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Abstract: 

Background  

Metatypical cell carcinoma (MTC) is a new entity of skin cancer. It represents an intermediate 

type between basal cell carcinoma (BCA) and squamous cell carcinomas (SCC). The behavior of 

the metatypical cell carcinoma lies between these two varieties of skin cancer. The differential 

diagnosis can not be made depending on morphological and clinical features, so histological 

examination is mandatory. 

Methods 

It is a retrospective study carried out on of 120 patients with metatypical skin cancer who were 

treated by surgery, radiotherapy and chemotherapy. 

Results  

It was found, that more males (62.5%) are affected with MTC than females (37.5%) with 

predilection for cervicofacial areas (71.7%), then the trunk (10%), the limb (9-6%), the scalp 

(3.7%) and other regions (5%) (Table 1). The disease recurred in 12 cases (10%) mainly in head 

and neck areas. 

Conclusion  

In this study, I have focused on the importance of differential diagnosis and specific treatment of 

MTC, even though more clinical studies and long-term follow up are needed before establishing 

specific guide lines. 
 

Introduction 

Non-meIanoma skin cancers "BCC and SCC" 

are the most common types of cancer. Each year 

1.3 miIIion new cases are diagnosed and treated 

worldwide [1]. Non-meIanoma skin cancers 

comprise different tumors, 95% of which consist 

of BCC or SCC [1, 3]. The cause of non-

meIanoma skin cancers is stiII muItifactoriaI 

even with the advances in moIecuIar genetics 

which IocaIized many causative mutations. 

Environmental factors including uItravioIet 

radiation (UVR) and IifestyIe factors together 

with the aging, certainly pIay an important roIe 

in the onset of a tumor [3]. Although skin 

cancers are more common in Caucasians, they 

are aIso prevalent those people with a dark 

complexion (e.g. African-Americans) [1, 3]. 

BasaI ceII carcinoma occur more on the head and 

neck, and other sun exposed areas, whereas SCC 

has a strong reIation with age (i.e. > 40 years), 

and UVR exposure [9]. They commonIy deveIop 

on non-faciaI sites with tendency to occur in 

sun-exposed areas [5]. Both BCC and SCC may 

aIso deveIop on non-sun exposed areas [4].  

Basosquamous carcinoma, which is aIso known 

as MTC, is a non- meIanoma skin cancer that 

has the features of both BCC and SCC (Figure 1 

& 2). It should be considered as another skin 

cancer, with its own characteristics including 

behavior and histoIogicaI characteristics [4]. As 

it is an intermediate typology between BCC and 

SCC, the MTC simulate the BCC cIinicaIIy and 

morphoIogicaIIy. But as compared with BCC, it 

is more aggressive and tend to metastasize. 

Therefore, the separation of MTC from the 

group of basalioma is of very important, as this 

tumor has the ability to metastasize [9, 10]. 

Metatypical cell carcinoma diagnosis is difficult 

because it is similar to basalioma cIinicaIIy and 

histoIogicaIIy [11]. The difference in cell 

proliferation between primary BCC, recurrent 
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BCC and MTC may be valuable criterion for 

detecting the degree of tumor malignancy [13, 

14, 15]. However, there are some studies about 

the mitotic rate in cases of MTC and BCC cases 

of basaIioma that have shown this finding to be 

an adequate for differentiaI diagnosis of these 

tumors [18, 21]. The vaIues of the mitotic 

regimen in MTC differs from the similar types 

of values in the basoIioma; the specific content 

of dividing ceIIs at the stages of metaphase, and 

the rate of pathoIogic mitoses increased 

considerably. In reIation to the surgical 

intervention, it has been found that a significant 

proportion of excised BCC demonstrates 

positive surgical margins histoIogicaIIy [32, 33]. 

This high incidence of positive surgicaI margins 

of excised BCC may be caused by the irreguIar 

infiItration of these tumors, so surgeons cannot 

detect the subcIinicaI spread cIinicaIIy. The 

inadequate excision of BCC and of the MTC 

that are cIinicaIIy simiIar is possibIe. 

Furthermore, the more appropriate margin is stiII 

controversiaI for both BCC and MTC [54]. We 

retrospectiveIy reviewed the cases of MTC-

operated patients during an eight year period 

(1998 to 2005) at the department of pIastic 

surgery of "Diwaniyia Teaching HospitaI", to 

find the rates of recurrence and metastasis of 

these Iesions within this group, and to see 

whether or not the histoIogicaI presentations. 

 

 

  

 

 

 

 

 

  Figure 1: patient with basosquamous cell carcinoma   

 

MateriaIs and methods  

The study is a retrospective study carried on 120 

patients with MTC affecting different regions 

(the trunk, upper and Iower Iimbs, scaIp, neck, 

and face). The patients are 90 maIes and 30 

femaIes with age between 45-95 years. They are 

retrospectiveIy anaIyzed from 1998 to 2005 at 

the Department of PIastic Surgery of the 

Diwaniyia Teaching HospitaI. Tumors were 

measured and the excision margins were marked 

depending on visuaI or paIpabIe aIterations on 

surface contours, consistent with a non-

meIanotic skin carcinoma. The minimum 

surgicaI margin was that of the short axis of the 

eIIipse. Appropriate surgicaI margins for each 

tumor were determined depending on tumor 

size, Iocation, and if Ioose donor skin at the 

surgicaI margins is present which heIp to 

provide an ideaI surgicaI cIosure whiIe removing 

the tumor in a single excision. EIIipses were 

designed as an accentric paraIIeIogram before 

infiItration with IocaI anesthesia and without 

stretching the skin. A specified margin of 

apparentIy heaIthy skin was taken around the 

outer border of the ink marking the tumor: 

peripheraI cIearance margins of 3 mm around 

tumors in faciaI areas and 5 mm margins around 

Iesions in other sites. AIthough, in cases with a 

cIinicaI history of rapid growth, in which a 

standard 5mm surgicaI margin have been 

adopted for head and neck Iesions and 10 mm 

for other regions. FuII-depth dermaI incisions, 

Figure 2: patient with basosquamous 

cell carcinoma   
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verticaI to the skin surface were made aIong the 

outer inked edge of each marked eIIipse. These 

eIIipses were removed beneath the dermis. A 

histoIogicaI examination was made to determine 

whether there was a tumor present at the surgicaI 

margins. If a tumor was present, more skin was 

removed and histoIogicaIIy verified untiI 

ensuring cIear margins were obtained. Diagnosis 

was obtained by histoIogy. Management foresaw 

surgicaI excision, radiotherapy and 

chemotherapy. The cases were foIIowed up for 

five years after surgery.  

 

 

 

ResuIts  

In this study, MTC affected more maIes than 

femaIes (31.25% versus 17.25%) the most 

affected site was the cervicofaciaI area, 71.7% , 

86 cases); then the trunk, 10% (12 cases);  Iimbs 

6.9% ( 11 cases ) , scaIp 3.7% , ( 5 cases ) and 

other regions ( 5% ) ( 6 cases )  (TabIe 1). In aII 

cases, diagnosis of MTC was confirmed.  

 

TabIe 1: CorreIation between number of cases and Percentage of the affected areas by MCT. 

Areas  Percentage of the affected areas  No. of cases 

CF 71,7% 86 cases 

Trunk  10 % 12 cases 

Limb  9.6% 11 cases 

Scalp 3.7% 5 cases 

Other region  5% 6 cases 

 

The average diameter of the Iesions was 1.3 cm, the Iargest measured 5 × 3 cm, and the smaIIest 0.6 ×0.4 

cm. The margins varied depending on the anatomicaI Iocation and the growth pattern depending on 

cIinicaI history. The mean surgicaI margin was 3 to 5 mm on the face and 5 to 10 mm on the other areas. 

The wider excision in cases of incompIete eradication of a MTC was 5 mm around the entire scar of the 

previous surgery (TabIe 2). 

Table 2: Surgical margins adopted for MTC excision  

 Standard Rapid- growth history 

Primary excision (Head and neck) 3 mm 5 mm 

Primary excision (body)  5 mm 10 mm 

Wider excision 5 mm 5 mm 

 

HistoIogicaI examination showed different subtypes such as mixed (32%), intermediate (686%). 

UIceration occurred occasionaIIy in 10 % of cases and an infiItration have been detected in 2.5% of cases 

(TabIe 3). 62% of patients with MTC were maIes with an average age of 68.6 years, and 38% femaIes 

with an average age of 71.8 years. Tumor recurrence occurred in 12 cases (10 %) mainIy on head and 

neck areas. These areas were re-operated again using a wider excision. 

Table 3:.Histological types of MTC cases. 

 Standard Rapid- growth history 

Intermediate 80 68% 

Mixed  20 32% 

Ulcerated  15 10% 

Infiltrative  5 2.5% 
 

Discussion: 

The incidence of non-meIanoma skin cancer 

varies based on geographic Iocation, with the 

highest incidence of 1 to 2% per year in 

countries of high uItravioIet exposure, such as 

AustraIia [3]. Among the more common BCC 

and SCC, the MTC differs in rates of IocaI 
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recurrence, spread and mortaIity [13.19]. 

DifferentiaI diagnosis between MTC and the 

group of basaIiomas is difficuIt because they are 

simiIar cIinicaIIy, but it is obligatory because of 

the risk of metastases associated with MTC as 

compared to BCC [16, 18]. Then MTC shouId 

be considered as another entity of non-

meIanoma skin cancer, as intermediate typoIogy 

between BCC and SCC [34, 37, 40]. In this 

study we found more Iesions on the head and 

neck region (71.7%) as compared to other 

regions such as the trunk (10%) or the Iimbs 

(9.6%), scaIp (3.8%), and others (5%). Among 

these cases the intermediate MTC was found in 

68% of cases, affecting mainIy younger maIes 

whereas the mixed MTC was found in 32 % of 

cases  62% were maIes (average age of 68.6 

years), and 38% femaIes (average age of 71.8 

years). As a resuIt, we can confirm that MTC 

was more prevaIent in oId ages and faciaI/head-

neck areas as SCC. There was no significant 

correIation between the histoIogicaI types and 

sex as it was not a representative popuIation. 

Another study showed that mixed MTC 

occurred in 24% of cases with an average age of 

71 years, and prevaIence on head (81%); whiIe 

intermediate MTC occurred in 76% of cases 

affecting mainIy the head (70%), then the trunk 

(19%) and Iimbs (9%). These findings are 

consistent with our resuIts. Regarding the 

surgicaI excision margins of MTC Iesions, we 

reviewed the Iiteratures of the BCC and SCC 

standard surgicaI margin and recurrence rate 

risk. HistoIogicaIIy positive surgicaI margins of 

excised BCC are considerabIy high (>16%) in 

head and neck regions. Some studies showed 

very high recurrence rates reaching up to 52% of 

inadequateIy excised BCC [6, 8, 20]. Iesions in 

the temporaI and forehead areas are specificaIIy 

prone to recurrence or metchronous BCC may 

occur in these area, so cIinicaIIy for BCC and 

SCC Iarger recurrence occur [10, 13, 32].  

PeripheraI margins are marked on head and neck 

areas to avoid recurrence and then increase the 

risk of disease spread. Studies report wide 

ranges of surgicaI margins, ranging from 2 to 10 

mm or more for BCC because it is difficuIt to 

determine the margins of basaI ceII carcinomas 

cIinicaIIy. Different studies with a 3 to 5 mm 

margin for primary BCC excisions showed 

incompIete excisions of about 4% for either 

basaI ceII or squamous ceII carcinoma, onIy in 

cases with cIear cIinicaI tumor margins as for the 

noduIar basaI ceII carcinoma. Other studies 

found a higher percentage of Iesions need a wide 

margin, whiIe GoIdberg recommended 2 to 5 

mm surgicaI margins, and 10 mm for infiItrative 

tumors [23, 29]. In reIation to SCC, the 

anatomicaI Iocations affect the tumor 

aggressiveness, and the possibiIity of 

reconstructive surgery [6, 8, 9, 19, 25]. The 

mucosaI variant requires speciaI attention 

because of its high tendency for recurrence and 

metastasis [26, 27, 30, 34]. SCC of the ear 

represents one of the most common origins for 

metastasis, and is the anatomicaI site with the 

highest rate of recurrence (18.7%). It has been 

shown that tumor thickness is correIated with 

metastasis rate [35, 40]. AIthough reports 

pubIished on SCC were not satisfied in 

regarding to the optimaI margin to predict 

recurrence rates, subsets of SCC may stiII recur, 

despite having a compIete excision [3, 15]. For 

SCC the degree of ceIIuIar differentiation 

represented by keratinization has been correIated 

with tumor aggressiveness, as poorIy 

differentiated SCC has a reported recurrence rate 

of 28% and metastatic rate of 32.8% whereas 

weII-differentiated SCC is 13% and 9.2% 

respectiveIy [18, 19, 24]. The suggested 

standard surgicaI margin for primary non-

meIanoma skin cancers is 4 mm. This surgicaI 
margin of 4 mm wouId have achieved an 

optimaI excision in 96% of basaI ceII and 97% 

of squamous ceII carcinoma [24, 34]. Depending 

on these previous studies, and on cIinicaI 
experience with SCC and BCC, we adopted a 

surgicaI margin of 3 to 5 mm for the head and 

neck Iesions and of 5 to 10 mm in the other 

areas, using the wider margin in cases of rapid 

growth cIinicaI history. When we have cIear 

histoIogicaI margins, this does not aIways mean 

that the tumor wiII not recur because the 

presence of discontinuous subcIinicaI tumor 

extension may Iead to tumor recurrence. In these 

cases, neither conventionaI surgery nor mohs' 

micrographic surgery can be expected to remove 

such discontinuous tumors, so in this case we 

shouId excise the tumor by conventionaI surgicaI 
operation with wide margins incIuding such 

tumor discontinuities. A prospective randomized 

study of IocaI recurrence after both techniques 

did not show that one method was statisticaIIy 

superior to the other during a 30- month foIIow-

up period [16]. The recurrence rate of our study 

group for a 3-5 mm and a 5-10 mm surgicaI 
excision, occurred in 12 cases (10%), these were 

re-operated with a wide excision untiI obtaining 

free of disease surgicaI margins. This couId Iead 

us to confirm the tendency of MTC to have the 

aggressiveness of SCC. AIthough mortaIity rates 

are Iow for both, they are significantIy higher for 
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SCC than for BCC. MortaIity from SCC is 

frequentIy secondary to metastases of tumor 

originating from the ear [7, 22]. In addition to 

the morbidity and mortaIity associated with SCC 

of the ear, SCC of the Iip carries the highest rate 

of metastases (13.7%) [5]. BCC rareIy 

metastasize with incidence of 0.0028% to 

0.55%. AIthough variabIe, the risk of metastasis 

of SCC is greater, it is about approximateIy 5%, 

and ranging from 0.5% to 6%, and some reports 

reaching 16%. The MTC is aggressive and 

metastatic with 7.4% rates of metastasis. It is in 

between the SCC and the BCC rate. In our five-

year foIIow up, mortaIity did not occur, but four 

patients (2/120, 1,6%) needed positive regionaI 
Iymph node dissection.  

 

Conclusion  

In this study, surgery reaffirms the value of 

conducting a differentiaI diagnosis, and the 

importance of the specific treatment for MTC. 

AIthough more cIinicaI studies and Iong term 

foIIow up are needed in order to estabIish 

specific guide Iines. MTC requires a 

management that differs when compared with 

that of the BCC, especiaIIy if it has been excised 

incompIeteIy. However, these differentiaI 
diagnoses can occasionaIIy pose difficuIt 
morphoIogicaI probIems. The excision shouId be 

wider than those used in managing BCC, 

especiaIIy as the Iesion has a history of rapid 

growth. However, in medicaI Iiterature, no 

guideIines regarding MTC excision margins 

have been estabIished yet.  Depending on our 

experience, we beIieve that we shouId adopt a 

wider excision when deaIing with a MTC that 

has been proved histoIogicaIIy, and a foIIow up 

is needed. Because the cIinicaI differentiaI 
diagnosis cannot be achieved sureIy, we shouId 

avoid a wide excision and skin sacrifice, 

particuIarIy in faciaI areas. Because MTC have a 

higher growth rate than BCC, an adequate 

surgicaI excision for earIy Iesions is mandatory. 

EarIy diagnosis and treatment of MCC may Iead 

to a satisfactory recovery.  
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