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Abstract: Objective: To improve the surgical treatment of head and neck skin cancers. Materials and methods: This was a 

retrospective descriptive cohort study examining the sociodemographic, anatomopathological, therapeutic and evolutionary 

aspects of patients with head and neck skin cancer. Results: 148 patients (65.2%) were histologically confirmed and 43 (29.1%) 

underwent surgery. The mean age was 33 ± 16 years. The average time to treatment was 6 months. There were 10 (22.0%) stage 

III cases. The most typical histological type was squamous cell carcinoma (97.7%), of which 18 cases (41.9%) had a tumor size > 

4 cm. Wide resection was performed in 88.4% of cases and surgical wound closure was achieved by flap grafting in 55.8% of 

cases. Healing was normal in 53.5% of cases. After a mean follow-up of 16 ± 22 months, overall survival at 12 months was 44%. 

13 patients (30.2%) are still alive. Conclusions: This study shows that only a small number of head and neck skin cancer patients 

are operated on in the oncology department of Conakry University Hospital. Ongoing training of healthcare professionals and 

dermatological surveillance for primary and secondary prevention of skin cancer in people with albinism may help to improve 

outcomes for people with skin cancer and improve the quality of care for head and neck skin cancer. 
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1. Introduction 

Cutaneous cancers are malignant tumours that develop at 

the expense of one of the constituents of the skin, which 

may be of epidermal, melanic or adnexal origin [1]. 

Depending on the tissue affected, these may be 

carcinomas, melanomas or cancers of various origins 

(sarcomas, lymphomas). [2]. These cancers differ in their 

clinical, evolutionary and histological expression. 90% of 

cutaneous squamous cell carcinoma (SCC) lesions are 

located in the head and neck region [3]. 

Regardless of the type of skin cancer, age-standardized 

incidence is increasing worldwide [4]. Head and neck 

cancer ranks 6
ième

 among all cancers, with more than 

500,000 new cases and 300,000 deaths per year worldwide. 

[5]. 

Cutaneous melanoma of the head and neck accounts for 

20% of all cutaneous melanomas [6]. 

In the United States, head and neck cancer affects more 

than 40,000 people every year. It is responsible for more 

than 20,000 deaths per year. [7]. In Western countries, the 

incidence of SCC has increased by 6-8% per year since 

1960 [8]. 

In Togo, cutaneous carcinomas were the most frequent 

skin cancers recorded from 1973-1992 [9]. 

In Guinea, skin cancers of the head and neck accounted 

for 46% of skin cancers recorded at the Oncological 

Surgery Unit of the Donka National Hospital in 2017 [4]. 

The high prevalence of SCC and melanoma in blacks, as 

opposed to Basal Cell Carcinoma (BCC) in whites, has been 

reported in several studies [4]. Exposure to the sun is the 

major risk in white-skinned people, whereas non-sun 
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factors appear to be the main risk in black-skinned people. 

[10]. 

In Africa, these skin cancers appear on chronic wounds 

or burn scars, which explains why they are discovered late 

in life in areas not exposed to the sun. Albinism, sun 

exposure and immunosuppression are risk factors for 

certain skin cancers. [2, 10]. 

Treatment for head and neck cancer is multidisciplinary, 

combining surgery, radiotherapy and chemotherapy. 

Despite the effectiveness of these management methods, 

30 to 60% of local recurrences or second cancers are 

observed in the previously irradiated area. [11]. 

In our context, surgery is the most accessible means of 

treatment. Surgical removal is the standard treatment for 

non-metastatic skin cancer. The surgical modalities depend 

on the stage of progression [6]. 

Thus, under-notification of cases and, above all, the need 

to improve surgical management of patients and their 

post-surgical prognosis are the main reasons for conducting 

this study, the aim of which was to analyse the 

carcinological and aesthetic results of surgical treatment of 

skin cancers of the head and neck in the oncology 

department of the Donka National Hospital in Conakry. 

2. Materials and Methods 

This was a retrospective descriptive cohort study 

covering fourteen (14) years, from 1st May 2007 to 1st May 

2021, in the oncology department of the Donka National 

Hospital in Conakry. 

Our study included patients with histologically 

confirmed head and neck skin cancer who had undergone 

surgery. 

The variables studied were epidemiological, clinical, 

therapeutic and evolutionary. Risk factors, co-morbidities 

and personal or family history were also reported. 

Data were analyzed using SPSS software (version 21.0). 

Survival was analyzed using the Kaplan-Meier method. 

3. Results 

We collected 486 cases of skin tumours, 227 (46.7%) of 

which were located on the head and neck. Of these cases, 

148 (65.2%) were histologically confirmed and 43 (29.1%) 

had been treated by surgery. 

In our study, the mean age of patients was 33 years (± 16 

years) with extremes from 8 to 75 years. The 20-39 age 

group was represented in 22 (51.2%) cases. Males 

predominated in 26 (60.5%) cases, with a sex ratio of 1.52. 

The majority lived in the interior of the country, with 27 

(62.8%) cases and 37.2% living in Conakry. Twenty-three 

(53.48%) of the cases were married, 24 (55.8%) were at 

school and 14 (32.5%) were pupils/students. Albinism was 

the risk factor encountered (Table 1) in 24 (55.8%) cases. 

Hypertension was present in 4 (9.3%) cases. Smoking 

was observed in 5 (11.6%) cases and a combination of 

smoking and alcoholism in 5 (11.6%) cases. 

Table 1. Distribution of cases according to risk factors, cancer history and 

co-morbidity. 

Features Workforce (%) 

Risk factors   

Albinism 24 55,8 

Radius U V 16 37,2 

Burn scar 3 7,0 

Comorbidity   

HTA 4 9,3 

Diabetes 2 4,7 

Hepatitis B 1 2,3 

No 36 83,7 

History of cancer   

No 42 97,7 

Yes 1 2,3 

Lifestyle   

Tobacco 5 11,6 

Alcohol +Tobacco 5 11,6 

No 33 76,7 

Swelling was the main reason for consultation (90.7%), 

followed by ulceration (7.0%). Consultation was delayed by 

more than six (06) months in 37 (86.0%) cases. The WHO 

index was ≤ 2 in 42 (97.7%) cases. 

In our study, the preferred site of the tumor was the head 

(86.0%) followed by the head and neck combination (9.3%) 

(Table 2). The tumor was located proportionally on the scalp 

and cheek in 13 (30.2%) cases, followed by the eyelids in 6 

(14.0%) cases. 

Table 2. Distribution of cases according to the tumor site. 

Features Workforce % 

Headquarters   

Scalp 13 30,2 

Cheek 13 30,2 

Eyelid 6 14,0 

Front 3 7,1 

Ear 2 4,6 

Neck 2 4,6 

Head and neck 4 9,3 

The appearance of the tumor was ulcerating-boarding in 29 

(67.4%) cases (Figure 1), followed by budding in 7 (16.3%) 

cases. The tumor was fixed in both planes in 26 (60.5%) cases 

and mobile in 17 (39.5%) cases. The consistency of the tumor 

was firm in 23 (53.5%) cases and hard in 15 (34.9%). It was 

painless in 37 (86.0%) cases and painful in 5 (11.6%). 

The tumor was single in 36 (83.7%) cases and multiple in 7 

(16.3%). It was non-invasive in 27 (62.8%) cases and invasive 

in 16 (37.2%). Tumor size was greater than 4 cm in 18 (41.9%) 

cases and between 2 and 4 cm in 15 (34.9%) cases. 

Examination of the lymph nodes revealed cervical adenopathy 

(16.3%), followed by submandibular adenopathy (9.3%) and 

maxillary adenopathy (7%). 

The histological type was squamous cell carcinoma in 23 

(53.5%) cases, followed by basal cell carcinoma in 5 (11.6%) 

cases. (Table 3) 

According to the UICC TNM classification, 8
eme

 2017 

Edition, patients consulted with stage III in 10 (22.0%) cases 

and stage II in 9 (20.0%) cases. There was one liver metastasis 

(4.6%). 
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Table 3. Distribution of cases according to histological type, TNM stage and 

site of metastasis. 

Features Workforce (%) 

Histological type   

Squamous cell carcinoma 23 53,5 

Basal cell carcinoma 5 11,6 

Melanoma 3 7,0 

Merkel cell carcinoma 1 2,3 

Sai carcinoma 11 25,6 

TNM stage   

Stage 1 2 4,0 

Stage 2 9 20,0 

Stage 3 10 22,0 

Stage 4 2 4,0 

Not precise 20 46,0 

Site of metastases   

Liver 2 4,6 

No 28 65,1 

Not rated 13 30,2 

Patients received neoadjuvant chemotherapy in 6 (14.0%) 

cases and adjuvant chemotherapy in 3 (7.0%) cases, with an 

objective response in 3 cases. The protocol consisted of 

platinum salts and 5Fu (CDDP-5Fu) in 9 (20.9%) cases. The 

number of courses ranged from 2 to 6, with an average of 6.4 

courses. 

The time to surgery was 6 months in 15 (45.5%) cases; 41 

(95.3%) cases had a curative indication for surgery. General 

anaesthesia was used in all patients. Wide excision was 

performed in 38 (88.4%) cases. The incision was circular in 17 

(39.5%) cases and linear in 9 (20.9%) (Figure 2). We did not 

perform lymph node dissection. Surgical wounds were closed 

by skin flap grafting in 24 (55.8%) cases and by direct suture 

in 19 (44.2%) cases. 4 (9.3%) cases presented an early 

complication such as haemorrhage and 1 (2.3%) patient had 

suppurated. Healing was normal in 23 (53.5%) cases. 

 

Figure 1. A 34-year-old patient presented with an ulcerative-bourgeolar 

aspect of squamous cell carcinoma of the cheek. 

Follow-up was greater than 6 months in 15 (45.5%) patients. 

In terms of evolution, remission was complete in 20 (46.5%) 

patients (Figure 3). Recurrence occurred in 4 (9.3%) patients. 

Recurrence was local in 3 (75.0%) patients and locoregional in 

1 (25.0%). 13 (30.2%) patients are still alive, 10 (23.3%) 

patients have died and 20 (46.5%) patients have been lost to 

follow-up. 

 

Figure 2. Direct suture after wide resection of squamous cell carcinoma of 

the cheek in a 34-year-old patient on day 1 post-op. 

 

Figure 3. Scar from wide resection of squamous cell carcinoma of the cheek 

in a 34-year-old patient. 

The mean follow-up time was 16 months (±22 months), and 

we observed 4 (9.3%) cases of recurrence. These recurrences 

were local in 3 (75%) cases and locoregional in 1 (25%). 

Overall survival at 12 months was 44% and at 24 months 20%. 

(Figure 4) 

 

Figure 4. Overall survival of patients with head and neck skin cancer. 

4. Discussion 

Over 14 years, skin tumours localised to the head and neck 

accounted for 46.7% of all malignant skin tumours. This 

proportion is similar to that reported by Traoré B and al [4] in 

a study published in the Journal of Cancer Therapy, i.e. 46% 
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of cutaneous tumours of the head and neck. On the other hand, 

it is similar to that reported by Malalaniain A. and al [1] in 

Madagascar and significantly higher than that of Saka et al [12] 

in Togo, who respectively found a proportion of 44% and 25% 

of skin tumours located in the head and neck. The high 

frequency in our study could be explained by the fact that the 

head and neck are the parts of the body most exposed to UV 

rays, the main risk factor for skin cancers. 

The average age was 33. This result is lower than those of 

Menye and al [13] and Hadan D and al [14] who reported 

mean ages of 43.7 and 71 respectively. The relatively young 

age of the patients with skin cancers located on the head and 

neck in our study could be explained by the fact that this is the 

most active layer with the longest exposure time to risk factors 

such as UV rays; 51.2% (22 cases) of them were aged between 

20 and 39 years. 

Males predominated in our study, with a sex ratio of 1.52. 

The predominance of this gender was also found by Fayek and 

al [15] in Egypt, with an M/F sex ratio of 1.4. However, our 

results differ from those of Grossi Marconi and al [16] in the 

United States and Ouédraogo and al [17] in Burkina Faso, who 

found a female predominance, with an M/F sex ratio of 1.05 

and 1.2 respectively. To our knowledge, there is as yet no 

proven direct correlation between gender and the occurrence 

of skin cancers. However, the development of outdoor 

activities and exposure to the sun in recent years remains an 

important factor in the increase in the incidence of skin 

cancers. Alongside this factor, albinism appears to be the 

primary cause of skin cancer risk factors. [18] In our series, 

albinism was noted in 55.8% of cases. 

According to location, the scalp and cheek were the areas 

most affected with a proportional frequency of 30.2%. In a 

2011 study of head and neck SCC in Alabama, USA, Dean 

and al. [19] found that the ear and auricular region was the 

most common site, accounting for 65.2% of cases. However, 

Grossi Marconi and al [16] found that skin cancers of the head 

and neck preferentially involved the nose and face in 33% and 

31% respectively. 

In our study, the clinical presentation of the tumor was 

dominated by ulcerating-bourgeoning forms. Ouédraogo and 

al. [17] in Burkina Faso also made this observation. Our 

results corroborate the data in the literature [18]. 

According to the number of tumor sites, the tumor was 

unique in most cases (83.7%). This result is similar to that of 

Fayek and al who found that the tumor was unique (94%). [15]. 

Cutaneous cancers of the head and neck are rarely multifocal. 

In our series, the mean tumor size was 5 cm. Hadan D and al 

[14] in their study reported an average of 2.11 ± 1.71cm. This 

difference in size observed in our study raises the issue of the 

inadequacy of skin cancer screening campaigns on the one 

hand, and on the other hand, the ongoing promotion of early 

diagnosis of cancers. 

The most frequently diagnosed histological type was 

squamous cell carcinoma in 53.5% of cases. Menye and al 

reported that squamous cell carcinoma was also the 

predominant histological type with a proportion of 65.7%. 

[13]. This frequency of squamous cell carcinomas is thought 

to be the result of prolonged and cumulative exposure to 

ultraviolet light [20]. 

The majority of patients consulted at stage III, compared 

with Fayek and al. [15] who reported a predominance of stage 

II. This predominance in our study can be explained by the 

fact that the majority of our patients consulted at an advanced 

stage of the disease. 

In terms of treatment, although surgery is the standard 

treatment for localized head and neck skin cancer, only 29.1% 

of patients with head and neck skin cancer received surgical 

treatment, whereas in the study by Kelder and al. [21]. All 

patients underwent surgery. This could be explained by the 

high cost of treatment and the advanced stage of the disease at 

the time of the initial consultation. 

Of these patients, 95.3% had a curative indication for 

surgery. 

Most of our patients underwent wide resection. Wide 

resection aims to reduce the risk of relapse. The surgical 

treatment of choice was also wide resection as reported by 

Traoré and Lamah [4]. This is in line with the 

recommendations for the surgical management of skin cancers 

[18]. 

Closure of surgical wounds was obtained by skin flap 

grafting in 55.8% of cases. This procedure was previously 

reported by Traoré and Lamah [4]. 

As radiotherapy is the adjuvant treatment for skin cancer, 

especially at an advanced stage, it was clear that none of the 

patients in our study received radiotherapy. 

During follow-up, we observed 9.3% of cases of recurrence, 

which is similar to the results of Vasconcelos et al who 

reported 8.9% of relapses [22]. This highlights the need for 

strict monitoring of patients who have been treated for skin 

cancer. 

Overall survival at 12 months was 44% in our study, which 

is different from that of Dean and al [19] who reported an 

overall survival at 24 months of 62.2%. Our result could be 

explained by the fact that the majority of our patients 

consulted at an advanced stage and many of them did not 

benefit from adjuvant treatment. 

5. Conclusion 

Surgery for skin cancer of the head and neck is the mainstay 

of treatment for this disease. However, the procedure is only 

performed on a small number of patients requiring surgery at 

the surgical oncology department of Conakry University 

Hospital. Because of the wide excision, this surgery is mainly 

used for therapeutic purposes, which is the most commonly 

performed type of surgery. Surgical closure of the wound is 

achieved by skin flap transplantation. Complete responses 

were observed in most cases, unfortunately, postoperative 

mortality was not negligible and overall survival was poor. 

Inclusion in the workforce, sun awareness, the use of 

protective measures (wearing a hat, sun cream and sunglasses), 

dermatological surveillance and primary and secondary 

prevention of skin cancers all help to improve results. 
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