 years
when lesions are excised with histologically clear mar-
gins.® Excision using 4- to 5-mm margins will completely
remove the tumour in approximately 95% of cases.’
Electrodesiccation and curettage and liquid nitrogen
cryotherapy have reported cure rates of 92.3% and 99%,
respectively, for appropriately selected low-risk BCC
when performed by experienced practitioners.!®!! With
regard to cryotherapy, double freeze-thaw treatment
cycles are generally recommended for facial lesions,
whereas a single treatment cycle is sufficient for truncal
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lesions.’ Double freeze-thaw treatment cycles involve 2
treatments of liquid nitrogen, with the second treatment
implemented only after the frozen site has had sufficient
time to spontaneously thaw without assistance follow-
ing the first treatment.”!® Adverse effects of cryotherapy
include pain and discomfort during treatment as well as
dyspigmentation, redness, and blistering after treatment,
which can take 2 to 3 weeks to heal.!

Topical immunotherapy with imiquimod 5% cream
applied 5 times weekly for 6 weeks is a safe and effec-
tive treatment option as well. A complete histologic
clearance rate of 82% was reported with this dosing
regimen in a phase 3, randomized, vehicle-controlled
study.'? Almost all patients will experience moderate to
severe local skin reactions at the application site, which
can include erythema, edema, erosion or ulceration, and
scabbing or crusting. Patients should be warned about
these adverse effects before treatment. If the local skin
reactions are severe, treatment can be temporarily dis-
continued and resumed once symptoms have subsided.
Long-term data on recurrence rates are limited at this
time.!? Topical immunotherapy with 5-fluorouracil 5%
cream applied twice daily for 12 weeks can also be used
in the treatment of superficial BCC, with histologic cure
rates of 90%.'* Erythema and mild scarring are the main
adverse effects. Photodynamic therapy is another effec-
tive treatment option, with cure rates ranging from 86%
to 92% and superior cosmetic outcomes when compared
with standard surgical excision and cryotherapy.!'4!5

For primary superficial BCC located at a high-risk ana-
tomic site (eg, central face, around the eyes, nose, lips,
and ears), with indistinct clinical borders or size greater
than 2 cm in diameter, or for any recurrent superficial
BCCs, Mohs micrographic surgery is the preferred treat-
ment. Referral to a dermatologist specializing in Mohs
micrographic surgery is required. Extremely high overall
5-year cure rates of 99% and 94% for primary and recur-
rent high-risk BCCs, respectively, have been reported in
the literature. For patients unwilling or unable to tol-
erate surgery, radiation therapy can also be offered.’

* ok ok

Conclusion

With appropriate treatment, the prognosis of superficial BCC
is excellent. However, regardless of subtype, routine follow-
up is recommended for all patients with primary BCC in
order to monitor for local recurrence or the development
of new primary BCCs at other sites. In addition, patients
with a history of BCC are at an increased risk of developing
melanoma. Therefore, periodic skin self-examination and
sun safety measures (eg, sun-protective clothing, sunscreen
with a sun-protective factor of at least 30, and avoidance of
midday sun) should be recommended to all patients.> ¥
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