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Opinion

Reevaluating Mohs Surgery Appropriate Use Criteria
for Primary Superficial Basal Cell Carcinoma

Based on the biology of primary superficial basal cell
carcinoma (sBCC), most sBCCs currently scored as “ap-
propriate” by the Mohs surgery appropriate use criteria
(MAUC)' for treatment with Mohs surgery (MS) should
be reclassified as “uncertain” or “inappropriate.”

Superficial BCCs are generally indolent, low-risk, of-
ten histologically multifocal skin cancers exhibiting mini-
mal or no dermalinvasion. Studies suggest that they may
comprise 17% to 30% of all BCCs. Superficial BCCs have
a mean thickness of 0.30 mm and seldom penetrate
more than 1 mm down hair follicles.? This makes them
amenable to surgical and nonsurgical treatments, in-
cluding MS, curettage (alone or combined with elec-
trodessication, cryotherapy, or imiquimod), cryo-
therapy, and topical imiquimod and fluorouracil 2

Risk of progression and recurrence is very low at
all anatomic sites with such treatments as curettage
alone or curettage and cryotherapy.* These high cure
rates are achieved despite more than 20% of serially
sectioned punch biopsy specimens and more than
50% diagnosed as sBCC showing foci of more aggres-
sive BCC subtypes.

There is unfortunately a paucity of evidence from
randomized and nonrandomized controlled clinical
studies comparing the biologic behavior of sBCC with
other lower-risk BCC subtypes (eg, nodular and cystic
subtypes). Furthermore, there are very few studies
that assess the effectiveness of MS for sBCC, nor are
there studies comparing its effectiveness with alterna-
tive treatments for sBCC.° Thus, those creating the
MAUC for sBCC were forced to make their final deter-
minations based significantly on their clinical experi-
ence and individual opinions.’ The MAUC categorizes
and scores nearly all sSBCCs the same as other lower-
risk (nodular and cystic) BCC subtypes. Indeed, it
scores nearly all sBCCs on MAUC area H (forehead,
temples, central face, ears, postauricular, hands, feet,
areola, and genitalia) as “appropriate” for MS." We
believe this merits reconsideration.

A steady increase in the incidence of nonmela-
noma skin cancer resultedin asignificant increase in the
use of MS. Concerns about potential excessive use of MS,
especially on the trunk and extremities, led to a highly
comprehensive and successful effort to establish MAUC.
Its primary goal is not to be comparative with alterna-
tive treatments but to define which cancers should not
be treated with MS. According to MAUC, BCCs located
on the central face, those with larger diameters (based
onanatomic site), and those which arise in patients with
certain immunosuppressive conditions and genoder-
matoses are known risk factors for an increased risk of
tissue invasion and recurrence; therefore, they should
be treated with MS. The concernis that MAUC scores all

central facial BCCs, including sBCCs, as “appropriate” for
MS. Unfortunately, none of the studies supporting this
treatment paradigm separately evaluated sBCC behav-
ior, and we could find no studies suggesting that sBCCs
are more likely toinvade below the superficial dermis or
recur on the central face than elsewhere. Tumors of any
sizein MAUC Area H, greater than1.0 cminarea M (scalp,
posterior aspect of the cheeks, neck, and anterior as-
pectof thelegs), and greaterthan2.0 cminareaL (trunk,
upper extremities, thighs, and posterior aspect of the
legs) have been suggested to be a risk factor recur-
rence inother BCC subtypes. To our knowledge, no stud-
ies of sBCC indicate that larger diameters pose an in-
creased risk of recurrence.

Patients with certain immunosuppressive condi-
tions (hematologic malignant neoplasms, organ trans-
plants, and human immunodeficiency virus) and spe-
cific genodermatoses are at higher risk of developing
BCC. All primary BCCs arising in these patients receive
higher MAUC scores than they would otherwise. We
could find no studies separately evaluating sBCCin these
patient groups, suggesting that they behave more ag-
gressively or have a higher likelihood of recurrence.
MAUC scores all sSBCCs in patients with specific geno-
dermatoses and of any size in area H in patients with cer-
tainimmunosuppressive conditions as “appropriate.”! As
an example, the MAUC currently determines that a
0.3-cm sBCC on the neck of a patient with basal cell ne-
vus syndrome or an immunosuppressed patient would
be "appropriate” for MS.

Very few reports have evaluated MS for sBCC. Mina
et al® evaluated 158 sBCCs treated with MS.> An aver-
age of 2.6 stages were required for tumor clearance, with
postoperative wound sizes varying from 2.5- to 38.5-
fold larger than the preoperative estimated tumor sizes.
Orengo et al® found that 54% of sBCCs treated with MS
required 3 or more stages for tumor clearance with wide
wound extensions found beyond clinical pretreatment
margins. They noted that only 18% of nodular BCCs and
37% of micronodular, infiltrative, and morpheaform
BCCsrequired 3 or more stages. The average number of
stages for clearance for all nonmelanoma skin cancers
has been reported to be 1.2 t0 1.9.

Skin cancers treated with MS often result in wounds
into or below the fat layer usually meriting primary re-
pair. Because sBCCs are indolent, penetrate minimally,
and are often multifocal, there seems little justification
to excise them into subdermal tissue with a technique
contraindicated for multifocal (discontinuous) tumors.
Thisis especially true when the limited available data sug-
gest MS for sBCC likely requires more stages than other
BCC subtypes for clearance and may leave larger surgi-
cal defects.®
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Available evidence suggests that nonexcisional surgical treat-
ments and nonsurgical therapies are effective for most sBCCs. Ex-
pected recurrence rates when treating sSBCC with curettage and cryo-
surgery are 11% or less.* Studies of sBCCs treated with curettage
followed by topical imiquimod found recurrence rates of 4% or less.
Meta-analysis of pooled estimates from available studies have shown
cure rates with imiquimod topical therapy (87.3%) and photody-
namic therapy (84.4%).” These are lower but potentially accept-
able cure rates, particularly in an aged or infirm population.

Other than photodynamic therapy or imiquimod alone, these
nonexcisional surgical treatments and topical therapies are compa-
rable in effectiveness to MMS with potentially less cost.

With no strong evidence suggesting that sBCCs pose a higher
risk based on anatomic site or health status, and with nonexci-
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sional surgical and nonsurgical treatments offering comparable ac-
ceptable cure rates with potentially less tissue invasion, morbidity
and cost, the authors of the MAUC might consider rescoring MS for
most sBCC as “inappropriate” or “uncertain.” This would place the
MAUC in agreement with many other published international care
guidelines.

The MAUC authors realized that, as with all published treat-
ment guidelines, the MAUC"...isintended as a living revisable docu-
ment that will need to be reviewed and modified as new data be-
come available pertaining to the appropriate use of MS."" We suggest
that it is time to begin the process of reevaluating MAUC for sBCC.
Continuing to categorize MS for sBCC as “appropriate” tends to sup-
port considerable overtreatment of this most indolent, superficial,
and often multifocal BCC variant.
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