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Skin and subcutaneous lesions
oSkin problems common
¢15% of surgical OPD referrals
ePatients’ worries

unknown nature

malignancy

appearance

Skin lesions

eDiagnosis sometimes obvious

eHistory and physical exam follow

eRegional exam and systemic review as indicated

eThe lesion may represent an occult systemic problem

Symptoms
eOnset

eProgression
ePain

eDischarge/bleeding

Signs
oSite,size,shape,colour
eConsistency,surface,border
eTenderness,temperature
ePulsatility,emptying

oSkin or deep fixation

eTransillumination

Skin structure

«Epidermis
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3-5 cells thick

impermeable stratum corneum
eDermis

0.8 - 2.5 mm thick

fibrous and tough
eHypodermis

Indistinct loose fibrofatty layer

Contains adenxal structures
eSubcutaneous fat

Epidermis

3 to 5 layers of cells

eThe stratum corneum lies on top

oThe basal layer has regenerative function

oCells : keratinocytes, Langerhans cells, melanocytes and Merkel cells

Dermis

eMuch thicker

ePapillary dermis and reticular dermis

eFibrous elements : collagen and elastic fibres
eAmorphous background: mucopolysaccharides
oCells: fibroblasts

eOthers: blood vessels, nerves, muscle cells (hair), fat cells

Skin cancers

HEpidermis
HEAppendages

MSarcomas
ELymphomas/leukaemias

HMetastatic tumours

Common skin cancers

eBasal cell carcinoma
eSquamous cell carcinoma
eMelanoma

eMetastatic tumour
Uncommon skin cancers
eMerkel cell carcinoma

oSkin appendageal carcinoma
eLymphoma

eSarcomas
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-DFSP

-MFH
—angiosarcoma
—leiomyosarcoma

—malignant nerve sheath tumour
ETIOLOGY
Genetic

Environmental

Histological typing

eMelanocytic
eepidermal
eadnaexal

-eccrine

—-apocrine

-sebaceous

—hair follicle
ePaget’s disease
ecutaneous lymphoproliferative
evascular
ecutaneous fibrohistiocystic
enerve tissue

emuscle

GENETIC
Dysplastic naevus syndrome
Basal cell naevus syndrome
Xeroderma pigmentosa
Torre syndrome

Albinism

Epidermodysplasia verruciformis

ENVIRONMENTAL
Ultraviolet (290-320 nm)
X-ray

other EM waves

tar

arsenic

virus (human papillomavirus)

chronic unstable scar
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immunosuppression/immunodeficiency
DIAGNOSIS

clinical features

biopsy (incisional vs excisional)

histological surprises

extensive tumours need workups

TREATMENT

1. Electrodessication / laser / curettage /cryotherapy
for superficial small lesions
no histological confirmation of free margins

wound healing by second intention

2. Excision with primary closure/skin grafts/flaps
histology for free margins wounds closed and

primary healing

3. Radiotherapy
effective for BCC and SCC
adjunct treatment for some others
multiple sessions

long term RT complications

4, Chemotherapy
poor response

5 FU cream for actinic keratosis

5. Immunotherapy
active and passive
specific and non-specific

experimental

6. Retinoid/tretinoid
oral/local applications

treatment of premalignant conditions

EPIDERMIS

eSquamous cell carcinoma
eBasal cell carcinoma
eMalignant melanoma

eMerkel cell carcinoma
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Squamous cell carcinoma (SCC)

eMostly as a result of excessive sunlight (UV) exposure, may develop from an actinic keratosis
eOther causes : carcinogens (RT, arsenic or chromium compounds, soot, tar), chronic non-healing
wounds, or unstable scars.
eCongenital diseases : xeroderma pigmentosa (XP) and albinism(ALB)
eImmunosuppression : diseases or therapy
elrregular ulcer with everted edge or exophytic growth
eEvidence of sun-damage skin lesions
eMetastasize by lymphatic and haematogenous route
ePx: wide excision +/- reconstruction, radiotherapy
block dissection for LN metastases

Basal cell carcinoma (BCC)

eDue to excessive sunlight (UV) exposure

oOn the face/ scalp/ neck/ dorsum of hands/ forearms

eAlso in patients : XP, ALB, naevoid basal cell carcinoma syndrome and sebaceous naevus
emultiple lesions are common

eOriginate from basal epidermal cells (?pilosebaceous unit), slow growing

eSeldom spread to regional LN or by blood

oClinical types: pigmented, nodular(-ulcerative), superficial, cystic, morphea (sclerosing)
oTypical ulcer with rolled edge, ‘cystic lesion’ with pearly white edge and telangiectasia

eMost lesions are well localized

oPx: excision with small margins (2-3 mm) or superficial radiotherapy are very effective. Other
forms of destruction --cryotherapy, cauterization or electro-dessication should used with much
caution

eBeware of lesions: post-op or RT recurrence, at medial canthus, peri-alar or preauricular region,
the morphea type

Melanoma

eMalignant tumour of melanocytes (mesodermal), which is normally located in the basal layer of
the epidermis

eCutaneous ones induced by sunlight (UV)

eOther sites: mucous lining, choroid of the eye, meninges, and in soft tissues (amelanotic
melanoma)

eMetastasize to LN and by blood

eMost are darkly pigmented lesions

eRecent onset or change in pigmentation of pre-existing lesion, irregular appearance
eIncrease in size, bleeding, lost of hair

eSatellite or in-transit lesions

eRegional and distant LNs
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eFour clinical types:

—lentigo maligna melanoma (least aggressive)
-superficial spreading

—-nodular (most aggressive)

-acral lentiginous melanoma

eBreslow scale (thickness)

(mm) 5 yr surv(%)
-<0.76 98
-0.76 - 1.50 920
-1.51-4.0 70
->4.0 <50

oClark’s level of invasion

~level | above BM
—level Il  papillary dermis
-level Il pap/ret dermis

—level IV reticular dermis

—level V  subcutaneous fat

eBreslow scale of thickness) is considered more important indicator for prognosis than Clark’s

level of invasion

1 mm is the cutoff point, lesions thinner than it have excellent prognosis

eSurgery is the only treatment method for potential cure

eExcision margin:

Thickness (mm) Margin (cm)
<1 1

-1.0-1.5 15
-1.5-4.0 3

>4 3

eBlock dissection for LNs if no systemic metastases

o?role of elective block dissection (1.5-4 mm)

eHyperthermia and isolated limb perfusion for in-transit metastases in specialized centre

oSystemic chemotherapy not useful

eImmunotherapy experimental

Management
eObservation or reassurance

eExcision or destruction
eExcisional biopsy
eincisional biopsy +/- definitive Px
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eWide excision +/- reconstruction

eRadiotherapy

Actinic keratosis

eSun-damaged skin, UV, in exposed parts
oDry, scaly or crusty top and erythematous base

oEarly lesions are flat, roughened or scaly papules which could just be palpable

eHyperkeratosis and acanthosis, pre-malignant

ePx=excision if single; if multiple --- excision,currettage,cryosurgery, 5 FU creams

Keratoacanthoma

eDome or nodular-shaped, flesh-coloured
eCentral crater filled with a keratin plug

eNatural history of rapid growth for a few weeks, then static for a few months followed by

involution
ePx=Excisional biospy,??observation?RT
e?aborted form of SCC ?viral origin

Melanocytic naevi

eJunctional

eIntradermal

eCompound

eCongenital (giant/hairy)

eDysplastic

eOthers (Blue, Spitz, halo etc.)

eMoles are very common and are benign

eRisk of malignant change is very small except in:
—Dysplastic naevus esp with family/personal history
—‘Bathing trunk’ (very big) congenital naevi

—>50, >2mm size

eDDx:melanoma, BCC, seborrheic keratosis

eWhen in doubt, do a biopsy

eLocation of the naevus cells

eJunctional: in child, flat, darkly pigmented
eIntradermal: in older adult, dome-shape, flesh-coloured
eCompound: in younger adult, raised, variable pigmentation
eCongenital: big, hairy, dark, raised, thick

Dysplastic naevi

eUncommon in Asians, usu multiple, occ solitary

eTwo major groups:
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—-Sporadic- Caucasians, fair skin, poorly tanned, excessive sunlight exposures with freckles etc.
—Familial-Dysplastic naevus syndrome, run in families, uncommon, ? Upto 400x lifetime risk of
malignant change, ? Chromosome 1p or 9

elrregular border and speckled pigmentations

Dermatofibroma

oFirm skin nodule, 0.5 to 3 cm

eHistory of trauma or insect bite

eDeep reddish-brown

¢?histiocytic origin

oFibrosis +vascularity+iron pigmentation
oDDx: dermatofibrosarcoma protuberans
Dermatofibrosarcoma protuberans

eIndurated plaque with irregular nodules
oSkin-coloured, border not well defined
o?Fibroblastic origin ? Malignant variant of DF
eInfiltrative histologically with cords/nests of cells invading into adjacent soft tissue
eProne to local recurrence, seldom metastasize

eNeed > 3 cm excision margin

Cutaneous horns

eDescriptive term, any protuberant horny skin growth

eUsually conical projection of keratinized material

ePathologically, may be actinic keratosis (with or without underlying SCC), seborrheic keratosis,
SCC

Pre-malignant skin conditions

eBowen’s disease, Paget’s disease
eXeroderma pigmentosa, albinism
eChronic unstable scar or destruction of skin
—Chronic radiation dermatitis
—Burn scar/ chronic osteomyelitis
—Actinic keratosis
—Arsenical dermatitis

—Tar dermatitis

Bowen’s disease

eDysplastic cells confine to basal lamina

eThickened, reddish-brown, scaly patch with irregular border

eIn penis = erythroplasia of Queyrat with velvety-red plaque like appearance
oPx: excision
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APPENDAGES
Hair follicles
Sweat glands

Neuroreceptor cells

SARCOMAS
Dermatofibrosarcoma protuberance
Angiosarcoma
Malignant fibrous histiocytoma

Kaposi sarcoma

METASTATIC TUMOURS

Lung, intestine, aerodigestive tract

Breast, ovary, uterus

Pancreas, kidney, bladder, prostate
Heptocellular carcinoma

Sarcoma, salivary gland, thyroid
Melanoma

Neuroblastoma
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