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Overview
1. Structure and function of the skin 
2. Assessment of skin lesions (Morphology, characteristics, Distribution)
3. Benign pigmented lesions/Neoplasms/Benign tumors and proliferations 
4. Neoplasms
5. Eczematous disorders
6. Topical corticosteroids
7. Papulosquamous 
8. Adnexal diseases
9. Infections

1. Fungal (Dermatophyte and Candida)
2. Bacterial 
3. Viral

10. Infestations



Structure and Function of the Skin 

   

 



Structure and Function of the Skin 
Skin layers and cells:

1. Epidermis

a. Keratinocytes 
b. Langerhans Cells 
c. Merkel Cells
d. Melanocytes

2. Dermis
a. Mast cells 
b. Histiocytes
c. Fibroblasts 
d. Collagen 

3. Subcutaneous layer
a. Adipose cells 
b. Connective tissue



Morphology: Primary lesions 



Morphology: Secondary lesions 



Configuration



Distribution
https://www.visualdx.com/learnderm/



Benign pigmented lesions, neoplasms, and 
tumors/proliferations

1. Nevi (Congenital Nevi and acquired melanocytic nevi)
2. Lentigines (Ephelides, Lentigo simplex, Solar lentigo)
3. Seborrheic keratoses (SK), stucco keratoses, and dermatosis papulosa nigra 

(DPN)
4. Acanthosis nigricans 
5. Confluent and Reticulated Papillomatosis (CARP)
6. Cherry angiomas
7. Dermatofibromas
8. Acrochordons (Skin tags)



Nevi



Acquired melanocytic Nevi



Congenital Nevi



Halo Nevi



Ephelides (freckles)



Lentigo Simplex



Solar Lentigines



Seborrheic Keratosis



Stucco Keratosis



Dermatosis Papulosa Nigra



Acanthosis Nigricans



Confluent and Reticulated Papillomatosis 
(CARP)



Cherry Angiomas 



Dermatofibromas



Acrochordons



Neoplasms

1. Precancerous Lesions: Actinic Keratoses (AK)
2. Non melanoma skin cancers (NMSC)

a. Squamous cell Carcinoma (SCC)

b. Basal Cell Carcinoma (BCC)

3. Melanoma



Actinic Keratoses 



Variants of AKs



Squamous Cell Carcinoma 

- Malignant epithelial tumor due to proliferating keratinocytes 
- Second most common skin cancer worldwide w/ increasing incidence
- Associated with SUN DAMAGE
- Damage to keratinocytes -> DNA mutation
- M>F and more common in older patients
- High Risk Populations: HIV patients and Organ transplant patients 



Squamous Cell Carcinoma 

- 70% of SCCs develop at the head and neck 

and 15% at the upper extremities

- High risk locations: ears, lips, tongue, 

genitalia, and distal extremities have a 

much higher rate of recurrence

- The scalp is also a high-risk location as SCC 

- SCCs > 2 cm have up to three times the 

metastatic rate of smaller tumors.

- SCCs which develop in scars, sinus tracts, 

chronic ulcers, and areas of previous 

radiation also present higher rates of 

recurrence.



Subtypes of SCC

1. Squamous Cell Carcinoma in Situ (SCCIS) 

or Bowen Disease

2. Bowenoid Papulosis

3. Erythroplasia of Queyrat

4. Keratoacanthoma 

5. Verrucous Carcinoma



SCC in Skin of Color 



Brandford, 2009  



Squamous Cell Carcinoma 

Diagnosis: shave biopsy 

Management:

1. Standard surgical excision- GOLD STANDARD
2. Immunotherapy- imiquimod or 5-fluorouracil for the treatment of SCCIS
3. Mohs Micrographic Surgery- standard of care for all high risk skin cancers, 

cancers, high-risk patients, low-risk tumors in cosmetically sensitive areas or 
those close to vital organs

4. Radiation therapy (XRT)



Squamous Cell Carcinoma 
If untreated has the potential for metastasis

Risk factors for metastasis:

- Large (>2cm) tumors 
- Tumors located on or near the ears and lips, are
-  Poorly differentiated SCC
- SCC invading nerves.

After first SCC theres up to a 50% risk of a second SCC within 5 years. Also twice as 
likely to develop other malignancies, such as lung, colon, and breast cancers.



Basal Cell Carcinoma (BCC)
- Most common human malignancy 
- Sun exposed areas of fair skinned individuals (head, neck, and upper back)
- About 20% can be seen in relatively sun protected sites 
- Higher incidence in middle aged and older adults 
- M>F
- 40% of patients who have had a primary BCC will develop a new BCC within 5 

years of their first occurrence.
- 10 fold increase risk of BCC in organ transplant patient previously diagnosed 

with BCC



Basal Cell Carcinoma (BCC)

Pathophysiology: Damage to the basal 

keratinocytes within the epidermis and adnexal 

structures.

- Radiation treatments, 

- Unprotected exposure to UVR over many 

years

-  Intense exposure to UVR from tanning 

beds or phototherapy.

- Very slow growing, locally destructive, rarely 

metastasizes



Subtypes of BCC

1. Nodular BCC (most common)

2. Pigmented BCC

3. Superficial BCC (17% of all BCCs)

4. Micronodular BCC

5. Infiltrative BCC

6. Morpheaform or sclerosing BCC (1% of all 

BCC)

7. Nevoid basal cell syndrome



BCC in skin of color 





Basal Cell Carcinoma (BCC)

Diagnostics: Biopsy 

Management: 

1. Low risk BCC:
a. Topical Immunotherapy (5FU 5% BID x 6 weeks or Immiquimod 5% 5 days a week x 5-12 weeks)

b. Cryosurgery (risk for tumor recurrence)

c. ED&C (Recurrence rates are low at 3% to 6% for primary BCC < 1 cm) 

d. Surgical excision (treatment of choice. 5-year cure rate of 95%)

2. High risk BCC:
a. Mohs micrographic surgery (GOLD STANDARD)



Melanoma

- Deadliest skin cancer causing 75% of deaths associated with skin cancer
- Most common cancer in 25-29 year olds
- Leading cause of cancer deaths in females 25-30 and second leading in 15-29 

year olds
- Can occur anywhere on the body. Most common locations:

- White males: Back, chest, and arms

- White females: back, arms, and legs

- Dark skin tones: palmar, plantar, mucosal, and subungal



Melanoma
- Cancer originating from melanocytes

- Skin exams for early detection 

- ABCDEs, but a melanoma can look like 

anything 

- Can arise within previously benign lesions

- Subtypes:

a. Superficial spreading (70%)

b. nodular  melanomas (10%–15%), 

c. lentigo maligna melanomas (LMM) 

(5%–10%),

d. Acral lentiginous (7%).



Melanoma Subtypes



Melanoma in skin of color 





Melanoma

Diagnostics:

- Emergent referral to Dermatologist for excisional biopsy, punch biopsy, deep 
shave, or incisional biopsy.

- Histopathology is critical in determining diagnosis and type of melanoma, depth 
of melanoma, and melanoma staging. All of which guide treatment 

- Sentinel lymph node biopsy (1 to 4 mm in thickness or if the lesion is less than 1 
mm and has noted ulceration)



Melanoma
Management

- Surgical excision with histologically clear margins (GOLD STANDARD)
- Recommended surgical margins:

- MIS: 0.5 cm-margin

- Melanomas <1 mm depth: 1.0 cm-margin

- Melanomas 1 to 4 mm in depth: 2.0 cm-margin

-  Melanomas >4 mm in depth: ≥ 2.0 cm-margin

- Radiation, cryotherapy, and topical immunomodulators in certain cases 
(controversial)

- Chemotherapy 



Melanoma

Prognosis:

- Surgical treatment of early melanoma (stage I) has a 97% 5-year survival rate

- Metastatic melanoma or advanced stages (III and IV) where the 5-year survival rate plummets to 78% 

and 15%, respectively.

Prevention: 

- Monthly self exams, 

- frequent skin exams (q4-6 months first 2 yrs post dx then 1-2 yrs)

- SUN PROTECTION



Dysplastic Nevi


