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Abstract

Introduction: Malignant tumors of the skin include basal cell carcinoma, squamous cell carcinoma, malignant melanoma and tumors of the
skin appendages.Skin lesions in the head and neck region are frequently encountered in the geriatric population. Although these lesions are
generally benign, it is widely known that the prevalence of malignant lesions increases with age.In adults, 80% of the masses in the neck,
except benign thyroid diseases, are of neoplastic origin and this rate reaches 90% after the 5th decade. About 70% of these neoplastic masses
are malignant, and three-quarters of these are metastatic and one-fourth is primary malignancies.

Objectives: Increasing world population, increasing survival time and increasing geriatric patient population create some differences in
healthcare. We planned this study for this purpose.

Methods: The data of 73 patients aged 65 and over were retrospectively analyzed. Patients were divided into two groups as 65-75 years old
(Group 1), > 75 years old (Group 2), by age.

Results: Premalignant lesions were found to be statistically significantly higher in Group 1 (p<0.01). It was observed that malignant lesions
were statistically significantly more common in the skin compared to the subcutaneous tissue. (p=0.015) Malignant skin lesions were observed
statistically significantly more frequently in the neck region compared to other regions (p=0.004).

Conclusions: The risk of malignancy in the patient group over 75 years is approximately doubled. It is necessary to approach the neck and
subcutaneous masses carefully in terms of malignancy in the geriatric patient group

Keywords: Geriatric, Otorhinolaryngology, Skin, Subcutaneous, Tumor

DOI: 10.5798/dicletip.887373

Correspondence / Yazisma Adresi: Kemal Koray Bal, Otorhinolaryngology Specialist, Department of Otorhinolaryngology & Head and Neck Surgery,
University of Health Sciences Adana City Hospital, Adana, Turkey e-mail: dr.kemalkoraybal@gmail.com

23


https://orcid.org/0000-0002-2000-0601
https://orcid.org/0000-0003-3651-1892
https://orcid.org/0000-0003-2037-6219
https://orcid.org/0000-0003-2323-0792
https://orcid.org/0000-0003-0935-5345
https://orcid.org/0000-0002-8382-5424
https://orcid.org/0000-0002-9847-4030

Bal KK, Ozdas T, Kap1 E., E., et al.

Geriatrik Populasyonda Bas Boyun Cilt, Ciltalt1 Tiiméral Lezyonlarinin incelenmesi
0z
Giris: Derinin malign tiimorleri arasinda bazal hiicreli karsinom, skuamdéz hiicreli karsinom, malign melanom ve deri eklerinin
tlimorleri bulunur.Geriatrik popiilasyonda bas ve boyun boélgesindeki deri lezyonlarina siklikla rastlanmaktadir. Bu lezyonlar
genellikle iyi huylu olmakla birlikte, malign lezyonlarin prevalansiin yasla birlikte arttig1 yaygin olarak bilinmektedir.Yetiskinlerde

benign tiroid hastaliklar1 disinda boyundaki kitlelerin 80%'i neoplastik kokenlidir ve bu oran 5. dekaddan sonr 90%'a ulasir. Bu
neoplastik kitlelerin yaklasik 70%'i maligndir,bunlarin dértte ii¢li metastatik malignite ve dortte biri birincil malignitelerdir.

Amag: Diinya niifusunun artmasi, sagkalim siiresinin artirilmasi ve geriatrik hasta popiilasyonunun artirilmasi saglik hizmetlerinde
bazi farkliliklar yaratir. Bu ¢alismay1 bu amagla planladik.

Yontemler: 65 yas ve tstii 73 hastanin verileri retrospektif olarak incelendi. Hastalar yasa gore 65-75 yas (Grup 1),> 75 yas (Grup 2)
olmak iizere iki gruba ayrild.

Bulgular: Premalign lezyonlar Grup 1'de istatistiksel olarak anlamli derecede yiiksek bulundu (p <0.01). Malign lezyonlarin ciltte deri
alt1 dokuya gore istatistiksel olarak anlamli derecede daha yaygin oldugu gézlendi. (p = 0.015) Malign deri lezyonlar1 boyun bélgesinde
diger bolgelere gore istatistiksel olarak anlamli derecede daha sik gozlendi (p = 0.004).

Sonuglar: Malignite riski 75 yasin iizerindeki hasta grubunda yaklasik iki katina ¢ikar. Geriatrik hasta grubunda boyun ve deri alti

kitlelere malignite agisindan dikkatle yaklasmak gerekir.

Anahtar Kelimeler: Geriatrik, Kulak Burun Bogaz, Deri, Subkutan, Tiimor.

INTRODUCTION

Malignant tumors of the skin include basal cell
carcinoma, squamous cell carcinoma, malignant
melanoma and tumors of the skin appendages.
Malignant skin tumors account for half of the
cancer cases diagnosed annually in the United
Statesl. Biological behavior of these tumors is
quite variable and basal cell carcinoma (BCC)
constitutes the majority of cases among them,
followed by squamous cell carcinoma (SCC),
malignant melanoma (MM) and tumors of skin
appendages, in descending order2. Actinic
keratosis, keratoacanthoma, Bowen Disease are
premalignant lesions and can turn into SCC3.
Proliferative  Pilar tumor (also called
proliferative trichilemmal tumor) can be
benign, premalignant or malignant. Those
which are malignant have cellular dysplasia,
connective tissue invasion, abnormal and/or
high  mitoses, cellular = pleomorphism,
cytological atypia, necrosis, infiltration,
aneuploidy and their probability of to be
metastatic is 25%* Inflammatory causes
(nonspecific dermatitis), cysts (dermoid cyst,
etc.), reactive lesions (hypertrophic scar),
neoplastic lesions (lipoma, hemangioma,

lymphangioma, neurofibroma, nevus, etc.) and
growth disorders are among benign skin and
subcutaneous lesions®.

Skin lesions in the head and neck region are
frequently encountered in the geriatric
population. Although these lesions are generally
benign, it is widely known that the prevalence
of malignant lesions increases with age. In this
respect, the most common malignant pathology
is basal cell carcinoma (BCC), followed by
squamous cell carcinoma (SCC) and malignant
melanoma (MM). Prolonged exposure of the
head and neck to ultraviolet (UV) rays is an
important risk factor for skin cancer
development in geriatric patients. BCC and SCC
(Non Melanom Skin Cancer, NMSC) are often
observed as locally invasive ulcers®.

SCCs seen in the head and neck and lymph nodes
carry a higher risk of recurrence than SCCs in
the trunk and extremities. Head and neck BCCs
are more likely to recur than those in the trunk
and extremities. BCCs are much less likely to
metastasize than SCCs78. In Dalal's study, the
nose and cheek areas were reported as the most
common localization for BCC. In another study,
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SCC was significantly higher in the perilabial
region?10,

In adults, 80% of the masses in the neck, except
benign thyroid diseases, are of neoplastic origin
and this rate reaches 90% after the 5th decade.
About 70% of these neoplastic masses are
malignant, and three-quarters of these are
metastatic and one-fourth is primary
malignancies. While diagnosis can be made by
history and physical examination in children
and young adults, the excision of the mass is
generally required for definitive diagnosis in
adults1112,

Malignant skin lesions in the nose and ear have
a higher rate of recurrencel3. Swanson found
that high-risk areas fall into the "H" zone of the
face. The locations designated by Swanson are
the place where the nasolabial fold intersects
with the nasal ala, the nasal septum, the nasal
ala, the medial cantus, the lower eyelid of the
periorbital region, extension of the preauricular
region to the extends to the temporal bone, and
some scalp lesions?4.

Increasing world population, increasing
survival time and increasing geriatric patient
population create some differences in
healthcare. We planned this study for this
purpose.

METHODS

This study was carried out between 01.05.2019
and 01.05.2020 at University of Health Sciences
Adana City Training and Research Hospital ENT
and Plasticc Reconstructive and Aesthetic
Surgery clinics. The data of 73 patients with the
age of 65 years and over and who presented
with a lesion in the head and neck area, and who
underwent excision of the lesion with
histopathological diagnosis were
retrospectively analyzed. Patients were divided
into two groups according to age as 65-75 years
(Group 1) and >75 years (Group 2).

Anatomical localizations were divided into 10
areas as scalp, occipital region, neck,
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postauricular region, parietal region, temporal
region, nasal skin, frontal region, auricle, and
malar skin. Cancers of lips were excluded.
Lesions were categorized as benign,
premalignant, malignant and neoplastic and
nonneoplastic. Benign lesions are epidermal
cyst, neurofibroma, fibroma, seborrheic
keratosis, lipoma, ulcer, intradermal nevus,
foreign body reaction-granulation,
hemangioma and trichilemmal tumor.
Premalignant lesions are pilar tumor,
keratoacanthoma and actinic Kkeratosis.
Malignant lesions are basal cell carcinoma
(BCC), squamous cell carcinoma (SCC), Non-
Hodgkin lymphoma (NHL) and malignant
epithelial tumor metastasis. (METM) In this
study, we did not have a pilar tumor case that
fully met the criteria for malignancy. Cases with
necrosis and atypia were included in the
category of premalignant lesions.
Nonneoplastic lesions were epidermal cysts,
granulation tissue, ulcers, and all other lesions
were neoplastic.

Statistical analysis of the data was performed by
using SPSS 21.0 statistical package program
(trial version). Descriptive statistics were
presented as mean and standard deviation for
continuous variables, and categorical variables
were expressed as numbers and percentages.
Categorical variables were analyzed by using
Chi-Square test. Test of normal distribution for
continuous variables was performed by using
Shapiro-Wilks and Kolmogorov-Smirnov tests,
and parametric tests were used for variables
with normal distribution. Non-parametric
statistical tests were used for variables with
non-normal  distribution. The level of
significance in all analyses was considered as
0.05 (p value). Ethics Committee approval was
obtained from the Clinical Ethics Board of the
Adana City Training and Research Hospital
(Dated 27 February 2020 and numbered 740).



Bal KK, Ozdas T, Kap1 E., E., et al.

RESULTS

A total of 73 patients, 56 males (76.7%) and 17
females (23.3%) were included in the study.
The ages of the patients were between 65 and
92 years with a mean age of 73 years. There
were 48 patients (65.7%) in Group 1 and 25
patients (34.3%) in Group 2.

Among the patients, 44 had skin (60.2%) and 29
patients had subcutaneous lesion (39.8%). The
most common localization of the lesions was the
neck region in 21 patients (29%), while the
rarest localization was postauricular region in 1
patient (1.4%). (Graphic 1).
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Graphic 1: Localizations of Lesions

Sixty (82.1%) of the lesions were neoplastic and
13 (17.9%) of them were nonneoplastic. The
most common nonneoplastic lesion was
granulation tissue in 7 patients (53.8%)
(Graphic 2).
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Graphic 2: Nonneoplastic Lesions
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The most common lesion (26%) and neoplastic
lesion (31.6%) was basal cell carcinoma in 19
patients (BCC).Benign (51%), premalignant
(5%) and malignant (42%) lesions were
detected in 37, 5 and 31 patients, respectively
(Graphic 3, Graphic 4). The most common
benign lesion was seborrheic keratosis (24.3%),
most common premalignant lesion was pilar
tumor and keratoacanthoma (40%, 40%), and
most common malignant lesion was BCC
(61.2%). Malignant skin tumor (34.2%) was
detected in 25 patients, and the most common
malignant skin tumor was BCC (76%).

Neoplastic Lesions
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Graphic 3: Neoplastic Lesions
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Graphic 4: Benign-Premalignant-Malignant Lesions
Frequency

According to the age distribution (Group 1 and
Group 2), the most common localization of the
lesions was occipital region (25%) and neck
(44%) in Group 1 and Group 2, respectively. The
most common lesion was BCC with an incidence
of 20.8% and 36% in Group 1 and Group 2,
respectively. All the premalignant lesions were



seen in Group 1. Malignancy was seen in 33%
and 60% in Group 1 and Group 2, respectively.

Of the malignant lesions, 25 were skin tumors
(80.6%), 2 were subcutaneous neck metastasis
of SCC (6,4%), 2 were NHL (neck, subcutaneous,
6.4%), and 2 were METM (neck, subcutaneous,
6.4%). Nineteen of malignant skin tumors were
BCC (76%) and 6 were SCC (24%).BCC was
most commonly detected in the neck
localization (5 patients, 26%), and skin SCC was
most common in the occipital and frontal region
(2 patients, 33% each). (Graphic 5, Graphic 6).

N(BCC)

Graphic 5: Skin Bcc Localizations
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Graphic 6: Skin Scc Localizations

No statistically significant association was
found between the age groups and the
localization of the lesion as skin or
subcutaneous tissue (p=0.451). The rate of
benign character of the lesion was statistically
different in the two groups. Benign lesions were
observed to be more common in Group 1.
(p=0.03) Premalignant lesions were found to be
statistically significantly higher in Group 1
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(p<0.01). No significant difference was
observed between the two groups in terms of
malignant lesions. (p=0.856) No statistically
significant difference was seen between the
gender and the character of the lesion as benign,
premalignant and malignant (p=0.174).

No statistically significant association was
observed between the localization of the lesion
as skin or subcutaneous tissue and the

character of the lesion as benign or
premalignant. (p=0.625, p=0.634) It was
observed that malignant lesions were

statistically significantly more common in the
skin compared to the subcutaneous tissue.
(p=0.015) Malignant skin lesions were
observed statistically significantly more
frequently in the neck region compared to other
regions (p=0.004).

DISCUSSION

Duduyemi et al. evaluated 451 patients between
the ages of 4 and 85 years and with skin and
subcutaneous soft tissue lesions. The study
included 201 males and 250 females®. In this
present study, there were 73 patients, all >65
years old, and 56 of them were males and 17
were females.

Among all the cancers diagnosed, malignant
skin tumors account for approximately more
than half of the cases. More than 1,300,000 new
cases of skin tumors were reported in the
United States alone in 200315, Many factors
have been blamed for the etiology of these
tumors. However, among these, the most
important factors for the development of BCC
and SCC is sun damage. BCC and SCC are mainly
seen in the white race. Males are twice as likely
to develop BCC and SCC compared to females.
Fortunately, although it is so common, mortality
in malignant skin tumors is low. Total excision
of the lesion with adequate surgical margins
and repair of the defect formed constitute the
basis of the treatment. 86% of BCC lesions and
70% of SCC lesions appear in the facial areal617,
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Studies have reported a high increase in the
incidence of BCC in white patients over the age
of 65. More than 80% of skin SCC cases occur in
elderly patients, with a mean age at diagnosis of
70 years18. Although there are studies on skin
diseases in the geriatric population in the
literature, detailed studies on the surgical
results of lesions in the head and neck region in
this age group are quite less!?. In our study, the
male / female ratio is 3.3, the most common BCC
is in the neck skin (26%), SCC is in the occipital
and frontal region (33%, 33%).

In the study by Hussein, 262 malignant skin
tumors were examined and mean ages were
found as 66 years (+/- 10) for BCC and 60 years
(+/- 5.18) for SCC20. In our study, the mean age
of cases with BCC and SCC was 74.6 and 76.2
years, respectively.

Duduyemi evaluated the benign and malignant
skin and subcutaneous lesions and found the
localization of the lesions, in descending order
of frequency to be upper extremity (26.8%),
lower extremity (23.9%), head (22.2%), trunk
(16.4%), perineum (5.3%) and neck (5.3%). The
author reported that 68.3% of the lesions were
neoplastic and 92.9% of them were benign>. In
our study, neoplastic lesions (82%) were seen
in 60 patients and 51% of all lesions were
benign.

BCC originates from the basal cells of the
epidermis. It typically occurs after the 4th
decade?l. According to the results of Shanoff's
study on the distribution of BCCs in the body,
93% of BCCs were observed in the head and
neck. BCC was seen most commonly in the nose
(26 %), followed by, in descending order of
frequency, malar region (18%), eye (8%), ear
(8%), infraorbital region (5%), upper lip (5%),
forehead (5%), postauricular region (4%), chin
(3%) and cheek (1%)1¢. In our study, there were
19 patients with BCC, 15 were males and 4 were
females. The most common localization of BBC
was the skin of the neck in 5 patients (26.3%),
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followed by the occipital region in 4 patients
(21%).

In Freeman's study investigating the anatomical
location of SCC lesions, 79% of the lesions were
observed in the head and neck region, 45% in
the cheek and lip region, 13% in the nose region,
and 12% in the ear regionl’. The most common
localization of SCC in our study was occipital
(33%) region and frontal region (33%,
each).Other areas where SCC was seen were the
parietal region and the skin of the neck.

Inflammatory lesions are the most common
cause of neck masses in developing countries,
while congenital and neoplastic masses are
more frequent in developed countries?2. Ucak et
al, most frequently encountered psoriasis
(46.5%) lesions in pediatric patients with skin
lesions, while the rate of neoplasms was 6.8%23.
Duduyemi reported the rate of nonneoplastic
lesions as 31.7% .5 (Inflammatory 16.9%, cyst
13.1%, reactive 1.6%, developmental disorder-
hamartome 0.2%) Lymphadenopathy can
develop due to primary lymphoproliferative or
infiltrative diseases, as well as in infectious and
non-infectious conditions.Hamartomas may
rarely develop from the neck lymph nodes2425,
In our study, the most common localization of
subcutaneous tumors was the neck in 11
patients (37.9%). Among the masses in the
neck, 54.5% were malignant. The most common
malignant tumors in the neck were SCC
(18.1%), NHL (18.1%), and METM (18.1%).

CONCLUSION

The world population is getting older day by
day. The differences in the diagnosis and
treatment of the geriatric group and the
planning of health services due to these
differences are important. The risk of
malignancy in the patient group over 75 years is
approximately doubled. It is necessary to
approach the neck and subcutaneous masses
carefully in terms of malignancy in the geriatric
patient group. Early diagnosis and treatment is



vital in malignant skin tumors. Further
examination should be performed for the
palpable subcutaneous masses in the head and
neck region, and an excisional biopsy should be
performed if necessary.
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