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ABSTRACT
Heavy metal pollution is a result of increased industrialization through-
out the world, which has penetrated into all sectors of the food industry. 
Because of that the World Health Organization (WHO) classifies heavy 
metals too as one of the risks to whom people are exposed through 
food. With this work we wished to examine the content of heavy metals 
in imported food products. We divided the samples into the following 
groups of food products: fish and canned fish products, milk and dairy 
products, vegetable and vegetable products, fruit and fruit products, 
cocoa and its products and infant foods. Our results show that the 
content of heavy metals in analyzed samples is quite below maximum 
limits allowed in some food products, except in three samples which 
have the values that are close to maximum limits allowed, because of 
improper processing. Our results can provide a contribution to health 
safety of imported food products.
Key words: food contamination, heavy metals

SAŽETAK
Zagadjenje teškim metalima je rezultat povećane industrijalizacije 
širom sveta, koja je prodrla i u sve okvire prehrambene industrije, pa 
Svetska Zdravstvena Organizacija (WHO) klasifikuje i teške metale kao 
jedan od rizika kojima su ljudi izloženi preko hrane. Ovim radom želeli 
smo da ispitamo sadržaj teških metala u namirnicama uvoznog porekla. 
Uzorke smo podelili u sledeće grupe životnih namirnica: ribe i proizvo
di od ribe (u limenci), mleko i proizvodi od mleka, povrće i proizvodi 
od povrća, voće i proizvodi od voća, kakao i njegovi proizvodi i dečja 
hrana. Naši rezultati pokazuju da je sadržaj teških metala u analiziranim 
uzorcima znatno ispod maksimalno dozvoljenih koncentracija (MDK), a 
samo mali broj uzoraka (svega 3 uzorka) ima vrednosti koje su približne 
maksimalno dozvoljenim koncentracijama, što se pripisuje propustima 
u procesu proizvodnje. Naši rezultati mogu da pruže doprinos zdrav
stvenoj bezbednosti namirnica uvoznog porekla.
Ključne reči: kontaminacija namirnica, teški metali	

INTRODUCTION
Heavy metal pollution is a result of increasing industri-
alization throughout the world which is accompanied 
by the extraction and distribution of mineral substances 
from their natural deposits. Taking into consideration 
that they are transported both as gases or adsorbed on 
hard particles, heavy metals are able to pass great dis-
tances before being deposited on ground or water. In dif-
ferent chemical and biological processes, as the reaction 
of hydrolyses, chelation, complexation, biometylation, 
precipitation and adsorption, heavy metals change their 
chemical form, distribution and bioavailability. In that 
way and through plants, heavy metals are included in 
the food chain and come to a man.
The most important sources of food contamination 
are:

soil (medium) where food is grown,
fertilisers and other chemicals used for agriculture,
water used for food processing or cooking,
equipment used for food processing and
conditions for food storage and for food transporta-
tion (1).

Considering theoretically, every 1000 kg of „normal“ 
soil contains 200 g chromium, 80 g nickel, 16 g lead, 
0.5 g mercury and 0.2 g cadmium. It means that even 
foodstuffs produced in completely unpolluted areas, they 
are not completely free of heavy metal presence and the 
absorption of very small amounts of metals is always 
present (2).

•
•
•
•
•

Increasing of metal concentration in food over the al-
lowed limits (either concerning not essential metals or 
essential metals in surplus), may cause toxic effects for 
these products consumers. The gravity of toxic effects 
depends on nature, quantity and chemical form of metals 
and synergetic or antagonistic effects of other chemical 
contaminants. Children and old people are more sensitive 
to the toxic effects of metals than middle aged people. 
Children are mostly exposed to the toxic metal effects 
through food, concerning their more taking food ac-
cording to their physical weight. Metals, especially lead, 
are also better resorbed in children digestive tract. Metal 
genotoxic effects are more often in children because their 
organism grows faster, the metabolism is more intensive 
and the cells are divided more quickly (3, 4).	
Lead is one of the most significant and the oldest metals 
with damage effects on humans health. There is even 
an information that the fall of the Roman Empire was 
hastened by the chronic lead poisoning of the rule class 
who drank water and wine from goblets which had lead-
alloy composition (5). In food production, lead is used 
for milk pottery, for the metal covers of wine bottles, 
for lead water pipes, and even for wine sweetener in the 
form of acetate („lead sugar“) (6).	
The main source of cadmium exposition is contaminated 
food, cereals and rice which come from contaminated 
soil areas. In contrast to lead, it cannot be removed 
from plants by washing them, because it is distributed 
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comes and are consistent with current evidence – based 
practice“ (1).
Both of these definitions place consumers in the front, 
assessing quality through achievement of desired out-
comes, and securing safety for patients through the use 
of evidence-based practice or „appropriate care“. On the 
other hand, providers of the care, payers, policy makers, 
etc., have to be sure that the mental healthcare system 
will deliver the best possible services, using contem-
porary knowledge. There are also issues of accessibil-
ity, continuation, coordination, cost-effectiveness, and 
number of other different characteristics of the mental 
healthcare services. 
All of these appear as characteristics of all health systems, 
no matter how developed they are. We might argue need 
for quality in systems with scarce resources, saying that 
it is premature to discuss quality of services if there are 
only few of those who will deliver those services, but the 
WHO document (1) suports the quality in all systems, 
since it creates a strong basis for future development.
Fortunatelly, our mental healthcare system is far from 
scarcity, at least in some aspects. The organizational 
structure is sufficiently defined, total number of pro-
viders high, or as some might say „too high“ (e.g. total 
number of psychiatrists/neuropsychiatrists in Serbia is 
947, or 2.7 psychiatrists and 9.93 neuropsychiatrists 
per general population of 100.000) (8). Development 
of social psychiatry, psychosocial approach and wide 
network of institutions on primary, secondary and terci-
ary levels of care, resulted in relatively high availability 
of services. 
On the other hand, the National Strategy for Mental 
Health (8) describes shortcomings of the current situa-
tion in this field, thus providing directions for the fur-
ther development. The Quality of services is included in 
the Values and principles section, and represents one of 
the Strategic chalenges. The Strategy recognizes need 
for procedures to monitor and supervise services, and 
procedures for quality evaluation and improvement, for 
delivered services.
In order to monitor and supervise services, to evaluate 
and improve quality, it is necessary to introduce the proc-
ess of measurement and to decide on the measures and 
instruments. Measurement is offering us a possibility to 
expand our views beyond the individual patient and work 
of the individual provider, and percieve outcomes as a 
result of all interactions with the healthcare system (9). 
There is a considerable opposition to measurement of 
quality, understanding it as a source of data for superficial 
rating or punishment, or as means for discrimination 
of institutions and/or clinicians. The common attitude 
toward measurement – based quality improvement in 
our mental health, observed during interviews with pro-
viders, is that figures are just figures, that it is difficult 
to apply statistical methods for evaluation of care or 
services, when patients differ or methodology differs, 
or that payment does not follow quality. Another often 
heard statement is: „We need computers and informa-
tion system“.

On the other hand, „measurement is best used for learn-
ing rather than for selection, reward, or punishment...
measurement helps to know whether innovations should 
be kept, changed or rejected; to understand causes; 
and to clarify aims“, as Berwick stated eleven years ago 
(10).
If we accept what Berwick said, then some of the above 
mentioned reasons for resistance are not important any 
more. Involvement of providers of care (all professions 
involved in the services delivery) in the process of de-
velopment, testing and use of measures and tools, could 
further lower the number of reasons. Evidence- and/or 
measurement-based arguments, as a result of the meas-
urement of service quality, represent good basis in ne-
gotiations with policy-makers and purchasers of services 
(i.e. health insurance funds, other sources of payment), 
thus providing possibility for „more money“. 
Some of the questions still remain. The link between 
measurement and subsequent actions is still insufficiently 
developed, the number of factors from the outside of 
the health system influence measurements and processes, 
thus modifying the results and outcomes. The issue of 
trust and other social and organizational features of 
healthcare still remain as potential sources of quality, 
that can’t be substituted by external measurement and 
auditing(11). 
Even with these open questions, it is obvious that cer-
tain level of measurement is necessary. It remains still 
to decide on the comprehensiveness, and to use means 
to adjust to special demands of mental health (e.g. case 
mix adjustment).

Measures and measurement of quality
Several frameworks are used in the theory of quality 
and quality improvement. In this paper, we shall use 
Donabedian’s tripartite model, the one we consider as 
the most usefull in order to comment on measurement. 
Within this model there are three dimensions of the 
healthcare quality: structure, process and outcome (12). 
All three can be evaluated, and for all three of them, 
measures have been developed. The numbers of measures 
/ indicators in the literature vary, from only 4 (6), in one 
approach concerning USA nationwide actions in qual-
ity improvement, and from 86 (13) to 275 (9) in the 
other approach, that follows development of numerous 
indicators over time. Different stakeholders have differ-
ent needs for measurement and different opinions on 
different measures / indicators. In general, the measures 

„should be meaningfull, evidence – based, valid, yield 
actionable results,...feasible, i.e. precisely specified, reli-
ably collected, adequately case mix adjusted, and based 
on available and affordable data“ (14). Our system of 
data gathering so far provides small number of measures 
for the measurement – based quality improvement. The 
problem of reliability is also often encountered, and 
the question of affordability, among others, is always 
present. 
In order to better understand the quality measures/in-
dicators, we shall firstly define three dimensions of the 
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ABSTRACT
The issues of quality in health care have been studied extensively 
during last decades. The area of mental healthcare was somewhat 
excluded from these activities, following only partially the “quality move-
ment“. The current position of the mental healthcare in the world is 
changing, at least partly because the contribution of mental disorders to 
overall morbidity is increasing. This creates an increase in demands for 
efficacy, effectiveness, efficiency and equity of care, resulting in more 
and more activities related to the quality improvement. 
Development of different quality indicators, structure, process and 
outcome measures, together with constant activities in education of all 
stakeholders, are giving entirely new perspective to the mental health, 
shifting focus from „clinical quality”, the sole responsibility of medi-
cal professionals, doctors in particular, to the more comprehensive 
understanding of quality. 
Serbian health system is just beginning to recognize this more com-
prehensive approach to the issue of the mental healthcare quality. The 
National Strategy for Mental Health lists quality improvement as one of 
the priority areas and basic strategies, but more activities are needed 
to inform mental health professionals and other stakeholders about cur-
rent quality improvement framework. This paper aims to give a short 
introduction to mental health professionals, to define basic terminology 
and to discuss possible obstacles in wider implementation of quality 
measurement and improvement in Serbian mental healthcare.
Key words: mental disorders, mental health services, quality of health 
care, quality indicators 
Abbreviations: AHMAC – Australian Health Ministers’ Advisory Coun-
cil; QI – quality improvement; WHO – the World Health Organization

SAŽETAK
Poslednjih decenija, pitanja kvaliteta u oblasti zdravstvene zaštite pred
met su brojnih istraživanja. Oblast zaštite mentalnog zdravlja bila je 
donekle isključena iz ovih aktivnosti, samo delimično prateći „pokret“ 
unapređenja kvaliteta. U svetu se menja sadašnja pozicija ove oblasti, 
barem delom zbog porasta učešća mentalnih poremećaja u ukupnom 
morbiditetu, a to dovodi do povećane potrebe za efikasnijom, delotvor
nijom, efektivnijom i jednako dostupnom zaštitom, što uzrokuje sve više 
aktivnosti usmerenih na unapređenje kvaliteta.
Razvoj različitih pokazatelja kvaliteta, instrumenata za merenje struktu
re, procesa i ishoda, zajedno sa stalnim aktivnostima na obrazovanju 
svih interesnih grupa, daje potpuno novu perspektivu za posmatranje 
zaštite mentalnog zdravlja, premeštajući fokus sa „kliničkog kvaliteta“, 
za koji su odgovorni zdravstveni radnici, prevashodno lekari, na jedno 
šire sagledavanje ovog pojma.
Zdravstveni sistem Srbije tek počinje da prepoznaje ovaj širi pristup 
pitanju kvaliteta u oblasti mentalnog zdravlja. Nacionalna strategija u 
oblasti mentalnog zdravlja uključuje unapređenje kvaliteta u prioritetne 
oblasti i osnovne strategije, ali je potrebno više aktivnosti da se profesio
nalcima u oblasti mentalnog zdravlja, kao i ostalim učesnicima, približi 
savremeni koncept kvaliteta. Ovaj rad ima za cilj da da kratki uvod, de
finiše osnovnu terminologiju i prokomentariše moguće prepreke široj 
primeni koncepta merenja i unapređivanja kvaliteta u zaštiti mentalnog 
zdravlja u Srbiji.
Ključne reči: mentalni poremećaji, zaštita mentalnog zdravlja, kvalitet 
zdravstvene službe, indikatori kvaliteta 
Skraćenice: AHMAC – Australian Health Ministers’ Advisory Council; 
QI – quality improvement; WHO – the World Health Organization

Quality in mental healthcare
„Everyone in need should have access to basic mental 
health care. This key principle, identified by the World 
Health Organization (WHO), requires that mental 
health care be affordable, equitable, geographically ac-
cessible, available on a voluntary basis and of adequate 
quality.“
This is a part of the executive summary of the WHO 
Quality Improvement for Mental Health document, 
published in 2003 (1). In order to understand what is 

„adequate quality“, it is necessary to define quality. There 
are a lot of definitions of quality. The current concept 
evolved from the „clinical quality“ concept, that consid-
ered medical professionals, i.e. doctors, to be responsible 
for quality of care. Clinical quality refers to evaluation of 
what is done, and how it is done (2). This approach was 
additionally complicated by „traditional tribal divisions“ 
within the heterogenous group of health care providers, 
as described by Moss (3), that was introducing different 
activities, depending on the profession (nurses – quality 
assurance, doctors – medical audit, managers – risk man-

agement). Within this framework, inspite of its short-
comings, originates development of norms, standards, 
protocols and guidelines. This leads to the improvement 
of services, from the provider point of view, but this 
concept proved to be insufficient, for the overall quality 
improvement, since the only succesfull way to improve 
quality seems to be the one that includes all participants 
in the process, or all parts of the system. 
Some authors question this wider approach when related 
to mental healthcare, discussing issues of „condition 

– related“ response to the satisfaction surveys (4, 5) or 
„condition - and treatment – related social stigma“ and 
privacy regulations (6). Even if it is so, the „consumer’s“ 
role in the improvement of service quality is still beyond 
dispute. This is best viewed by definitions of quality 
given by the Australian AHMAC (7) or by WHO. In the 
Australian paper quality „encapsulates appropriate care 
that leads to good results for consumers of mental health 
services and which improves their quality of life“. The 
WHO defines quality as „a measure of whether services 
increase the likelihood of desired mental health out-
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within the plant through root. There is the most cad-
mium in see food, shells and some mushrooms. The 
increased cadmium content in Central American cocoa 
is probably the result of its specific local constituency 
of the soil. As opposed to African cocoa kernels which 
contain 0.08–0.14 mg/kg, values from 0.18- 1.5 mg/kg 
are found in the fine cocoa varieties from Venezuela and 
Ecuador, for example. There is a high level of cadmium 
in cacao in the Far East too (7).
Mercury gets into water current by rinsing out the soil 
that was treated with pesticides which contain it. In that 
way, it is included in food chain and gets into various 
plants, algae and fish where is deposited in their muscles. 
By using the contaminated fish, shells and crayfish in the 
nutrition, mercury gets into human organism in the form 
of toxic methylmercury. The presence of mercury in the 
vegetable, for example, is very low, except if it grew near 
industrial factories. Arsenic in the form of inorganic and 
organic trivalent and pentavalent chemical compound, is 
used in industry as pesticide and for some color making 
(well known arsenic green colours „scheel green“, „sch-
weinfurt green“ etc.)(8). It is also known as an additive 
for poultry and domestic animals (especially swine) in 
parasitic disease test. It is used for fattening up, faster 
grow and for better pigmentation, so it is often present 
in chicken and turkey meat. It is not that much present 
in vegetable, and the concentration is sometimes higher 
a little bit in fruit because it is used as fungicide in the 
fruit production (9).
Essential elements are also present in the industrial proc-
esses and agrotechnical operations, so disregarding their 
nutritive essence, their contents should be checked be-
cause they can often reach toxic level. A copper intoxi-
cation can be made by its many chemical compounds 
which are used as fungicide in agriculture and veterinary 
practice and by using vegetable and fruit that grew on the 
copper high level soil (near smelters, industrial factories). 
Zinc and iron are used in the form of alloys in industry. 
They are even some inorganic fertilizer components.
According to these facts, the aim of our investigation 
was to determine the heavy metal level in imported food 
products in order to estimate their quality. The nature of 
the food we consume and our total diet greatly influences 
our health and well being. The safety of our food supply 
is a shared responsibility, from farm to fork, of the food 
producing industry, regulatory authorities and consum-
ers. As part of this responsibility it is essential to assess 
the potential risks posed by food and food ingredients.

MATERIAL AND METHODS
In our research we analyzed about 200 samples (three 
samples of every kind foodstuffs are analyzed) of food 
imported from abroad (Denmark, Portugal, Italy, Ger-
many, Croatia, Holland, Bosnia and Hercegovina, Bul-
garia, Romania, Turkey etc.) during the previous year. All 
foodstuffs were collected in the local supermarkets. The 
samples are divided into the following groups of food 
products: fish and canned fish products, milk and dairy 
products, vegetables and vegetable products, fruit and 

fruit products, cocoa and its products and infant food. 
Samples placed in plastic bags were taken by sanitary in-
spector by method of an accidental sample. Heavy metal 
examination in food products was done by using atomic 
absorption spectrometry (sample preparation by wet 
burning) in Public Health Institute in Kosovska Mitro-
vica which is accredited by the European Consortium 
for Accreditation for the determination of heavy metals 
in food. All chemicals used were of analytical grade from 
Merck. Work standard solutions were prepared immedi-
ately before the determination of these elements in the 
samples. All samples were processed for analysis on the 
day of purchase. Weighted 1–3 g of sample was put into a 
100 ml Kjeldahl flask and 10 ml of sulfuric acid (H2SO4) 
and nitric acid (HNO3) (1:3) were added to the flask. 
After thermolysis and heating until discoloration (with 
hydrogen peroxide) to oxidize all the easily oxidizable 
material, the solution was cooled and added deionized 
water, filtered and diluted to 50 ml with deionized water 
(10). This solution is analyzed using atomic absorption 
spectrometer with graphite furnace, auto-sampler and 
background correction. There was necessary to remove 
organic matter present in the sample by mineral acids 
in order to determine mercury and arsenic and then 
they are transformed into volatile hydride (11). Metal 
content is expressed in mg/kg and determination was 
done on atomic absorption spectrometry type AI-1200 
(Aurora Instruments-Vancouver, Canada) under the rec-
ommended conditions. Individual metal concentrations 
in the samples were read at specified absorbencies for 
each metal. MAL (maximum allowed limits) are from the 
rule book about content of pesticide, metal and metalloid, 
chemotherapeutics, anabolics and other toxic substances 
which can be found in food products (12). All values 
are expressed as mean +- standard deviation (SD) and 
statistical evaluation was performed by Student’s t-test

RESULTS
Our results showed that the heavy metal content was 
considerably below maximum allowed limits (table 1), 
what was also a case with milk, dairy products, veg-
etable and fruit (tables 2, 3 and 4). On the other hand, 
we noted higher content of cadmium content in cocoa 
products imported from Turkey (table 5), while in infant 
food all values were bellow MAL (table 6).
Table 1. Fish and canned fish products. 

Hg Pb Cd Fe Zn As Cu

min 0.0010 0.0100 0.0050 10.0000 75.0000 0.0010 7.0000 

max 0.0050 0.0600 0.1500 30.0000 100.0000 0.0500 15.0000 

X 0.0029 0.0373 0.0409 21.3636 87.2727 0.0165 9.4545 

SD 0.0012 0.0176 0.0543 7.2019 9.1363 0.0173 2.0611 

SE 0.0004 0.0056 0.0172 2.2774 2.8891 0.0055 0.6518 

CV% 42.6193 47.2944 132.8060 33.7112 10.4686 105.3700 21.7996 

MAL 
mg/kg 0.6 0.15 0.8 30 100 2 30 

MAL – maximum allowed limits

–
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Table 2. Milk and dairy products.

Hg Pb Cd As Cu

min 0.0010 0.1600 0.0070 0.0010 0.0010 

max 0.0025 5.0000 0.0900 0.0250 0.0250 

X 0.0015 2.8360 0.0164 0.0062 0.0171 

SD 0.0006 1.9400 0.0246 0.0067 0.0073 

SE 0.0002 0.6467 0.0082 0.0022 0.0024 

CV% 42.1637 68.4068 149.7122 108.6288 42.4491 

MAL 
mg/kg 0.01–0.03 0.1–0.4 0.01–0.02 0.1 0.1 

MAL – maximum allowed limits

Table 3. Vegetable and vegetable products.

Hg Pb Cd Fe Zn As Cu

min 0.0005 0.0400 0.0070 0.4500 0.0010 0.0010 0.0250 

max 0.0100 0.9000 0.0500 10.0000 10.0000 0.3000 5.0000 

X 0.0027 0.2282 0.0165 4.7227 3.7274 0.0508 1.3732 

SD 0.0026 0.2600 0.0150 3.3589 3.3531 0.0813 1.3572 

SE 0.0008 0.0822 0.0048 1.0622 1.0603 0.0257 0.4292 

CV% 95.8587 113.9414 91.4494 71.1228 89.9584 160.0053 98.8366 

MAL mg/kg 0.02 1 0.05 20 20 0.3 5 

MAL – maximum allowed limits

Table 4. Fruit and fruit products.

Hg Pb Cd Fe Zn As Cu

min 0.0010 0.0500 0.0050 0.0450 1.0000 0.0010 0.1600 

max 0.0050 0.5000 0.0500 10.0000 20.0000 0.5000 5.0000 

X 0.0024 0.1440 0.0138 2.6145 7.3000 0.1086 2.8360 

SD 0.0015 0.1281 0.0139 2.8922 6.7831 0.1729 1.9400 

SE 0.0005 0.0427 0.0046 0.9641 2.2610 0.0576 0.6467 

CV% 62.3610 88.9431 100.8158 110.6233 92.9187 159.2460 68.4068 

MAL mg/kg 0.02 1 0.05 30 20 0.5–1 10 
MAL – maximum allowed limits

Table 5. Cocoa and its products.

Pb Cd As Cu

min 0.0010 0.0070 0.0010 2.0000 

max 1.0000 0.5000 0.5000 15.0000 

X 0.2801 0.1494 0.1157 6.0000 

SD 0.3849 0.1549 0.1933 4.0743 

SE 0.1283 0.0516 0.0644 1.3581 

CV% 137.4227 103.6707 167.0694 67.9052 

MAL mg/kg 2 0.2 1 20 

MAL – maximum allowed limits

Table 6. Infant food.

Hg Pb Cd Zn As Cu

min 0.0010 0.0100 0.0050 0.0700 0.0010 0.1000 

max 0.0025 0.0600 0.0090 7.0000 0.0050 2.5000 

X 0.0017 0.0450 0.0070 3.0730 0.0030 1.2900 

SD 0.0007 0.0157 0.0015 2.8255 0.0015 0.7609 

SE 0.0002 0.0052 0.0005 0.9418 0.0005 0.2536 

CV% 42.0084 34.7833 22.1313 91.9459 51.6398 58.9810 

MAL mg/kg 0.005 0.08 0.02 7–8 0.08 1.5–2.5

MAL – maximum allowed limits

DISCUSSION
Liquid and solid materials are considered to be food. 
They are energetic substrate for mechanical and meta-
bolic process, growth and reproduction. Good health 
pictures, a high level of physical, mental and spiritual 
welfare, and the key for good health and welfare is just 
a high quality and well balanced food. The contempo-
rary industrialization and the use of chemical products 
have entered the complete food industry, from the use 
of chemical fertilizer and chemical pesticides to the ge-
netic modified food. Underdeveloped countries and 
developing countries have the problems how to fulfill 
the nutritive necessities in energetic value of the popula-
tion, while at the same time highly developed countries 
have a problem in the field of rational consumption 
and healthy safety food. World Health Organization 
(WHO) includes the content of heavy metals in food 
as risks for people who consume such food (13). There 
are numerous data in literature on heavy metal analyses 
in food products. Wojciechowska et al. (14) examined 
the content of Pb, Cd, Cu and Zn in cereals, flour and 
powdered milk. Their conclusion was that metal level in 
these samples was considerably below MAL, but heavy 
metal analyses in fruit showed their rather big content 
in the samples originated from polluted areas (15). In 
Finland, for example, these researches are often done, 
because the previous study showed worrying results. 
More recent data show the heavy metal contents clearly 
decreased, what corresponds to pollution reduction in 
Finland as in other Nordic countries. The continuation 
of this reduction is predicted on condition that the con-
suming food is of domestic origin (16, 17). Yurico et al. 
examined Cd concentration in usual Japanese food and 
beverages and found out its much higher concentration 
in spinach, mushrooms, shellfish and soybean sauce (18). 
Cd concentration in rice depends on Cd content in soil 
and it is present mainly in the outer parts of grain which 
was removed in the milling process (19). Muntean et 
al. (20) examined heavy metal content in some food 
products in Romania. Their results showed lower level 
in relation to MAL (maximum allowed limits), excepting 
the samples taken from the polluted area.
Lead mostly runs in bio-circle: atmosphere-water-
ground-plants-animals-man. Pb alkyls have the biggest 
part in the atmosphere pollution, which are given to 
petrol as additives. They are component part of exhaust 
gases which appear as a result of petrol combustion in 
engines. Because of that, the plants on pastures and fields 
near roads, and through them animals are permanently 
exposed to lead pollution. In that way, for example, in-
creased lead contents are registered in milk and dairy 
products of the cows grazed on such fields (21). 
Because of its characteristics bio-circle mercury is a 
dangerous pollutant. Heavy intoxication in Japan with 
mercury is notorious (Minimata desease) what was the 
result consuming of fish and shell contaminated by me-
thyl-mercury. In New Mexico the children being con-
sumed swine contaminated meat, had brain damage. In 
1972 in Iraq there was an epidemic of mercury intoxica-
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Table 4. Type of surgery.

Type of surgery No of patients %

Direct closure 35 31.54

Skin grafts 20 18.02

Skin flaps 38 34.24

Full thickness lid reconstruction 10 9.00

Skin flap and graft after orbital exenteration 8 7.20

Total 111 100.00

Distribution by histopathological type was: 86 solid 
(77.48%), 20 solid-adenoid (18.02%), 4 adenoid 
(3.60%), and in one case (0.90%) superficial form of 
basal cell skin cancer.
During follow up we found recurrence rate of 9.01% 
(10 patients). The recidivant disease was detected in 6 
of 38 (15.79%) in medial canthus, in 1 of 14 (7.14%) 
in upper lid and in 3 of 57 (5.26%) BCC in lower lid. 
In lateral canthal region the recidivant disease was not 
detected. 
There were 5 (5.15%) recurrent tumours in T1 group of 
tumours in the follow up period. There were 5 (35.71%) 
recurrent tumours in T2 an T4 (advanced tumors) group 
in follow up period. 
Tumour size T2 (larger than 2 cm) is predisposing factor 
for higher recurrence rate (Fisher test p=0.004) Recur-
rences were found in solid and solid-adenoid types. There 
was no any statistically relevant connection between his-
tological type and recidivant rate (χ2=0.97, p=0.808) 
From 111 primary tumours, 21 (18.92%) were with 
positive lateral and/or deep aspect and 90 (81.08%) were 
with negative lateral and deep margins. 
In group of tumours with negative margins there were 
6 (6.67%) recurrent tumours in follow up period.
In group of tumours with positive margins we found 
4 (19.05%) recurrent tumours. There is no significant 
connection between positive margins and appearance of 
recidivant disease (Fisher test p=0.213). 
Difference in number of histologically involved margins 
after primary excision (21) and number of recidivant 
tumors (10) could be caused by techniques of tissue 
sampling or processing or, in rare cases, by tissue lost af-
ter additional excision in primary treatment. The crucial 
problem is sample orientation and sampling of speci-
men edges.
After excision of tumor mass, in 2 cases the defect was 
covered with local flaps and in 4 cases full thickness lid 
defects was reconstructed by different techniques: Mc 
Gregor’s and Mustarde’s and in 4 cases we performed 
orbital exenteration.
The operations for BCC recurrent tumors were per-
formed under general anaesthesia in all (10) cases be-
cause of the extent of the tumor.

DISCUSSION
The great majority of the patients with a BCC in the 
orbital region are older than 60 years, and the most com-
mon location is the lower lid. In most of the cases BCCs 
are histologically classified as solid types. A recurrence 

rate of 9.01% was observed in group of 111 patients. 
One of the way for avoiding the inoculation of tumor 
cells in health tissue is that surgical instruments which 
have previously been used for tumour surgery must not 
be used for reconstruction (1). It is evident from the 
group of 10 recurrences that the BCC on the medial 
canthal region is more likely to recur compared to other 
lid regions. This may be due to the complex anatomy 
of the medial canthal ligaments, lacrimal system, and of 
the orbital septal attachments. Medial canthal region as 
a place of embryonic fusion line is a high-risk area for 
deep tumour spread, and perineural and perivascular 
invasion. Lacrimal system should be preserved but can 
be harvested for radical excision.
Incomplete excision was found in 18.92% cases. Litera-
ture data concerning this problem are different (1, 2, 3). 
We did not found importance of clearance of resection 
margins and recidivant rate but with the exception of 
the medial canthus, periorbital lesions will have a low 
probability of residual tumour being identified (4).
In our series we presented different reconstructive strat-
egies. Use of local flaps is mostly prefered from other 
authors (5). According to the surgical margins we found 
that the 0.5 cm margin is adequate for small lesion (6, 
7).
Correct diagnosis and treatment at an early stage permits 
tumour eradication, preserves functionally important 
tissues, and allows primary wound closure. Routine 
ophthalmological examinations should therefore be used 
as an opportunity to detect lesions in the eyelid region 
in the earliest stage, especially in patients over 60. It 
should be kept in mind that surgical excision of the BCC 
in medial canthal region, particulary its recurrence as 
highly aggressive tumours is a challenging and demand-
ing procedure. In high risk tumors - for example recidi-
vant cancer in medial canthal region - the application of 
adjuvant radiotherapy should be considered.
Difference in number of histologically involved margins 
after primary excision (21) and number of recidivant 
tumors (10) could be caused by techniques of tissue 
sampling or processing or in rare cases from tissue lost 
after additional excision in primary treatment. The cru-
cial problems are sample orientation and sampling of 
specimen edges.
BCC is most often located on lower eyelids. By histo-
logical type, most of BCCs were solid type. The greatest 
risk of recurrence exists for BCCs of the medial canthus 
and for carcinoma larger than 2 cm. There is no signifi-
cant connection between positive margins and recurrent 
tumours.
Adequate surgical treatment can yield good esthetic 
results and low recidivant rate.
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tion because of consuming the cereals contaminated by 
fungicides having mercury in themselves (22). There is 
mercury in fish, crayfish, shells and sometimes in grain, 
too. Mushrooms are big mercury accumulation as well. A 
bigger quantity of fish from Eastern European and Asian 
countries has been imported in recent years. Thus, for 
example a higher level of heavy metals than allowed was 
found in imported tuna from Japan and imported white 
and blue sea fish, squid and crayfish in Croatia (23). 
Fish and other aquatic organisms are generally known 
as contaminant bioaccumulators in water environment. 
Thus the examination of accumulated metal concentra-
tion in aquatic organisms and the potential endangered 
human health through contaminated fish consuming 
arouses a big attention. Although the most recent data of 
a great number of authors point out to heavy metal low 
accumulation in fish muscles and that the target organs 
are liver and kidneys, this fact by no means reduces the 
significance of its accumulation monitoring especially 
concerning human health (24).
Our analyses of fish and fish products showed that the 
heavy metal content was considerably below maximum 
allowed limits. Somewhat bigger heavy metal content, 
which came nearer MAL values, was found in two 
samples of the mussels and shells, imported from Den-
mark.
Analyses of heavy metal content in the samples of milk, 
fruit, vegetables and their products also pointed out 
considerably lower level from the maximum allowed.
Cocoa products were according to heavy metal content 
below MAL, but a sample of cocoa sugar table imported 
from Turkey, had some lead and cadmium content close 
to MAL. Literature data point out the varying quantity 
of Pb and Cd in cocoa products and chocolate, so they 
can be considerably bigger than allowed (25, 26). In 
2002, American Environmental Safety Institute brought 

an accusation against several chocolate manufacturers, in-
cluding Hershey, Nestle, Kraft and Sees Candies, because 
the chocolates had lead and cadmium in such quantities 
which need warning. That level was bigger than allowed 
daily quantity for food (27). The U.S. Environmental 
Protection Agency has determined that for every micro-
gram of lead that a child consumes, his blood lead level 
is increased by 0.16 microgr/dl, and that a sustained 1 
microgr/dl increase in blood-lead concentration results 
in a loss of 0.257 IQ points in an average child (28).
Our results of heavy metal analyses in infant food point 
out the considerably lower content than MAL, although 
there are data in literature about bigger concentration 
than allowed one. There is a difference between an in-
fantile and adult organism concerning toxic aspect in 
clinical manifestation of heavy metal intoxication. Thus 
symptoms appear after a shorter period and at a lower 
grade of exposing (29). Prenatal exposure to heavy met-
als was measured in a population of pregnant women and 
showed the negative effects on a childhood development, 
cognitive ability, behavioral and emotional characteristics, 
visual ability etc. (30, 31). Heavy metals in food can be 
problematic even for the child immunity system and thay 
often show immune suppression action. Because of that 
a special attention is directed to child food check and its, 
quality, because „children constitute 30% of the world 
s population but they are 100% of our future“ (United 
Nations, 1998).
Regarding all presented results, we can conclude that 
heavy metal content in analyzed foodstuffs of imported 
origin is considerably below maximum allowed limits 
(MAL) with just few samples close to MAL, what can 
be a result of production process mistakes. Our results 
can be a contribution to health safety food of imported 
origin with an aim of having back the consumer trust.
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Figure 3. Carcinoma of lower lid.

Figure 4. After ful thickness excision of all lower lid hondromucous graft from 
nasal septum harvested and sutured for tarsal reconstruction.

Figure 5. Mustarde reconstruction completed vit rotational skin flap.

Figure 6. Advanced carcinoma of lower lid.

Figure 7. Right orbital exenteration with ethmoidectomy and partial maxillectomy 
performed.

Figure 8. Orbital defect covered by frontal skin flap and secondary defect skin 
grafted.




