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ABSTRACT: The most common tumor of the western world is comprised of forms of non-melanoma skin cancers, 
previously known as keratinocyte carcinomas (KCs) The purpose of this study was to determine de incidence of non-
melanoma skin tumors and the relationship between histopathological risk factors in patients with skin cancers. The 
study was composed from 332 cases of skin malignancies for which clinical and histopathological aggressivity factors 
were statistically analyzed through comparison tests and also stored digitally. For basal cell carcinoma (BCC) statistical 
analysis indicated significant relationships between pT category and gender, tumor size, ulceration, depth of invasion 
and positive resection limits. For squamous cell carcinoma (SCC) statistical analysis indicated significant relationships 
between pT category and tumor size, depth of invasion and positive resection limits. Clinical and histological analysis 
of certain characteristics of the above-mentioned skin cancers is an essential step in documenting and improving both 
prognosis and therapy standards. 
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Introduction 
Basal cell carcinoma (BCC) a form of 

keratinocyte carcinomas (KCs) compromise 80% 
of these types of malignancies, meanwhile 
cutaneous squamous cell carcinoma (cSCC) 
represents the latter 20% of such cancers [1,2,3]. 

Worldwide, an increasing rate of appearance 
for BCC has led to a lifetime risk of occurrence 
of 20-30% [4]. 

In comparison SCC has seen a rise of the 
worldwide lifetime risk to 9-14% for males and 
4-9% for females [5]. 

BCC known before as basal cell epithelioma, 
is one of the most common cancers in the human 
species [5]. 

It occurs mostly on skin that has been exposed 
long enough to be damaged by the sun’s 
radiation. It has been noted to also occur although 
rarely on mucous membranes or the palms or 
soles of the limbs. It’s usually a slow growing 
tumor which will almost never metastasize [5,6]. 

Though as mentioned before it is highly 
unlikely to metastasize it does lead to many 
disfigurements caused by its highly destructive 
nature towards the surrounding tissues. 

It’s most common areas of interest are the 
regions of the face or neck area though some 
cases have been reported on the thorax or 
extremities [5,6]. 

Forming in the middle and exterior layer of 
squamous cells of the skin SCC is a common type 
of cancer [3,7]. 

In comparison to BCC it poses a greater threat 
due to its aggressive nature and ability to 
metastasize. Prolonged exposure to UV sunlight 
without added protection is the leading cause of 
SCC and the most common topographical regions 
affected by SCC are the head and neck [3,7]. 

Material and Methods 
This retrospective study included 332 cases of 

BCC and cutaneous SCC, diagnosed over a 
period of 3 years (2019-2021), from the Plastic 
Surgery Clinic of the Emergency County 
Hospital of Craiova and were processed in the 
Laboratory of Pathological Anatomy of the same 
hospital. 

The surgical excision specimens were fixed in 
buffered formalin 10%, processed using the 
paraffin embedding technique and Hematoxylin-
Eosin (HE) staining. 
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The classification of the lesions was done 
according to WHO (World Health Organization) 
and AJCC (American Joint Committee on 
Cancer) [8,9]. 

Based on the selected tumors for analysis, 
clinical parameters were assessed such as age, 
gender and topography as well as 
histopathological parameters (tumor size, 
presence of ulceration, perineural and 
perivascular invasion, depth of invasion, but also 
resection limits invasion and inclusion in an pT 
category. 

Imaging was accomplished using the Panthera 
L research microscope accompanied by a 
5 Megapixel digital camera (MOTIC) as well as 
the software integrated within the microscope. 

Statical support was realized by the chi square 
comparison test (χ2 test) in the SPSS10 

(statistical package for social Sciences), a 
significant corroboration being at p<0.05. 

Ethical aspects were respected, patients 
having given informed consent, while the study 
itself being approved by the Local Ethics 
Commission (no. 65/20.04.2022). 

Results 
From a total of 332 cases, 197 were BCC 

(59.3%), 135 were SCC (40.7%). 
The mean age of diagnostic was 70.74 for 

SCC (predominantly in sixth decade-27.4%) and 
69.26 for BCC (predominantly in seventh decade-
32.5%). 

The majority of cases were males (>55%) for 
all analyzed cases (Table 1). 

 

Table 1. Cases distribution and associations of the investigated clinico-pathological parameters. 

Parameters No. cases Percentages 
% p value χ2 test 

SCC BCC SCC BCC pT SCC pT BCC 

Age <60 26 34 19.3 17.3 p>0.05 p>0.05 
≥60 109 163 80.7 82.7 

Gender 
female 56 86 41.5 43.7 

p>0.05 p<0.05 
male 79 111 58.5 56.3 

Localization 

upper limb 11 6 8.1 3.0 
p>0.05 

 
p>0.05 

 
head and neck 106 164 78.5 83.3 

thorax 6 23 4.4 11.7 
lower limb 12 4 8.9 2.0 

Tumor size 
(cm) 

≤2 65 133 48.1 67.5 
p=0,000 p=0,000 >2-<4 45 40 33.3 20.3 

≥4 25 24 18.5 12.2 

Ulceration 
present 84 152 62.2 77.2 

p>0.05 p<0.05 absent 51 45 37.8 22.8 

Depth of 
invasion 

dermis 69 146 51.1 74.1 

p=0,000 p=0,000 
hypoderm 34 18 25.2 9.1 

striated muscle 26 24 19.3 12.2 
cartilage 3 7 2.2 3.6 

bone 3 2 2.2 1.0 

Perineural 
invasion 

present 8 0 5.9 0 
p>0.05 - 

absent 127 197 94.1 100 

Vascular 
invasion - 0 0 0 0 - - 

Resection 
limits 

positive 31 55 23 27.9 
p=0,000 p=0,001 

negative 104 142 77 72.1 

pT caregory 

pT1 61 134 45.2 68.0 

- - pT2 48 37 35.6 18.8 
pT3 22 24 16.3 12.2 
pT4 4 2 3.0 1.0 

 
For SCC, the majority of studied cases were 

located in the head and neck area (78,5%), 
followed by lower limb (8.9%), upper limb 
(8.1%) and thorax region (4.4%). 

The analysis of tumor size showed that the 
majority of patients had tumors under 2cm 
(48.1%), followed by >2-<4cm tumors (33.3%), 
and tumors over 4cm (18.5%). 

Presence of ulceration was discovered in most 
of cases (62.2%), with invasion in dermis 
(51.1%), followed by hypoderm (25.2%), striated 
muscle (19.3%), cartilage (2.2%) and bone 
(2.2%). 

In all studied cases there was no vascular 
invasion, but in some cases, we had perineural 
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invasion (5.9%) and positive resection limits 
(23%). 

Most cases were diagnosed in pT1 category 
(45.2%), followed by pT2 (35.6%), pT3 (16.3%) 
and pT4 (3%) (Table 1). 

Statistical analysis indicated significant 
relationships between pT category and tumor size 
(p=0.000, χ2 test), tumors under 2cm being 
diagnosed in pT1 category and tumors larger than 
4 cm being diagnosed in pT4 category. 

Depth of invasion indicated also significant 
relationships with pT category (p=0,000, χ2 test), 
in this case tumors who invaded striated muscle, 
cartilage and bone, being diagnosed in advanced 
categories. 

Last but not the least, positive resection  
limits indicated significant relationships with  
pT category (p=0,000, χ2 test), in this case tumors 
from all categories showed positive resection 
limits (Figure 1). 

 

 

Figure 1. Cases distribution depending on pT category and tumor size (A), 
depth of invasion (B) and invasion of resection limits (C). 

 

For BCC, most of the cases topography was 
limited to the head and neck area (83.3%), 
followed by chest (11.7%), hand (3.0%) and leg 
(2%). 

The analysis of tumor size showed that the 
majority of patients had tumors under 2cm 
(67.5%), followed by >2-<4cm tumors (20.3%), 
and tumors over 4cm (12.2%). 

Ulceration was present in most cases (77.2%) 
and also invasion in dermis (74.1%), followed by 
striated muscle (12.2%), hypoderm (9.1%), 
cartilage (3.6%) and bone (1.0%). 

In all studied cases there was no vascular and 
perineural invasion, but we found cases with 
positive resection limits (27.9%). 

Most cases were diagnosed in pT1 category 
(68.0%), followed by pT2 (18.8%), pT3 (12.2%) 
and pT4 (1%) (Table 1). 

Statistical analysis indicated significant 
relationships between pT category and gender 

(p<0.05, χ2 test), males being diagnosed with 
advanced tumors. 

Tumor size and pT category indicated also 
significant relationships (p=0.000, χ2 test), in this 
case tumor larger than 4cm were diagnosed in 
pT3 and pT4. 

Another analysed parameter was ulceration 
which indicated significant relationships with  
pT category (p<0.05, χ2 test), in comparison with 
SCC who not showed relationships with  
pT category (p>0.05, χ2 test). 

Depth of invasion (p=0,000, χ2 test), and 
positive resection limits (p=0,001, χ2 test) 
indicated significant relationships with  
pT category, because tumors who invaded 
striated muscle, cartilage and bone, were 
advanced tumors who had also positive resection 
limits (Figure 2). 
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Figure 2. Cases distribution depending on pT category and gender (A), 
tumor size (B), ulceration (C), depth of invasion (D) and resection limits (E). 

 

Discussions 
From a total of 332 cases, 197 were BCC 

(62.7%) and 135 were SCC (37.3%), most of 
them being diagnosed in seventh decade of life. 

Rahul Rajbhar et al, in a study published in 
2020 discovered that from the total number of 
total studied tumors the most common were SCC 
(56.76%) and BCC (24.32%), data which can be 
compared to our study [2]. 

Keratinocyte carcinomas are one of the most 
common occurring tumors in the Western World 
[2,3]. 

This is summarized in an increase of 
occurrence of both cSCC and BCC worldwide 
[1]. 

In our study SCC and BCC was shown to 
occur more frequently in males over the age of 
60, and most of the cases were located on the head 
and neck area. 

In this study we found significant 
relationships between pT category and gender. 
Similar studies also showed the patients age 
distribution to be primarily in the seventh decade 
with an increased distribution in males [2,3,5]. 

In a recent study by Adinarayan and 
Krishnamurthy [4], most cases of BCC were 
discovered in the seventh and eighth decade of 
life. 

Regarding the patient gender, many studies 
showed that the majority of cases were diagnosed 
in males [4,5,6]. 

However, other studies showed that there was 
a female preponderance [3,10,11]. 

In one study from 2020 which covered 
topographical distribution, similar to our study 
the most common topographical region was the 
head and neck area [2]. 

By comparison, other studies, revealed that 
SCC was most commonly found in the lower 
extremity [2,12]. 

The vast majority of cancers pertaining to the 
head and neck regions are represented by head 
and neck squamous cell carcinomas, totaling 
more than 90% [13]. 

Some histopathological features seen in KCs 
are very important in predicting its malignant 
potential. 

These include tumor size, ulceration, depth of 
invasion, perineural and perivascular invasion 
[12,14]. 

Data from literature showed that of the most 
important high-risk factors which lead to 
recurrence are prior tumors, aggressive histologic 
patterns, perineural invasion and positive status 
of resection limits [15]. 

For SCC and BCC statistical analysis 
indicated significant relationships between  
pT category and tumor size. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Rajbhar%20R%5BAuthor%5D&cauthor=true&cauthor_uid=32536845
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SCC lesions smaller than 2cm had no added 
risk of recurrence and metastasis [16]. 

One study showed that the most common 
primary tumor size was between 1,5cm and 8cm 
[17]. 

In both SCC and BCC ulceration was present 
in most cases and also invasion in dermis. 

Data from literature showed that ulcerative 
tumor features had worse survival outcomes [18]. 

For SCC statistical analysis indicated 
significant relationships between pT category and 
depth of invasion. 

Recurrence and metastasis are mostly 
influenced by a single important determining 
factor which is the depth of tumor invasion. 

Studies have shown that a penetration in the 
lower levels of the dermis or the subcutaneous 
layer is corelated with a more aggressive 
evolution and a higher risk of metastasis [19]. 

In concordance with the above-mentioned risk 
factors, invasion through the subcutaneous layers 
of the skin is corelated with an increased risk for 
metastatic disease [20,21]. 

A study which analysed 358 SCCs 
demonstrated that the invasion depth was less 
than 2cm with 85% of them having premalignant 
lesions. 

A tumor thicker than 4cm, in comparison 
showed that 55% of cases had premalignant 
tumors [22]. 

For BCC statistical analysis indicated 
significant relationships between pT category and 
ulceration and also depth of invasion. 

Regarding a study form 2015 the ulceration 
rate was significantly associated with aggressive 
histopathological subtypes [19]. 

Also, in this study it is showed that BCC 
infiltrates in the papillary dermis and in the 
deeper reticular dermis [19], same as our study. 

In all studied cases of BCC there was no 
vascular and perineural invasion. 

In comparison in all studied cases of SCC 
there was no vascular invasion, but in some cases, 
we had perineural invasion. 

Although surgical excision is still regarded as 
the gold standard therapy of both SCC and BCC, 
some parameters need to be taken into account 
before performing the intervention, parameters 
such as stage, location, patient associated 
pathology or histopathological subtype [1]. 

Both tumors had most cases with positive 
resection limits. 

Statistical analysis indicated significant 
relationships between pT category and positive 
resection limits in both non-melanoma skin 
cancers 

A study highlighting the recurrence rates in 
720 BCC lesions, due to invasion of the resection 
limits demonstrates the prognostic factors for 
recurrence were found to be aggressive 
histopathological subtype [23]. 

Reports from other studies showed that BCC 
size correlates with the probability of subclinical 
extension, thus a 4mm excision margin is 
sufficient for a BCC smaller than 2cm. 

Meanwhile a tumor greater than 2 cm with 
added risk patterns may require a marginal 
resection limit greater than 13mm. 

The recommendation for deep margin 
resection differs for varying topographical 
locations, thus in skin the excision should go as 
deep as the fat layer while in face tumors up to 
the level of the fascia, perichondrium or 
periosteum [24]. 

As suggested by published literature, 
perineural involvement is present in 14% of all 
SCC that arise from the head and neck [14] and 
run a greater risk of recurrence [14]. 

Universal literature also seems to suggest that 
perineural invasion is associated with a higher 
mortality rate [25] being used as a marker of 
unfavorable prognosis and an independent risk 
factor [26]. 

A study of SCC done by Rahadiani et al. 
revealed that their patient samples showed 
extensive tumors 62,9% in T4, while 44,2% had 
lymph node involvement, 54.7% presented with 
lympho-vascular involvement [27]. 

Trials which included SCC of the face and 
mouth, invasion was seen as an independent risk 
factor being associated with local recurrence 
metastasis and a lower median patient survival. 

The thickness of the tumor coupled with 
neural and bone invasion had been associated 
with higher chance of lymphogenic spreading. 

Thus, perineural invasion may prove to be a 
valuable tool in clinical practice [28]. 

BCC was found that in one primary and 
3 metastatic tumors perineural invasion had been 
documented [29]. 

Morphological characteristics of KCs tumors 
that directly translate to an increased 
aggressiveness are size, depth, location and tumor 
differentiation grade, while tumors larger than 
2cm have a higher risk of recurrence and 
metastasis, tumors that cover a depth larger than 
4 mm are also more likely to metastasize [30]. 

Although excision of the tumor represents the 
go-to method of treatment, alternative may need 
to be used when the tumor has become invasive 
either by local invasion of adjacent structures of 
by metastasis [1]. 
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A recent study has shown that invaded 
resection margins remain one of the biggest risk 
factors in local tumor recurrence. 

Thus, an emphasis on avoiding invaded 
resection margins is placed whenever such a 
procedure is done [31]. 

An increased risk of metastatic disease is 
associated with a number of histopathological 
characteristics such as deep invasion of the skin, 
tumors with a diameter of 2cm or more and 
perineural invasion [32]. 

As such a high quality and precise diagnosis 
of these parameters is crucial for the management 
of these malignancies. 

Conclusions 
This study showed statistically relevant 

corroborations of both clinical and 
histopathological parameter that were analyzed. 

Identification of such hight risk prognosis 
factors for each patient with malignant skin 
tumors, may prove useful in developing better 
and more targeted oncological treatment. 

Conflict of interests 
None to declare. 

References 
1. Villani A, Potestio L, Fabbrocini G, Scalvenzi M. 

New Emerging Treatment Options for Advanced 
Basal Cell Carcinoma and Squamous Cell 
Carcinoma. Adv Ther, 2022, 39(3):1164-1178. 

2. Rajbhar R, Anvikar A, Sulhyan K. 
Clinicopathological correlation of malignant skin 
tumors: A retrospective study of 5 years. Int J 
Health Sci (Qassim), 2020, 14(3):18-25.  

3. Laishram RS, Banerjee A, Punyabati P, Sharma 
LD. Pattern of skin malignancies in Manipur, 
India:A 5-year histopathological review. J Pak 
Assoc Dermatol, 2010, 20(3):128-32. 

4. Adinarayan M, Krishnamurthy SP. 
Clinicopathological evaluation of nonmelanoma 
skin cancer. Indian J Dermatol, 2011, 56(6):670-2. 

5. Nandyal S, Puranik RB. Study of demographic 
profile of skin tumors in a tertiary care hospital. Int 
J Curr Res Rev, 2014, 6:24-8. 

6. Malhotra P, Singh A, Ramesh V. Basal cell 
carcinoma in the North Indian population: 
Clinicopathologic review and immunohistochemical 
analysis. Indian J Dermatol Venereol Leprol, 2011, 
77(3):328-30. 

7. Yanofsky VR, Mercer SE, Phelps RG. 
Histopathological variants of cutaneous squamous 
cell carcinoma: a review. J Skin Cancer, 2011, 
2011:210813.  

8. Murphy GF, Beer TW, Cerio R, Kao GF, Nagore E, 
Pulitzer MP. WHO classification of skin tumors. 4th 
ed. International Agency of Research on Cancer 
(IARC), 2018, France, 26-48.  

Amin MB, Greene FL, Edge SB, Compton CC, 
Gershenwald JE, Brookland RK, Meyer L, Gress 
DM, Byrd DR, Winchester DP. The Eighth Edition 
AJCC Cancer Staging Manual: Continuing to build 
a bridge from a population-based to a more 
"personalized" approach to cancer staging. CA 
Cancer J Clin, 2017, 67(2):93-99.  

9. Souza CF, Thome EP, Menegotto PF, Schmitt JV, 
Shibue JR, Tarlé RG. Topography of basal cell 
carcinoma and their correlations with gender, age 
and histologic pattern: A retrospective study of 
1042 lesions. an Bras Dermatol, 2011, 86(2):272-7 

10. Saldanha P, Shanthala PR, Upadhaya K. 
Cutaneous basal cell carcinoma: A morphological 
spectrum. Arch Med Health Sci, 2015, 3:24-8.  

11. Chalya PL, Gilyoma JM, Kanumba ES, Mawala B, 
Masalu N, Kahima KJ. Dermatological 
malignancies at a university teaching hospital in 
North-Western Tanzania: A retrospective review of 
154 cases. Tanzan J Health Res, 2012, 14(1):9-14. 

12. Yan W, Wistuba II, Emmert-Buck MR, Erickson HS. 
Squamous Cell Carcinoma-Similarities and 
Differences among Anatomical Sites. Am J Cancer 
Res, 2011, 1(3):275-300. 

13. Lallas A, Pyne J, Kyrgidis A, Andreani S, 
Argenziano G, Cavaller A, Giacomel J, Longo C, 
Malvestiti A, Moscarella E, Piana S, Specchio F, 
Hofmann-Wellenhof, Zalaudek I. The clinical and 
dermoscopic features of invasive cutaneous 
squamous cell carcinoma depend on the 
histopathological grade of differentiation. Br J 
Dermatol, 2015, 172(5):1308-15. 

14. Firnhaber JM. Basal Cell and Cutaneous 
Squamous Cell Carcinomas: Diagnosis and 
Treatment. Am Fam Physician, 2020, 102(6):339-
346. 

15. Brantsch KD, Meisner C, Schonfisch B, Trilling B, 
Wehner-Caroli J, Rocken M, Breuninger H. 
Analysis of risk factors determining prognosis of 
cutaneous squamous-cell carcinoma: a 
prospective study. Lancet Oncol, 2008, 9(8):713-
720. 

16. Laga AC, Schaefer IM, Sholl LM, French CA, 
Hanna J. Metastatic Basal Cell Carcinoma. Am J 
Clin Pathol, 2019, 152(6):706-717. 

17. Schmults CD, Karia PS, Carter JB, Han J, Qureshi 
AA. Factors predictive of recurrence and death 
from cutaneous squamous cell carcinoma: a 10-
year, single-institution cohort study. JAMA 
Dermatol, 2013, 149(5):541-547. 

18. Yalcin O, Sezer E, Kabukcuoglu F. Presence of 
ulceration, but not high risk zone location, 
correlates with unfavorable histopathological 
subtype in facial basal cell carcinoma. Int J Clin Exp 
Pathol, 2015, 8(11):15448-53. 

19. Tang CW, Chun HH, Ching CL, Yung-An T, Hsien 
CT, Ming HT. Risk factors affect the survival 
outcome of hard palatal and maxillary alveolus 
squamous cell carcinoma: 10-year review in a 
tertiary referral center, Oral Surgery, Oral Medicine, 
Oral Pathology, Oral Radiology, and 
Endodontology, 2010, 110(1):11-17. 



Current Health Sciences Journal Vol. 49, No. 2, 2023 April-June 

10.12865/CHSJ.49.02.13 243 

20. Aaboubout Y, van der Toom QM, de Ridder MAJ, 
De Herdt MJ, van der Steen B, van Lanschot CGF, 
Barroso EM, Nunes Soares MR, Ten Hove I, Mast 
H, Smits RWH, Sewnaik A, Monserez DA, 
Keereweer S, Caspers PJ, Baatenburg de Jong RJ, 
Bakker Schut TC, Puppels GJ, Hardillo JA, 
Koljenović S. Is the Depth of Invasion a Marker for 
Elective Neck Dissection in Early Oral Squamous 
Cell Carcinoma? Front Oncol, 2021, 
12(11):628320. 

21. Korhonen N, Ylitalo L, Luukkaala T, Itkonen J, 
Häihälä H, Jernman J, Snellman E, Palve J. 
Premalignant lesions, basal cell carcinoma and 
melanoma in patients with cutaneous squamous 
cell carcinoma. Arch Dermatol Res, 2021, 
313(10):879-884. 

22. Smeets NW, Kuijpers DI, Nelemans P, Ostertag 
JU, Verhaegh ME, Krekels GA, Neumann HA. 
Mohs’ icrographic surgery for treatment of basal 
cell carcinoma of the face-results of a retrospective 
study and review of the literature. Dermatol Surg, 
2004, 151(1):141-7. 

23. Basset-Seguin N, Herms F. Update in the 
Management of Basal Cell Carcinoma. Acta Derm 
Venereol, 2020, 100(11): adv00140. 

24. Haug K, Breuninger H, Metzler G, Eigentler T, 
Eichner M, Häfner HM, Schnabl SM. Prognostic 
Impact of Perineural Invasion in Cutaneous 
Squamous Cell Carcinoma: Results of a 
Prospective Study of 1,399 Tumors. J Invest 
Dermatol, 2020, 140(10):1968-1975. 

25. Genders RE, Marsidi N, Michi M, Henny EP, 
Goeman JJ, van Kester MS. Incomplete Excision of 
Cutaneous Squamous Cell Carcinoma; Systematic 
Review of the Literature. Acta Derm Venereol, 
2020, 100(6): adv00084. 

26. Rahadiani N, Habiburrahman M, Handjari DR, 
Stephanie M, Krisnuhoni E. Clinicopathological 
characteristics predicting advanced stage and 
surgical margin invasion of oral squamous cell 
carcinoma: A single-center study on 10 years of 
cancer registry data. Oncol Lett, 2022, 24(4):364.  

27. Hurník P, Chyra Z, Ševčíková T, Štembírek J, 
Trtková KS, Gaykalova DA, Buchtová M, Hrubá E. 
Epigenetic Regulations of Perineural Invasion in 
Head and Neck Squamous Cell Carcinoma. Front 
Genet, 2022, 13:848557. 

28. Tong JY, Huilgol SC, James C, Rajak S, Selva D. 
Perineural invasion and perineural spread in 
periocular squamous cell carcinoma. Eye (Lond), 
2023, 37(5):875-884. 

29. Alam M, Armstrong A, Baum C, Bordeaux JS, 
Brown M, Busam KJ, Eisen DB, Iyengar V, Lober 
C, Margolis DJ. Guidelines of care for the 
management of cutaneous squamous cell 
carcinoma. Journal of the American Academy of 
Dermatology, 2018, 78(3):560-578. 

30. Szewczyk M, Pazdrowski J, Pabiszczak M, 
Więckowska B, Dańczak-Pazdrowska A, 
Golusiński W. Local recurrence risk in head and 
neck basal cell carcinoma. Otolaryngol Pol, 2022, 
76(4):1-5. 

31. Stratigos A, Garbe C, Lebbe C, Malvehy J, del 
Marmol V, Pehamberger H, Peris K, Becker JC, 
Zalaudek I, Saiag P, Middleton MR, Bastholt L, 
Testori A, Grob JJ. Diagnosis and treatment of 
invasive squamous cell carcinoma of the skin: 
European consensusbased interdisciplinary 
guideline. Eur J Cancer, 2015, 51(14):1989-2007. 

 
 

 

 
Corresponding Author: Anne Marie Badiu, Department of Pathology, 

University of Medicine and Pharmacy of Craiova, Romania, e-mail: anne.badiu@umfcv.ro 


	Original Paper
	Statical Association between Clinical and Histopathological Parameters for Keratinocyte Carcinomas
	Introduction
	Material and Methods
	Results
	Discussions
	Conclusions
	Conflict of interests
	References



