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Introduction 

asal cell carcinoma is the most Bcommon skin malignancy. It usually 

appears as the classic "sore that does not 

heal". It usually occurs on the face, neck 

which are exposed to sunlight, relatively 

rare over leg, abdomen wall and scalp 

which are exposed little or not to sunlight. 

Basal cell carcinoma of scalp is less 

common and has a chronic and prolonged 

clinical course. Pigmented basal cell 

carcinoma of scalp has less favourable 

prognosis as compared to other sites. It 

has strong tendency to recur over scalp 

and can slowly penetrate galea, the 

periosteum, bone and eventually the 

brain. It has to be detected early and 

treated appropriately.

We present a case of pigmented basal 

cell carcinoma over scalp in 62 years male 

patient who underwent wide excision with 

rotation flap to cover the defect. Patient 

has no recurrence and disease free on 1 

year follow up.

Case Report

A 60 year male presented with an ulcer over the 

scalp following trauma since 2 years Ulcer has been 

increasing in size with on and off bleeding from it 

since the past two months. No history of prior 

radiation or environmental exposure to arsenic or 

any PUVA therapy. Local examination revealed 2.5 x 

3 cm ulcer with beaded or rolled out edges on the 

scalp in the left parietal region (Fig 1). 

Ulcer was mobile with no regional lymphadenopathy. 

Laboratory investigations were unremarkable. X-ray 

skull showed no bony erosion. Edge biopsy of the 

ulcer showed histological features suggestive of basal 

cell carcinoma. Patient underwent wide excision of 

the ulcer (Figs 2a and 2 b) 
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Fig. 1 Ulcer over the scalp in the left frontal region

Fig. 2 a and bExcised specimen of ulcer over the scalp
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followed by reconstruction with rotation flap (Fig 3). 

Final histolopathological report revealed islands of 

basal cell proliferation with peripheral palisading. 

Cells were oval to spindle shaped with mild to 

moderate pleomorphism, hyperchromasia with 

increased melanocytes in basal layer and frequent 

atypical mitosis suggestive of pigmented basal cell 

carcinoma (Fig 4). Patient is on follow up for 1 year 

and has no local recurrence.

Discussion

Basal cell carcinoma (BCC) is the most 

common skin malignancy. It develops from 

basal layer of epidermis and also from 

pluripotent cells of the pilosebaceous unit 

and occurs mainly in sun exposed areas of 

the body. Incidence of non melanomatous 

skin cancer (BCC and SCC) is 18 times 

greater than that of malignant melanoma. 

The ratio of BCC to squamous cell 

carcinoma (SCC) is 4:1. Estimated life time 

risk of BCC is 28 to 33% as compared to 7-
111% for SCC.

Basal cell carcinoma accounts for 75% 

of non melanomatous skin cancer. Risk 

factors include fair or sun sensitive skin, 

exposure to chemical substances like 

arsenic, tar, X-ray, radiotherapy or 
1,2chronically injured skin.  Patient on 

immunosuppressant therapy following 

organ transplant or AIDS patient have 

increased risk of BCC. Most important risk 

is genetic factor and hereditary disorders 

such as xeroderma pigmentosa and basal 
2cell nevus syndrome.

BCC is histological classified into six 
3types as listed in Table 1.  

Table 1: Histological type's basal cell carcinoma

1. Nodular BCC (60%)

2. Superficial BCC (30%)

3. Sclerosing or morpheaform type (5-10%)

4. Pigmented BCC (5-6%)

5. Linear BCC

6. Cystic BCC

Nodular BCC is the most common and 

classic lesion which usually presents as 

pink, pearly papule with rolled/beaded 
3border on sun exposed skin.  Most 

common sites include face, neck, chest, 

abdomen, legs and is relatively less 

common on scalp. It gradually increases in 

size and if untreated invades deeper tissue 

to cause greater disfigurement. BCC rarely 

metastasise in < 0.1% of patients, common 

Fig. 3 Rotation flap was done to cover the defect.

Fig. 4 Histopathology showed islands of basal cell 
proliferation with peripheral palisading with mild 

to moderate pleomorphism
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sites being lymph nodes, lungs and bone. 
3Cancer related death is usually rare.

Treatment modalities include surgical 

excision, curettage, electrodessication, 

cryotherapy, radiotherapy and topical 
5therapy.  Surgical excision of BCCs with at 

least 4 mm margin is the treatment of 
7choice. It provides a cure rate of 95%.  

Curettage and electrodessication gives 

rapid and effective method with a cure rate 

of 90%. Moh's microscopic surgery is 

recommended mainly for high risk lesions 

and recurrent lesions. Moh's microscopic 

surgery is superior to all other modalities 

of treatment with highest primary cure 

rate of 99% and demonstrated a 

recurrence rate of 1% over 5 yrs. Topical 

therapy includes 5-fluorouracil and 

imiquimod are effective in superficial BCC 
4,5with a cure rate of 85-90%.
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HPV vaccine effect: is the glass half full or half empty?

Julia Brotherton and colleagues report a decrease in precancerous cervical lesions in girls yonger 
than 18 years after population-wide human papillomavirus (HPV) Vaccination in Victoria, Australia, 
in 2007.

Australia was the first country to launch a national HPV vaccination programme with a 
predominantly school-based strategy. The three-dose vaccine coverage for girls aged 14-15 years in 
2007 was about 72%.

The cervical screening strategy in Australia (age of initiation, screening interval, and possibly type of 
test) could change in view of the evidence that existed before vaccination nad the more definitive data 
that future vaccine studies will generate.

The Lancet 2011:377;2057
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