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Abstract
This literature review paper briefly describes basal cell carcinoma (BCC).  Several scientific studies are referenced in this paper to further present the etiology and current treatment modalities for BCC.  Also, included in this paper are the clinical manifestations and differential diagnosis of BCC.
Basal Cell Carcinoma
Basal cell carcinoma has been categorized as the most commonly occurring cancer in humans (Gambichler et al., 2006) and accounts for 75% of skin cancer that is  nonmelanoma (Zhang et al., 2001).  The high incidence of basal cell carcinoma has created a flurry of research for this topic.  The purpose of this paper is to briefly discuss the etiology, clinical manifestations, differential diagnosis and current treatment modalities of basal cell carcinoma. 
Etiology
Although several contributory factors for developing BCC exist, the main etiology for developing BCC is UV exposure to sunlight (Zhang, 2001). Other significant predisposing factors include ultraviolet exposure from tanning beds, fair skin, and the tendency to freckle. Some other factors to developing BCC include being above the age of 40, the male gender, and a genetic predisposition (Hextall-Bath, Bong, Perkins & Williams, 2004).  
DNA and gene expression in conjunction with UV sun exposure play a significant role in developing BCC.  In 2001, Zhang et al. (2001) conducted research in which the study analyzed 24 BCC samples from people diagnosed with BCC before the age of 30. Fifity-four percent of the samples were from the head and neck region. According to their findings, UV exposure caused DNA 15 p53 mutations to occur in 11 of their 24 BCC samples and 54% had mutations to their PTCH gene.  In essence, these patients have a decrease in their DNA’s ability to repair itself and a possibility to get BCC at a younger age (Zhang, 2001). 
Gambichler et al. (2006) conducted a study in which 28 people with non-ulcerated BCC and 27 healthy individuals had their lesions or healthy skin punch biopsied.  These biopsies were examined to determine if any alterations exist in their human b-defensins (hBD-1, hBD-2, hBD-3) between the healthy controls and those with BCC. The study indicated that there is a possible link between altered hBD-1 and hBD-2 in people with BCC; however, more conclusive research still needs to be done (Gambichler, 2006).
Hertog et al. (2001) carried out a case-control study to try and correlate smoking and BCC. Four hundred and fifty four people with two types of basal cell carcinoma were interviewed. Statistics were developed which concluded with a 95% confidence interval that smoking and BCC are not related (Hertog, 2001).
Clinical Manifestations
BCC is most commonly found in the head and neck region because these areas are exposed to the sun most frequently.  There are four types of BCC which include nodular, superficial, pigmented, and morpheaform BCC (Jiang & Szyfelbein, 2007).  Each type has its own specific clinical manifestations but they all share some basic characteristics. 
There are specific cardinal signs of basal cell carcinoma (Basal Cell Carcinoma, 2008).  As seen in Figure 1, one common clinical manifestation of BCC is non-healing wound that bleeds easily, and is crusty. Another clinical manifestation is an erythematous patch of irritated skin that may or may not hurt or itch.  Also, a pink, red, or clear nodule that may look like a mole in dark skinned people is another often overlooked sign (see Figure 2).  This nodule may have a rolled border and a crusty center.  Lastly, a scar looking area with unclear border that is yellow, white or shiny is another indicative sign.  Typically, two out of these five signs are present in BCC and only a physician can provide a definitive diagnosis (Basal Cell Carcinoma, 2008).   
Differential Diagnosis
Since there are four types of BCC, each type of BCC has its own differential diagnosis. For nodular BCC, the differential diagnosis includes a fibrous papule, sebaceous hyperplasia, nevus, Seborrheic keratosis, smelanotic melanoma, and adnexal neoplasms (generally trichoepitheliomas) (Jiang & Szyfelbein, 2007).  For Pigmented BCC, the differential diagnosis includes malignant melanoma, pigmented seborrheic keratosis, angiokeratoma, and a traumatized nevus (Jiang, 2007).  Superficial BCC has the differential diagnosis of Nummular eczema, Psoriasis, extramammary Paget disease, and Bowen disease (Jiang, 2007).  Lastly, Morpheaform BCC has a differential diagnosis of a scar or localized scleroderma (Jiang, 2007).  
Current Treatment Modalities

Many treatment options are available for BCC patients. Radiotherapy, cryotherapy, laser ablation, and photodynamic therapy are all treatment modalities for BCC; however, surgical excision is the most effective and commonly used treatment. To treat nodular adnexal BCC, current surgery involves excising the BCC with 3-4 mm margins into healthy tissue (Hsuan, Harrad, Patts & Collins, 2004). Hsuan (2004) conducted a study in which 55 patients with primary nodular BCC had surgical exicision with 2mm margins instead of the 3-4mm margins. This allowed for less healthy tissue to be surgically removed. The reoccurrence rate for the aforementioned patients was 0% over a 5 year period. Ten of the patients did receive more than one surgery to ensure that all BCC was removed; however, the study reveals that a smaller excision site is very effective (Hsuan, 2004).  
Mohns surgical technique utilizes histological examination of tumor margins and hypothesizes the exact size of the tumor. Mohns micrographic surgery is “accepted as the most effective keratinocyte carcinoma treatment modality for high-risk cancers because of its cure rate of approximately 97%-99%”(Eide M. et al, 2005, p.309).  Delayed treatment also leads to larger tumor sizes according to a self-reported study conducted by Eide et al. (2005) which reinforces the belief that early detection and intervention is essential to minimize the effects of BCC.  
After surgical therapy or another form of treatment, the patient should visit their physician within 30 days and then continue to have appointments every three months for the first year after treatment.  The patient should also perform self-exams and contact their doctor if they find anything suspicious. This is important because  patients who have had one skin tumor have a greater risk of developing new tumors (Basal Cell Carcinoma, 2008).
Conclusion

According to Gambichler et al. (2006), current trends suggest that the diagnosis of BCC is increasing up to 10% per year. This paper referenced scientific literature to briefly discuss the etiology, clinical manifestations, differential diagnosis and current treatment modalities of basal cell carcinoma. If treated early, BCC has a good prognosis. On the contrary, the effects can be devastating to the face and body if BCC is under treated or not treated at all (Hextall, 2004).  
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Figure 1. Example of BCC 

   Figure 2. Example of BCC on ear.
below ala of nose.          
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