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Case study
Mr AB developed a firm rough surface on his medial left cheek. With increasing size his doctor
organised a biopsy at the site. Histology showed micronodular basal cell carcinoma (BCC).
Tumour was excised with a margin of apparently normal skin. Histology showed tumour at
all margins.
Some time later the borders of the skin wound revealed small nodules of obvious recurrence.
Further surgery demonstrated tumour at all margins, once again. The wound was clinically clear
and the area was managed expectantly. Later recurrence at margins was again apparent.
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Following an unsuccessful attempt with topical
imiquimod, Mr AB was referred for margin control (slow
Mohs) surgery. Mr AB had a large area on his medial left
cheek with small nodules resembling a field of smooth
bumps (Figure 1). He needed excision with no attempt
to close the defect until histologic confirmation of clear
margins. After two stages of slow Mohs surgery, the
defect on his left cheek was significant (Figure 2). This
defect was closed with a large trilobed flap repair with
a burrows graft (Figure 3).
Histology identified nodular and micronodular BCC in
the dermis associated with a light chronic inflammatory
infiltrate (Figure 4). Fortunately, Mr AB did not suffer any
tumour invasion of the infraorbital nerve or its branches.
One year later there is no evidence of recurrence. The
wound has healed reasonably other than a thickened scar
near the border between nose and cheek (Figure 5). Mr AB
elected not to have a small scar revision at this stage.

Figure 1. Note small, smooth bubbles appearing on cheek and
an old linear scar

Summary of important points
• Micronodular basal cell carcinomas (BCCs) can look
very innocuous. They are often large before they are
diagnosed and margins are invariably very difficult
to determine. Like morphoeic BCCs, they should be
regarded as ‘tough’ and treated with respect.1,2
• Mohs surgery is the benchmark approach for
micronodular BCCs on the face.1,3,4
• Imiquimod may be incorrectly considered for
micronodular BCCs because they look thin and flat.
Imiquimod is contraindicated for micronodular BCCs
and is only indicated for superficial BCCs.5–9

Figure 2. A large defect remains following histologic
confirmation that tumour is cleared
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• Proven residual BCC following surgery
is not managed by observation. Some
quarters hold to a misguided belief that the
inflammatory process following surgery will
‘kill off’ any residual tumour. While the scar
is ‘watched’, BCCs on the face can invade
into many structures including nerves.

The face is different
From a skin cancer perspective, the face is different in many respects.
Tumours look different: skin on the face is more pilo-sebaceous than
elsewhere; the lower nose is especially pilo-sebaceous. This makes tumours
often appear more subtle than they actually are. Dermoscopy of face
lesions is altered by this pilo-sebaceous character. Pigment networking is
often not seen and tumour features are less striking.
Structures are close: nerves, muscle, bone, cartilage, salivary glands and
other structures can be very close to the skin surface and can be vulnerable
at excision. Proximity also means tumours can invade vital structures if
they extend beyond the dermis.
Caution with less invasive treatments: imiquimod and photodynamic
therapy (PDT) on the face have special concerns. The therapy can fail
while the tumour continues to invade into deeper structures. Sometimes
imiquimod or PDT is chosen to ‘avoid’ surgery only to result in delayed
much larger surgery.
Cosmetic features: the face has a myriad of cosmetic zones and features.
These lines, borders and structures are always considerations in planning
surgery and especially the repair of defects following surgery.10–13
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Figure 3. A trilobed flap did not close all the defect.
A burrows graft completed the closure to the
superomedial aspect of the defect
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Figure 4. Micronodular and nodular BCC within
the dermis
Photo courtesy Melbourne Skin Pathology

5.

6.

7.

8.

9.
Figure 5. 12 months postsurgery

966 Reprinted from Australian Family Physician Vol. 35, No. 12, December 2006

Hendrix JD Jr, Parlette HL. Micronodular basal cell carcinoma. A deceptive histologic subtype with frequent
clinically undetected tumour extension. Arch Dermatol
1996;132:295–8.
Kirihara Y, Haratake J, Horie A. Clinicopathological and
immunohistochemical study of basal cell carcinoma with
reference to the features of basement membrane. J
Dermatol 1992;19:161–9.
Sei JF, Chaussade V, Zimmermann U, et al. Mohs’ micrographic surgery: history, principles, critical analysis of
its efficacy and indications. Ann Dermatol Venereol
2004;131:173–82.
Orengo IF, Salasche SJ, Fewkes J, Khan J, Thornby J,
Rubin F. Correlation of histologic subtypes of primary
basal cell carcinoma and number of Mohs stages required
to achieve a tumour free plane. J Am Acad Dermatol
1997;37:395–7.
Gaspari AA, Sauder DN. Immunotherapy of basal
cell carcinoma: evolving approaches. Dermatol Surg
2003;29:1027–34.
Marks R, Gebauer K, Shumack S, et al. Imiquimod 5%
cream in the treatment of superficial basal cell carcinoma: results of a multicenter 6 week dose response
trial. J Am Acad Dermatol 2001;44:807–13.
Geisse J, Caro I, Lindholm J, Golitz L, Stampone P, Owens
M. Imiquimod 5% cream for the treatment of superficial
basal cell carcinoma: results from two phase III, randomised, vehicle controlled studies. J Am Acad Dermatol
2004;50:722–33.
Sterry W, Ruzicka T, Herrera E, et al. Imiquimod 5%
cream for the treatment of superficial and nodular basal
cell carcinoma: randomised studies comparing low frequency dosing with and without occlusion. Br J Dermatol
2002;147:1227–36.
Schulze HJ, Cribier B, Requena L, et al. Imiquimod 5%
cream for the treatment of superficial basal cell carcinoma: results from a randomised vehicle controlled phase

III study in Europe. Br J Dermatol 2005;152:939–47.
10. Rubin P, Mykula R, Griffiths RW. Ectropion following excision of lower eyelid tumours and full thickness skin graft
repair. Br J Plast Surg 2005;58:353–60.
11. Besins T. The ‘RARE’ technique (reverse and repositioning effect): the renaissance of the aging face and neck.
Aesthetic Plast Surg 2004;28:127–42.
12. Williams EF 3rd, Vargas H, Dahiya R, Hove CR, Rodgers
BJ, Lam SM. Midfacial rejuvenation via a minimal incision brow lift approach: critical evaluation of a 5 year
experience. Arch Facial Plast Surg 2003;5:470–8.
13. Mott KJ, Clark DP, Stelljes LS. Regional variation in
wound contraction of Mohs surgery defects allowed to
heal by second intention. Dermatol Surg 2003;29:712–22.

CORRESPONDENCE email: afp@racgp.org.au

