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Bbi6op MeTOoAa SIeHUeHUs NPU ONYyXONAX KOXXUN

Guidlines

1.Xapakrepucrtuka onyxonm:
- pacnpoCcTpaHeHHOCTb OMyXO0sun
- JloKkanmsaums

- KIMHMYeckas dpopma

- Mopconormnyeckas gopma (!)
- puck peumamBa (BbICOKUA / HU3KKIN) {

- TeMNbl pocTa
- YETKUE UN NJIOXOKOHTYPUPYEMbIE FpaHuLbl »

- KOJIn4ecTBo onyxoneﬁ

- NepBUYHas Win peunams
2. lHauBnayanbHbie 0CO6eHHOCTU NnaumMeHTa:
- BO3pacTt

- oblee cocTosHMe M conyTCTBYlOWas NaTosnorms
- NnpeanoYTeHns 60AbHOrO 1M cornacue Ha sievyeHue
- KocMeTnyeckne TpeboBaHus

3. Bo3MO>XHOCTM Bpaua:

- OMbIT BflaAeHNS pasfMYyHbIMWU MeToAaMM

- OMbIT SleYeHuns

No standart

- OCHALWEHHOCTb
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CBEJEHMA O KOHTUHIEHTE BOJIbHbLIX CO 3JTOKAYECTBEHHBbIMWU HOBOOBPA3OBAHUAMM,
COCTOSILLEM HA YYETE B OHKONOMMYECKUX YYPEXOEHUAX B 2016 T".

Koxa (kpome menaHombi) (C44;46.0)

Baaro Ha yuer Haxogunuce Ha yyete Ha
60nbHbIX C Z;:é::' KOHew roga W3 ek 5 net u Ganee |Vgenc wa- Nerans-
Pecny6nuka, kpai, obnactb Bnepebie B % or HOCTb,
wuasnycr, | 2KTBHO. | aBconor- | Ha 100 Teic. | aBcomior- | " | KOHTHH: %
Avarioom 3HO % | Hoeuncno | wacenewus | Hoe uucno Y et | IR
‘ POCCuA 66355 37,6/ 410406 278,2| 129856 31,6 6,2 0,4
‘ LEHTPATNbHbIA ®0 17638 41,6/ 103968 266,4| 31145 30,0 59 0,3
r. Mockea 4231 48,5 22351 l 182,3 4951 22,2 53 0.2:
MockoBckas obnacte 2818 354 17495| 2405 6902 39,5 6,2 0,5]

CocTosiHMe oOHKONormuyeckon nomowm Hacenexuio Poccum B 2016 roay

MocKOBCKMIA Hay4YHO-UCCNEN0BaTENbCKUIN OHKOMOTMYeCKUiA HCTUTYT uMenu M.A. MepueHa cunnan Prey « HMUPL»
Munsapasa Poccun

http://www.oncology.ru/service/statistics/

nod pedakyueii A.L. KATIPUHA, B.B. CTAPUHCKOIO, I".B. IETPOBOM

MockBa 2017

JleyeHme 6a3anbHOKIETOUYHOIO pPakKa KOXwu

Bbi6op MeToaa sieveHUs 3aBUCUT OT XapaKTepa Onyxosn, ee€ KIIMHUKO-
MOP@OSIOrMYECKMX XapaKTepPUCTUK, KOIMYeCcTBa O4aroB, X JioKannsaunu,
pa3mepoB, rMybuHbl NHBA3NM, COMATMYECKOrO COCTOSHMS NauneHTa.

Xupypru4yeckoe siedeHue — tpebyet ncceuenns B npegenax 4 - 6 MM B npepenax
3[0pOBbIX TKAHEW AN1S OMnyXoNien. PEKOHCTPYKTUBHbIE onepauun 06blYHO TpedyHoTCs nocne
yZAaneHust KPYMnHbIX OMyXoneu.

KpMOAeCprKLIVIFI — Haubonee pacnpocTpaHeHHbIW MeToA neveHuns BKP B aMbynaTopHbIX YCI0BUSX.
MpoA0MKUTENBHOCTL NPOLEAYPbI 3aBUCKT OT dopMbl BKP, pasMepa v rny6uHbI MPOHUKHOBEHWS B MOANEXalLme

CTPYKTYpbl. KproaecTpyKumto 06bIYHO UCMO/b3YIOT NPU MOBEPXHOCTHbIX popMax BKP.

MeTon F.E.Mohs (MeTOA Moca) — 3aK/lo4aeTcs B NOC/IOWHOM yAaneHUM onyxonm ¢
FUCTONIOrMYECKUM UCCIEA0BAHMEM CPE30B KaXAOro C/0si onyxosin (Moc/ie U3roToBNEHUSt KPUOCTATHBIX CPE30B).
DTOT MeToA 06bI4HO MPUBOAWT K U3NEYEHUIO B 6O/bLUMHCTBE Crlyyaes. LLinpokoe BHEeAPEHWE 3TOT MeTos He
MOMyYMN U3-3a TPYAOEMKOCTU U ANMTENILHOCTU €0 NMPUMEHEHUS.

nyquan TePaArnMSA paka koxu BKIOUaeT B cebsi 61M3KOMOKYCHYIO pEHTreHoTepanmio, rammMa- u
3/1EKTPOHHYI0 Tepanuio.

J1a3eporepanm| — paspyLUeHune OnyXonun C NOMOLLbIO SIa3ePHOro U3/yYeHUsi, KOTOPOe Bbi3blBaeT
KOarynsiiMoHHbIW HeKpo3 TKaHeW. STOT MeToA XapaKTepusyeTcsi BbICOKOU 3(PHEeKTUBHOCTbIO, MEHbLUNM
NoBpeXAeHNEM HOPManbHbIX TKaHEW U, COOTBETCTBEHHO, XOPOLLUMM KOCMeTUYeckum acddekTtoM. Micnonbsyetcs
TONbKO MPpY NOBepPXHOCTHOW chopmMe BKP v npu He6onblumx pasmepax.

KfopeTam T IITEKTPOKOArYJISLLMEU — 51eKTpoKoary/isiumus BHELHE HEUSMEHEHHOTO NoXa

OnyXonu Ha rnyéuHy 3-4 MM. YA06HbIW METo4 Npu NOBEPXHOCTHOM paKe KOXW.

Kiaunuueckne PEKOMEH/IALHH 110 JICYCHHI0

62a32/IbHOKJIETOYHOT0 H ILUIOCKOKJIETOYHOI 0 PaKa KOXKH http://onCOIogy-aSSOCIatlon' ru
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Version 1.2017 — October 3, 2016

e e e et RN NCCN.org

Basal Cell
Skin Cancer
RISK FACTORS FOR RECURRENCE

H&P Low Risk High Risk
Location/size Area L <20 mm Area L 220 mm
Area M <10 mm! Area M 210 mm
Area H3 <::
Borders Well defined Poorly defined
Primary vs. Recurrent Primary Recurrent
Immunosuppression (-) (+)
Site of prior RT (=) (+)
Patholo
Subtype Nodular, superfit:ial2 Aggressive growth patternf
Perineural involvement (=) (+)
www.nccn.org
Ty D T T P o R e e e
National
Comprehensive - NCCN Guidelines Version 1.2017 NCCN Guidelines Index
OO Cancer i Table of Contents
Network® Basal Cell Skin Cancer Discussion
CLINICAL PRESENTATION WORKUP RISK STATUS
Ll T See Primary Treatment of Low-Risk
Basal Cell Skin Cancer (BCC-2)
+H&P
« Complete skin exam
* Biopsy
lesi » If more than superficial lesion,
iesion

inclusion of deep reticular
dermis preferred®
« Imaging studies as indicated for
of b

See Primary Treatment of High-Risk

a,c
High;risk Basal Cell Skin Cancer (BCC-3)

aSee Risk Factors for Recurrence (BCC-A)

bExtensive disease includes deep structural involvement such as bone, perineural disease, and deep soft tissue. If perineural disease is suspected, MRI with contrast
is preferred. If bone disease is suspected, CT with contrast is preferred.

CAny high-risk factor places the patient in the high-risk category.

Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer Is in a clinical trial. Participation in clinical trials is especially encouraged.

BCC-1

Version 12017, 10103416 & Natioral Comgrenensve Cancar Network, nc. 2016, Al ights reserved. The NCC! ‘xpress witten oo,
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National

Comprehensive  NCCN Guidelines Version 1.2017 NCCN Guidelines Index
NCCN e ; Table of Contents
e Basal Cell Skin Cancer oLconterts

PRIMARY TREATMENT® ADJUVANT TREATMENT

Curettage and electrodesiccation:
« Excluding terminal hair-bearing areas, such as the scalp,
pubic and axillary regions, and beard area in men

« If adipose reached, surgical excision should generally be Mohs micrographic
performed surgery or resection
with complete margin
assessment"
or Positive — | ©F .
Low-risk basal cell Standard re-excision See Follow-Uj
sm-c:nce‘::: cell . |standard excision: for area L regions' (BCC-4)
« If lesion can be excised with or
4-mm clinical margins and | —— Margins RT' for non-surgical
second intention healing, candidates

linear repair, or skin graft®

or

RT3 for ical
candidates

8See Risk Factors for Recurrence (BCC-A).
dSee Principles of Treatment for Basal Cell Skin Cancer (BCC-B).
eClosures like adjacent tissue transfers, in which significant tissue rearrangement occurs, are best performed after clear margins are verified.
ipl Radiation Ther: for | Cell Skin Cancer
9RT often reserved for patients over 60 years because of concems about’ long-term sequelae.
hExcision with complete circumferential peripheral and deep margin assessment (CCPDMA) with frozen or permanent section is an altemative to Mohs
micrographic surgery.
'Area L = trunk and extremities (excluding pretibia, hands, feet, nail units, and ankles). (See BCC-A)

Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. ion in clinical trials it

BCC-2

Version 1.2017, Mshwork, ¢ 2016, wiien permission of NCCNe.

PINTEd By DTy KUSTIIN 0N 1072016 11334 P For pet50nal Use only. FOl appIoved for GISTIDUon. COgyaiTt © 2016 Nalionkl GOmpIEnensive Gancer Nerwork, 1nc. Al FIGS FEserves
National

B Comprehensive: NCCN Guidelines Version 1.2017
NCCN [jeitiesy

Network® Basal Cell Skin Cancer Discussion
PRIMARY TREATMENTH ADJUVANT TREATMENT
RT!
Mohs and/or
micrographic Positive" —» Multidisciplinary tumor board consultation
surgery or ) ider a hi h inhibitorP or
resection with | Margins clinical trial)
complete margin
assessment!
or Negative — |If extensive perineural
. —_—
or large-nerve involvement,®
Negative —» d,fk
High-risk basaLosll Standard excision 9 consider adjuvant RT See
c.d,1 . i
skin cancer? Wider surgical margins If residual disease Is | Follow-u
with linear or delayed ) present, and further | (BCC-4)
repair are recommended |~ Margins Mohs micrographic| | surgery and RT are
when excising high-risk surgery or contraindicated,
tumors vzlgh standard resection with consider
excision® Positive — |complete margin | —| multidisciplinary
or h tumor board
or consultation
9 ical See Follow- (consider a hedgehog
RS for non-surgical _, aeea P pathway inhibitorP or
clinical trial)
a
CAny high- nsk factor places (ha patient mme high-risk category.
dsee Principles of Treatment for Basal Cell Skin Cancer (BCC-B).
€Closures like adjacent tissue transfers, in which significant fissue rearrangement
. oCCUrs, are bes; performed after cle;ar margins are verifi
'See Princt ples of Radiation Ther: rapy for Basal Cell Skin gn;gr (B
9RT is nﬂs‘n resarved for patients over 60 years bec.au!‘ﬂ of concerns i!boul long-term kThere are conflicting data about the value of adjuvant RT following margin-negative surgical
sequellas. excision, particularly after Mohs micrographic surgery.
"Excision with complets circumferential peripheral and deep margin assessment IFor complicated cases. consider y tumor board z
{CCPDMA} with frozen or permanent section s an altemative 1 Mohs micrographic  ™If surgery and RT are contr consider multi inary tumor board and

theray
JDue to me wide variability of clinical characteristics that may define a high-risk tumor, "ngaiwe malgm unachievable by Mohs micrographic surgery or more extensive surgical
it is not feasible to recommend a defined margin for standard excision of high-risk procedures.
BCC. Keen awareness of the subdlinical extension of BCC is advised when selecting °If large. nerve Involvement s suspected, consider MRI with contrast to evaluate extent and rule

a treatment modality without ste margin assessment for a high-risk tumor. Thess _out base of skull involvement of intracranial extension in head and neck tumors.
margins may need o be modified based on tumor- or patient-specific factors. PCurrent FDA-approved hedgehog pathway inhibitors include vismodegib and sonidegib.
Note: All recommendations are category 2A unless otherwise Indicated.
Clinical Trials: NCCN believes that the of any patient with is In a clinical trial in clinical trials Is especially ent
Versian 1.2017, Inc. 2018, NCCNe. Bcc-3
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Table 4 Recurrent basal cell carcinoma (BCC): influence of tumour type, size (large = > 2 cm) and site on the selection treatment

Topical Curettage Radiation Mohs
BCC type: histology, size and site PDT imiquimod and cautery therapy Cryosurgery Excision surgery
Superficial, small and low-risk site =E & E * *k *E -
Nodular, small and low-risk site - X EE ** R Hkk =
Infiltrative, small and low-risk site X X - *k ok Fdk *
Superficial, large and low-risk site e & * *¥ **x * *
Nodular, large and low-risk site X X - & * Hkk *
Infiltrative, large and low-risk site X X - & * *% ¥
Superficial, small and high-risk site ? X & &3 * *E Hok
Nodular, small and high-risk site X X * * * dkk ok
Infiltrative, small and high-risk site X X X L * *k skk
Superficial, large and high-risk site ? X X & - Hk **
Nodular, large and high-risk site X X X - - *k Hkk
Infiltrative, large and high-risk site X X X - - * Hkk

PDT, photodynamic therapy; ***, probable treatment of choice; **, generally good choice; *, generally fair choice; ?, reasonable, but not
often needed; —, generally poor choice; X, probably should not be used.

*kk

*%

*

BEPOATHBIN (Hanbonee noaxoasiynin) Beibop metoga
B LieyTIoM xopowunii MeTog Bbibopa
B LIefloM 060CHOBaHHbIN

? pasyMHbIN, HO He YacTo Tpebyembliii

- nnoxown BbIGOp

X BEPOSATHO HE AOIMKEH MCMONb30BaTLCS

BCC_2008 Britan
http-//lwww.bad.org.uk/shared/get-file.ashx?id=45&itemtype=document

Consensus for Nonmelanoma Skin Cancer

Treatment:

Basal Cell Carcinoma, Including a Cost Analysis of

Treatment Methods

2015 by the American Society for Dermatologic Surgery

MOHS SURGERY
SPECIAL PATIENT
FEATURES * p— -
. 0.5 ™M D
HIGH RISK AREA .
BCC RECURRENT SUPERFICAL
S05CM
AGGRESSIVE HEALTHY ————
PATHOLOGY
NON- ey | N—— NODULAR
AECUSRENT INTERMEDIATE ——
RISK AREA
NON- ROMISED
AGGRESSIVE - J
PATHOLOGY
SUPERFICIAL

*SPECIAL PATIENT FEATURES

Radiation therapy

Genetic Syndromes

Chronic ulcer or inflammation
Traumatic scar
Aggressively-behaving tumors

LOW RisK AREA |
sy

HEALTHY

S

IMMUNOCOMP- SUPERFICIAL
ROMISED —_—
88 B) >100M
NODULAR <:..’
s100m

* High Risk Areas (central face, ears, genitalia, hands, feet, pretibial)

** Intermediate Risk Areas (cheeks, forehead, scalp, neck)

*** Low Risk Areas (trunk, extremities except hands, feet, pretibial)

Figure 1. Algorithm for BCC treatment on appropriate use criteria.

S »220™m e
NODULAR <‘—’
20

4

CURRETAGE WITH OR
WITHOUT
ELECTRODESICCATION,
CRYOTHERAPY, EXCISION
WITHOUT MARGIN CONTROL,
TOPICAL THERAPY

25.12.2017


http://www.bad.org.uk/shared/get-file.ashx?id=45&itemtype=document

Classification of BCC
?'9".;‘7“ Sexton 1990 Rippey 1998 Weedon 2002 I;;Bi‘" ‘2‘0';‘? Patterson 2006
nodular Nodular noﬂc“:ﬁ,}gg:ﬁ::}g nodular nodular nodular nodular
superficial superficial superficial superficial superficial superficial superficial
infiltrating infiltrating Igf:tgr::l?e icl:;l; infiltrating infiltrating infiltra infiltrating
nodul_a rwith '.nﬁl' micronodular micronodular micronodular micronodular
trative margin
fibroepithelial fibroepithelial fibroepithelial fibroepithelial
basosquamous b(?'nsg::tl;i?a?qc:r)s basosquamous basosquamous
keratotic keratotic keratotic keratotic
pigmented pigmented pigmented
. . . . . . with adnexal
infundibulocystic | infundibulocystic differentiation
adenoid adenoid adenoid
cystic cystic
sclerosing sklerosing sklerosing sklerosing
metatypical clear cell metatypical
mixed mixed mixed basosebaceous

Histological types of basal cell carcinoma
Vantuchov a Y., Cuiik R.
SCRIPTA MEDICA (BRNO) — 79 (5-6): 261-270, December 2006

OueHka ¢hakTopoB puUcka

,D.VIaI'HOCTI/IKa n neyexHue

Jlannbie o naunenTe

Mo 60 ner

Below 60

Mo 60 1eT ¢ CONYTCTBYIOIHMH 3a601eBaHHAMH
Below 60 with concomitant diseases

Crapiue 60 net

After 60

Hanniue HMMYHOCYTIPECCHI

Presence of immunosuppression
MpenuiecTnyioman gy uepas Tepanus

Previous beam therapy

BHILE, KOHEYHOCTH

. limbs

cHeTast 4ACTh FO/IOB W, 1Hies, 100, WeKH
Scalp, neck, forehead, cheeks

OcTaNbHble YACTH ML, PYKH, CTYIIHH

Other parts of the face, hands, feet

l"parmuu ONMyXoaH

Tumor margins
Tcronoruueckuii noarun
Histological subtypes
l'lepHHeﬂpa:leoe BORJIEYEHHE
Perineural involvement

3I10Ka4yeCTBEeHHbIX 3nuTenuanbHbIX onyxone|7| KOXn

DaKTOpPbI PHCKA.
Huskwit Bhicokuil
Boapact
Na Her
Yes No
Het Ia
No Yes
Her Ia
No Yes
Het Ha
No Yes
Her Ia
No Yes
JloKaaH3aums onyXoan
Ho 2,0 mm Her
Smaller than 2.0 m No
Mo 10,0 My Gonee 10,0 Mm
Smaller than 10.0 mm Larger than 10.0 mm
Ho 6,0 MM 6,0 1 Gostee MM

Smaller than 6.0 mm

XapaKTepHCTHKA ONYX0.TH

XOpoLIo onpesieneH !
Well-defined
ToBepXHOCTHBIT, HODYIAPHBII
Superficial, nodular
Het
No

[laHHbIV NPOEKT co3aaH akcnepTHoW paboyelt rpynnoii Ha Il KoHrpecce cneumanncToB No onyxonsiM
ronosebl 1 Wweu 30 anpens 2017 r. (Mocksa) Ana fanbHewero o6cyxaeHns

cnena uTaTenaa wynuana «Onuvania onopkl 14 ol

6.00 and larger

IMnoxo onpeaeaeHbl
Poorly defined

BHBIE MOATHITHI

ssive subtypes

Ia
Yes
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AﬂrOPMTM neyeHus nauneHTos NPU HU3IKOM PUCKE pa3BuTUs 6a3anbHO-KNeTo4YHOro paKa KoXxu

[unarHocTtuka n neyeHue
3MN0KaYeCTBEHHbIX ANUTENUANbHbIX ONYXONen KOXK

KnuHnyeckne pekomengaumm (MpoekT)

[aHHbIA NPOeKT co3aaH akcnepTHoW paboyent rpynnoi Ha Il KoHrpecce cneumanucToB no onyxonsm
ronosebl 1 Wwew 30 anpens 2017 r. (Mocksa) Anst AanbHeliLero o6cyxxaeHus

cpepav ynTaTenei xypHana «Onyxonu rofnosbl 1 Len»

Anroputm neyeHus naumMeHToB NnpuY BbICOKOM PUCKE pa3BuTus 6a3anbHO-KNETOYHOro paka Koxu
| | ' | ":l\ —l

[unarHocTtrka n neyeHune
3MN0KaYeCTBEHHbIX ANUTENUarbHbIX ONYyXONnen KOXu

KnuHnyeckne pekomengaumm (Mpoekt)

[aHHbI NPOEKT co3aaH akcnepTHol paboyeit rpynnon Ha lll KoHrpecce crnieuuanuctoB no onyxonsm
ronossl ¥ wew 30 anpens 2017 r. (Mocksa) Ans AanbHENLWEro o6eyaeHus

cpeau yutaTenen xypHana «Onyxonu ronosbl v LEN»

25.12.2017



OTCTYyn oT
BMAMMOro Kpas
1 MM

2 MM

3 MM 7
5 MM

10 MM

25.12.2017



25.12.2017

10



25.12.2017

11



Basal Cell Carcinoma Recurrence Rates by Treatment

Treatment Primary Tumor, % Recurrent Tumor, %
Mohs surgery 1.0 5.6

Surgical excision 10.1 17.4

Radiotherapy 8.7 9.8

Cryosurgery 7.5 13.0"
Electrodesiccation and curettage 7.7 40.0

"Less than 5 years; no statistics for 5-year follow-up.

http://emedicine.medscape.com/article/2212475-workup

Connolly SM, Baker DR, Coldiron BM, Fazio MJ, Storrs PA, Vidimos AT, et al. AAD/ACMS/ASDSA/ASMS 2012
appropriate use criteria for Mohs micrographic surgery: a report of the American Academy of Dermatology, American
College of Mohs Surgery, American Society for Dermatologic Surgery Association, and the American Society for Mohs
Surgery. J Am Acad Dermatol. 2012 Oct. 67(4):531-50.

Shang | Brian Jiang, MD Clinical Professor of Medicine and Dermatology, Director, Dermatologic and Mohs
Micrographic Surgery, Program Director, UCSD Dermatologic and Mohs Surgery Fellowship, University of California

School of Medicine, San Di
choot ot Hedieine, San Biego Updated: Jan 22, 2016

25.12.2017
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HepoctaTok AeCTPYKTUBHbLIX METOL0B
OTCyTCTBUE O06BHEKTUBHOIO noaTBep>XXageHuns
MOJTIHOTbI YAaNeHNAa BCEeX OryxoJjieBblX KIETOK

A xupyprusa?

30Ha NaHNUpyemoro yganeHus - onbIT
- C Y4YeToOM He onpenenﬂeMoﬁ KINHUYECKHN NHTYNUnA
PacnpoCTpaHEHHOCTU MNMopa>xXeHun4 BO3MOXHOCTb

SESMS

Standard Excision

Risk of positive Risk of positive
margins for pBCC < margins for infiltrative
=1cm pBCC 1-2 cm

30% at 2 mm 48% at 2mm

16% at 3 mm 34% at 3mm

5% at 5 mm 18% at 5 mm

Breuninger et al. J Dermal Surg Oncol 1991

25.12.2017
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PMC full text: An Bras Dermatol. 2015 May-Jun; 90(3): 377—383.
doi: 10.1590/abd1806-4841.20153304

- TABLE 1

Copyright/License »

Request permission to reuse

~ Tumor eradication according to various surgical margins

Surgical Margins 1mm 2mm 3mm 4mm S5Smm 6mm 8mm 1lmm

Sample Size

n:13413 84% 76%  87%

n:117+ 9 - 7%  85% 98% - - - -

1'1:91z 64% 76% 89% 96% - - - -

n:100 8 83% 9N% 96% - - - - -

n:49 2 - - - - 61,26% - 91,83% 97,95

n:862 =10 - 53,7% - 87.9% - 97,5% 99,1% -
Basal Cell Carcinoma (BCC) <2cm

*high-risk BCC

o “primary and recurrent BCC

* Only 0,1 % of resection

Missed cancer

Principles of conventional surgery

rgins

Tpa,DMLIMOHHaﬂ TeXHUKa O51A OUEeHKU rpaHny, TKaHen C MOMOLLbIO BepPTUKaAINbHbIX CeKLUN.
MeHee 1% NOBEPXHOCTU KpaeB pe3eKunn BblHUCIAETCA.

[Onsa cpaBHeHWs - nouTn 100% KOHTPOIb NMowaan NoBepXHOCTH NPU XUPYPruYecKomn
TexHuke no metogdy Mohs.

Shang | Brian Jiang, MD Clinical Professor of Medicine and Dermatology, Director, Dermatologic and Mohs
Micrographic Surgery, Program Director, UCSD Dermatologic and Mohs Surgery Fellowship, University of California

School of Medicine, San Diego

25.12.2017
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Principles of micrographic surgery

* 100% resestian margins

Detected

cancer

—

TpaguuMOHHasA TeXHUKA 4118 OLEHKW rpaHuL, TKaHeN C MOMOLLbIO BepTUKanbHbIX cekuuin. MeHee

[ns cpaBHeHus - no4uTu 100% KOHTpOMb Nnowanmn NnoBepxXHOCTU NPU XMPYPruYEeCKON TEXHUKE ]

Shang | Brian Jiang, MD Clinical Professor of Medicine and Dermatology, Director, Dermatologic and Mohs Micrographic

Standard Skin Cancer Mohs Micrographic
Excision Treatment Surgery

25.12.2017
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CwmoTpuTel
3peck ropasno 6onblLue
4YEeM KaKETCH Ha NepBbI B3rs,

YaHars Gonbie »

j’ ol .
|)< 12 o'clock marker: t

Suture/deep incision

>< 3 o'clock

- 9 o'clock Ml Dermis Subcutaneous tissue

www.bigstock.com : 9695642

- BUAEO 1
- BUAEO 2

25.12.2017
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Mohs micrographic surgery

Epidermis

-

Lateral margin Deep margin
green blue

a  Scalpel cuts partially

through the tissue (arrows)

A
\ 4

$ ! &
Epidermal edge
Lateral margin

Deep margin

°®, b

Epidermal edge

Lateral
margin

Embedding
medium
Deep margin
b Lateral margin
Deep Margin

Epidermal edge

A

Cryostat chuck

- BUOAEO 3
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Moaundukaumm onepaLMoHHON TEXHUKMN
C NpoBeAEHMEM MOJSIHOMO KOHTPOA BCEX KpaeB
peseKkuum

Mohs Micrographically Controlled Surgery,

3D Histology Evaluation of Dermatologic Surgery,
Margin strip method ("Tubingen torte»),

Muffin Technique

«Munich" method

- MeToAbl paauKarbHOro yaaneHust onyxonu 1 onTUMansHOro
LL@XXEeHUS 300POBbIX

TKaHeW C MHTPaonepauMoHHbLIM KapTypoBaHUEM 1
rMCTONOrMYECKUM KOHTPOSeM BCeil NOBEPXHOCTU

(100% ) /naTepanbHbIx kpaes u aHa/

The roots of a skin
cancer may extend beyond
the visible portion of the
tumor. If these roots are
not removed, the cancer
will recur.

The visible
portion of the tumor is
surgically removed.

A layer of skin is
removed and divided into
sections. The ACMS surgeon
then color codes each of
these sections with dyes
and makes reference marks
on the skin to show the
source of these sections.

A map of the surgical site
is then drawn.

The undersurface
and edges of each section
are microscopically
examined for evidence
of remaining cancer.

If cancer cells are

found under the microscope,

the ACMS surgeon marks
their location onto the
“map" and returns to the
patient to remove another
layer of skin - but only from
precisely where the cancer
cells remain.

The removal
process stops when there
is no longer any evidence
of cancer remaining in the
surgical site. Because
Mohs surgery removes only
tissue containing cancer, it
ensures that the maximum
amount of healthy tissue is
kept intact.
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Mohs Slow Mohs
Indication BCC, SCC BCC, SCC, melanoma, ...
Incision 45* ange (bowl shape) 90* to 100* angle

Orientation |Marking corresponding to |Incision or suture at 12:00
the histological segments  |corresponding to the body

(sutures, dye, incisions, axis
photos)

Preparation |Specimens (e.g. quadrants) |Dissection and embedding in
with oblique edges are histology cassettes < 2 min
pressed flat and frozen on
cryostat

Section Frozen sections (on site) Paraffin section (not on site)

Time > 30 min > 20 hrs

20



Principles of conventional surgery

* Only 0,1 % of resection rgins

Missed cancer

TpaauuMoHHAaA TeXHUKA AN OLEHKM rpaHunL, TKaHen C MOMOLLbIO BEPTUKalbHbIX CEKLIMMN.
MeHee 1% noBepxHOCTM KpaeB pe3eKumnn BbIYUCISEeTCS.

[ns cpaBHeHus - no4uTu 100% KOHTPOSb Nnowanmn noBepxHOCTU Npu XUpPypruyeckomn
TexHuKe no metoay Mohs.

Shang | Brian Jiang, MD Clinical Professor of Medicine and Dermatology, Director, Dermatologic and Mohs
Micrographic Surgery, Program Director, UCSD Dermatologic and Mohs Surgery Fellowship, University of California
School of Medicine, San Diego
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Mukporpadnyeckasa gepmaToxmpyprus
no metoay MOHS
npv rnevyeHuun

PakKa KOXu
enu: 3a cyert:
- MONHas afIMuMUHauus - 100% oueHKa Bcen
onyxorneBbIX KNeToK NOBEPXHOCTU yaaneHHon
TKaHU
- MakcumarnbHoe
coxpaHeHue - rTopu3oHTanbHasi cekuus
OKpyXKaroLien 300poBOMn
TKaHu - MOCIIOMHOe yaarneHue

Cnacunb6o 3a BHUMaHue

Bonpocbl?

KywkuH OMutpun

NoNy4YnTb Npe3eHTaLuo 581453@rambler.ru

+7 910 402 26 60
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