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Letters to the Editor

Excision of  basal cell carcinomas smaller than 1 cm with 
2 mm safety margins: Lateral margin adequacy evaluated 
by double‑bladed scalpel method

Sir,
The most frequent safety margins recommended in the 
literature for excision of basal cell carcinomas range from 3 
to 4 mm. On the contrary, for small, well‑defined, pigmented 
lesions and for lesions located in more cosmetic and sensitive 
areas (such as periorbital), the feasibility of more conservative 
treatments and narrower safety margins aided by dermoscopy 
is advocated.1,2

As an option for the evaluation of lateral surgical margins, 
the use of a double‑bladed scalpel has been described, with 
the removal of skin strips which are then assessed lengthwise 
in histological sections.3

The double‑bladed scalpel consisted of a lightweight holder 
with two parallel blade sockets at the tip with a 2 mm 
interblade gap, allowing the execution of two simultaneous 
parallel uniform lines of incision, facilitating the attainment 
of marginal tissue strips, by producing two concentric regular 
incisions at the same depth. The resulting ring of tissue 
can be delineated and easily excised using a scalpel or a 
scissor [Figures 1 and 2].

A cross‑sectional study was carried out, consisting of patients 
with excised, well‑defined, nonrelapsed, <1 cm in diameter 
basal cell carcinomas, using a 2 mm safety margin, with 
removal of marginal skin strips in addition [Figures 1 and 2].

Margins of 2 mm were demarcated using a surgical ruler 
aided by dermoscopy and the excision was performed with 
a 2 mm‑wide double‑bladed scalpel, with the inner blade 
aligned with the margin mark of 2 mm. All tumors were 
removed at the subcutaneous level, and surgical defects were 
subjected to primary closure.

Tumors and strips margins were dyed, embedded in paraffin 
and stained in hematoxylin and eosin. The marginal strips 
were assembled so that the microtome sections were 
processed from the inner to the outer face of the margins in 
order to ensure greater similarity to the margins analyzed 
in the central part by the cross‑cut technique [Figure 1]. All 
initial sections of the paraffin block containing marginal strip 
tissue were analyzed.

The study was approved by the Ethics Committee of the 
institution and the participants signed a consent form.

Tables 1 and 2 summarize the information about the 
participants and the lesions. All central parts of the excised 
strips presented free surgical margins in the cross‑cut 
evaluation. Three marginal strips (5.8%) proved to be 
compromised, with clinical relapse in one lesion (33.3%) 
after a 12‑month follow‑up [Table 3 and Figure 3].

After a median follow‑up of 15 [12–22] months, there was no 
local relapse in any of the tumors with free marginal strips. 
There was no difference regarding the diameter (6 [6‑6] × 
6 [4‑7]; P = 0.46) of the lesions with and without compromised 
strips, but none of the 24 lesions up to 5 mm in diameter had 

Figure 1a: Scheme for performing the surgical procedure Figure 1b: The arrows indicate the areas of tumor involvement in the marginal 
strips [hematoxylin and eosin (H&E), ×100]

Table 1: Demography, phototype and time interval between 
detection and treatment of participants (n=41)

Features n (%)
Sex

Man 21 (51.2)
Woman 20 (48.8)

Age (years)* 66.9 (12.1)
Phototype

II 8 (19.5)
III 31 (75.6)
IV 2 (4.9)

Time gap between detection and surgery (months)† 2.5 (1‑12)
*Mean (SD), †Median (p25‑p75). SD: Standard deviation
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Table 2: Site, histological subtype, size and margin positivity 
of tumors (n=52)

Features n (%)
Tumor site

Face 32 (61.5)
Neck 5 (9.6)
Back 6 (11.5)
Chest 4 (7.7)
Arms 5 (9.6)

Histological subtype
Nodular 33 (63.5)
Pigmented nodular 18 (34.6)
Superficial 1 (1.9)

Larger diameter* 6 (4‑8)
Tumor ellipsoid area (mm2)* 23.6 (12.6‑35.3)
Tumor‑positive margins on cross‑cut central part analysis 0
Tumor‑positive margins on marginal strip 3 (5.8)
*Median (p25‑p75)

Figure 2c: Excision of skin strip Figure 2d: The central part is excised subsequently

Figure 2b: The double‑bladed scalpel is used to incise parallel lines with the 
innermost blade on the safety margin marking

Figure 2a: The safety margins are demarcated

Table 3: Clinical and histological features of tumors with 
compromised margins

n Age Sex Location Largest 
diameter (mm)

Histological 
subtype

Evolution 
(months)

1 70 Woman Face 8 Nodular Free (20)
2 84 Man Neck 6 Pigmented 

nodular
Free (20)

3 57 Woman Anterior 
thorax

6 Nodular Relapse 
(12)

their strips compromised, as compared to 3/28 (10.7%) of the 
lesions with 6–10 mm in diameter (P = 0.24).

As for the location, 2/3 (66.7%) of the compromised strips 
occurred on the head or neck, against 35/49 (71.4%) of 
noncompromised strips (P = 0.99).

The study of narrower margins of excision for basal cell 
carcinomas is interesting, mainly for low‑risk lesions as more 
conservative treatments have better acceptability in patients. 
Illustratively, the change from a 2‑mm to a 4‑mm surgical 
margin for a basal cell carcinoma of 6‑mm in diameter increases 
the area of excised tissue by almost 100%. This difference may 
be significant in cosmetic areas such as the face and in patients 
with several previous skin cancer surgeries.

The use of lateral skin stripping technique added sensitivity 
to the identification of compromised margins. With a 
2‑mm margin, according to the assessment of the lateral 
margins of the strips, there is an involvement of margins 
of 5.8% (confidence interval of 95%: 0–11.5% – “bootstrap 
method”), but in conventional cuts, there was no compromise 
of the margins.
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Figure 3: (a) Histological sections of tumors (H&E, ×100) (lesion n1 of Table 3) (b) Compromised marginal strips. The arrow indicates the areas of tumor 
involvement in the marginal strips (H&E, ×100). (lesion n1 of Table 3) (c) Histological sections of tumors (H&E, ×100) (lesion n2 of Table 3) (d) Compromised 
marginal strips. The arrow indicates the areas of tumor involvement in the marginal strips (H&E, ×100) (lesion n2 of Table 3) (e) Histological sections of 
tumors (H&E, ×100) (lesion n3 of Table 3) (f) Compromised marginal strips. The arrows indicate the areas of tumor involvement in the marginal strips (H&E, 
×100) (lesion n3 of Table 3)
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In a review of literature including 16,066 basal cell 
carcinomas, Gulleth et al. observed a 15–18% variation in 
the compromise of margins in conventional histological 
examination and local relapse rates between 4 and 1.6%, 
with 2‑ to 4‑mm safety margins. Unlike the present study, 
the mean diameter of the lesions was 11.7 mm, varying from 
3 to 30 mm, with no restrictions regarding clinical pattern 
or histological subtype. In this study, they concluded that 
safety margins of 3 mm would be reasonable for basal cell 
carcinomas up to 2 cm in diameter.4

Griffiths et al. (2007) verified lesions incompletely 
excised peripherally in 6.1% of 1539 basal cell carcinomas 
excised by conventional surgery. Again, they did not report 
restrictions regarding lesion size or histological subtype; 
however, 70% of tumors had peripheral histological 
margins narrower than 5 mm.5

On the contrary, Caresana and Giardini identified only three 
compromised margins in 200 basal cell carcinomas (1.5%) 
removed with a 2‑mm safety margin aided by dermoscopy. 
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Similarly, Ito et al. found only 4.3% tumor‑positive margins 
in 46 pigmented basal cell carcinomas excised with 2‑mm or 
less surgical margins.1,2

Our data present results similar to the studies of Caresana 
and Giardini and Ito et al., indicating lateral tumor‑positive 
margins of around 5% or less for well‑demarcated basal 
cell carcinomas. On the contrary, Kimyai‑Asadi et al. 
found higher rate (24%) of tumor‑positive margins for 
small (<1 cm), well‑demarcated lesions. These differences 
could be explained by the surgical techniques used, the aid 
of dermoscopy and the lesion profile, because we had 35% 
of pigmented tumors and 38% of lesions located on nonfacial 
regions.1,2,6

Our study had limitations including low number of specimens   
studied and a possible reduction of external validity because 
the identification of well‑defined and solid tumors, as well as 
the demarcation of their borders, depended on the evaluator. 
Other limitation could be irregular correlation between 
marginal strip and central part margins analysis; however, all 
initial sections with marginal strip tissue were analyzed.

To conclude, in this study, the excision of well‑delineated 
basal cell carcinoma lesions of up to 1 cm in diameter with a 
2‑mm safety margin aided by dermoscopy presents a lateral 
compromise rate of 5.8% when evaluated by marginal strip 
technique, reinforcing the results of some previous studies 
and suggesting the feasibility of narrower lateral surgical 
margins for small (<1 cm), well‑demarcated basal cell 
carcinomas.
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