
Skin Cancer Photo Description Risk Factors Diagnosis Treatment
Nonmelanoma Skin Cancer

Basal Cell 
Carcinoma (BCC)

Most common skin cancer worldwide!
Locally invasive; rarely metastasizes
Most common locations: head, neck, arms

MC Subtypes: [Surgical Excision recommended 1st line tx]
Nodular (~80%, MC): pink pearly papule or nodule with 
telangiectases, rolled border, ulcerates over time (pictured)
Superficial (~15%): pink to red, well-circumscribed patch or plaque, 
with whiteish scale, and fine telengiectasias on dermatoscopy

Aggressive Subtypes: [Mohs recommended tx for high-risk BCCs]
Morpheaform aka Sclerosing (5-10%): ill-defined, white-pink, flat 
lesion, shiny, smooth, "scar-like appearence"
Infiltrative: ill-defined, thin, small clusters of basaloid cells with 
whiteish color
Micronodular: flat (whiteish color) or elevated, poorly defined, forms 
clusters (rarely ulcerates)
Basosquamous: features of both BCC and SCC

Other Subtypes: 
Pigmented: color can be patchy or even (often confused with 
melanoma or wart)

-UV radiation (sun, tanning beds)
-Chronic arsenic exposure
-Ionizing radiation
-Phenotypic (light skin, red or blonde 
hair, light eyes)
-Male gender
-Older age (>60)
-Personal hx of BCC
-Certain genetic variants / inherited 
disorders
-Immunosuppression

*Seen in darker skin types, women and 
younger than 60, especially if hx of 
tanning beds / sun exposure

Biopsy (Shave 
biopsies, punch 
biopsies, and 

excisional biopsies)

Surgical → Excision (Nodular or Superficial 1st line tx), Mohs 
(high-risk for reoccurence BCCs)
Curettage and Electrodesiccation
Freezing → Cryotherapy
Light Therapy → Photodynamic therapy (PDT)
Topical Medication → Imiquimod, 5-Fluorouracil 
Radiation → Superficial radiation therapy (SRT), External beam 
radiation therapy, Brachytherapy 
Medications for advanced BCC → Sonidegib, Vismodegib, 
Cemplimab (infusion)

Squamous Cell 
Carcinoma (SCC)

Second most common skin cancer worldwide.
Most common locations: ear, face, neck, arms, chest, back

Subtypes: cutaneous SCC in situ (cSCCis) [aka Bowen's Disease] 
and Invasive cSCC 

Red firm bump, scaly patch, a sore that does not heal (ulcerative)

-UV radiation (sun, tanning beds) 
-Ionizing radiation 
-Family hx of cutaneous SCC 
-Certain genetic variants / inherited 
disorders 
-Immunosuppression

Biopsy (Shave 
biopsies, punch 
biopsies, and 

excisional biopsies)

Surgical → Excision, Mohs
Curettage and Electrodesiccation
Radiation → Superficial radiation therapy (SRT), External beam 
radiation therapy, Brachytherapy
Freezing → Cryotherapy
Light Therapy → Photodynamic therapy (PDT)
Topical Therapies → Fluorouracil, Imiquimod

Squamous Cell 
Carcinoma In Situ 
(SCCis)

Surgical → Excision
Curettage and Electrodesiccation
Freezing → Cryotherapy
Light Therapy → Photodynamic therapy (PDT)
Topical Therapies → Fluorouracil, Imiquimod

Melanoma

Superficial 
Spreading

Most common histologic subtype (70%)
2/3 arise without an associated nevus
Can occur anywhere (Men MC site is back) (Women is LE)

Thin plaque, irregular border, various colors (brown, red, blue, black, 
gray, white), a few mm to several cms

-Personal or family hx
-Hx of excessive sun exposure or 
tanning bed use
-Severe sunburns as a child
-Cancer-prone syndromes (familial 
atypical mole and melanoma syndrome / 
xeroderma pigmentosum)
-Immunosuppression
-Hx of PUVA therapy
-Phenotypic (light skin, red or blonde 
hair, light eyes, large # of melanocytic 
moles (>50), presence of atypical 
melanocytic nevi)

Biopsy 

-Excision or 
Complete Biopsy 
(Goal is to remove 
the entire lesion)

-Incisional Biopsy 
(Acceptable when it 
is not feasible to 
excise the entire 
lesion - large lesion, 
lesion on the 
face/palm/sole/ear/di
git/subungual)

Identifying Melanoma = 
ABCDE's
A = asymmetry
B = border (irregular)
C = color (2 or more 
colors)
D = diameter (>6mm)
E = evolving (change in 
size, shape, or color)

Surgery → Wide Excision (elliptical incision usually)

Melanoma In Situ: 0.5 - 1 cm margin
T1 Melanoma: 1 cm margin
T2 Melanoma: 1 cm - 2 cm margin
T3 / T4 Melanoma: 2 cm margin

Sentinel Lymph Node Biopsy (SLNB) Criteria: 
National Comprehensive Cancer Network (NCCN):
Does not recommend SLNB for lesions < 0.76mm

American Academy of Dermatology (AAD): 
Recommends SLNB in lesions with any of the following high-
risk features (including those < 0.76mm): Ulceration, mitosis, 
angiolymphatic invasion, positive deep margin, young patient 
age [<40 years old]

Nodular

2nd MC type (15-30%)

Darkly pigmented, pedunculated, or polypoid plaques or nodules. 
Uniform in color of amelanotic (pink), symmetric, small diameter 
[makes detection difficult]

Lentigo Maligna

10-15% of all melanomas

Arises in chronically sun-damaged skin (ie. older people)

Gradually enlarges over years - becomes darker, asymmetric 
pigmentation, with raised areas

Acral Lentiginous 

< 5% of all melanomas (but MC type of melanoma among darker-
pigmented individuals)

Commonly found on palmar, plantar, subungual surfaces

Starts as brown/black, irregular pigmented macule or patch with 
raised areas, ulceration, bleeding

NOT related to sun exposure!

Surgery → Wide Excision

Guidelines for cutaneous melanoma excision should be 
followed, with preservation of function being the goal. 
Depending on the location, a skin graft may be necessary.

Other Types

Cutaneous T-cell 
Lymphoma

Rare, cancer of T-cells

2 main subtypes: 
1. Mycosis Fungoides (MC)
Starts as red rash → flat, scaly patches (or light spots on skin) [Patch 
stage] → plaque formation [Plaque stage] → patches, plaques and 
tumors on the skin

2. Sezary Syndrome (more aggressive)
Red, itchy rash covering most of skin

Risk increases with age (50+) 

-African Americans can be dx in 40s
-Increased incidence in men

Difficult to diagnose

Clinical picture + 
HTLV-1 infection + 
Histology + 
Immunophenotype 
(biopsy of skin tumor 
or lymph node)

Regimen showing longest median survival = VCAP-AMP-VECP 
(aka LSG15) → vincristine, cyclophosphamide, doxorubicin, 
prednisone, ranimustine, vindesine, etoposide, carboplatin

Dermatofibrosarc
oma Protuberans 
(DFSP)

Rare, begins in the dermis, slow growing
MC form on trunk, arm/leg
More common in ages 20-50

First looks like a small bump (raised, red-brown patch), as it grows it 
can become tender, crack, bleed, feel hard

Cause is unknown

-Proposed risk factor is injury to skin (ie. 
burn, surgery, radiation)

Biopsy (core needle 
or incisional biopsy)

Surgical → Excision, Mohs
If surgery is not an option →  chemotherapy (Imatinib mesylate)

Merkel Cell 
Carcinoma

Rare, aggressive (can metastasize and return after treatment)

Often looks harmless - like an insect bite, sore, cyst, stye, pimple
Grows quickly, can be pink/red/purple, painless, develops on the 
head and neck and looks like a sore.

-Increased age (50+)
-Fair skin
-Male sex
-Immunosuppression
-Other malignancies 

Biopsy

Indications for Bx = AEIOU 
(at least 3 of these 

features)
A = asymptomatic

E = expanding rapidly
I = immune suppression

O = older than 50
U = ultraviolet (UV)

Surgery → Wide Excision
If surgery is not an option → definitive radiation therapy

*Staging of lymph nodes should be done for all pts*

Sebaceous Gland 
Carcinoma / 
Adenocarcinoma 
or Meibomian 
Gland Carcinoma

Rare
Most begin on upper or lower eyelid (painless, round), but can 
develop in ANY sebaceous gland.

Mistaken for: stye, pink eye, chalazion

-Increased age (60-80)
-Weakened immune system
-Radiation tx to head / neck
-Asian heritage (? possibly)
-Muir-Torre syndrome

Biopsy

Surgical → Excision or Mohs

*If cancer spreads to lymph nodes → surgery to remove lymph 
nodes
Radiation → NOT first line. To ease patient's pain if cancer has 
spread, if a patient refuses surgery or cannot have surgery, or if 
patient had surgery and there is residual cancer 
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