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Skin cancer awareness
Skin cancer is the most common form of cancer and its incidence is increasing worldwide. Most
skin cancers are non-melanoma, usually squamous-cell or basal-cell carcinoma. Melanoma is
much rarer, but accounts for three-quarters of skin-cancer deaths. Early diagnosis helps to achieve
cure, so identiﬁcation of lesions and fast-track referral to the local skin cancer team is important.
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Skin cancer is the most common type
of cancer in human beings,1 and its
incidence is increasing in the UK
and across the world—more than
doubling in the past 10 years.2–7 The
two main types of skin cancer are
melanoma and non-melanoma. Nonmelanoma skin cancer accounts for
around 97% of skin cancers, mainly
basal-cell carcinomas, or squamouscell carcinomas, together with some
rarer types. Although melanoma is
less common, it is responsible for 1800
deaths per year in the UK—75% of all
deaths from skin cancer.8 Since the
over 50s are the fastest growing age
group in the developed world, and the
risk of skin cancer increases with age,
clinicians caring for this age group
should be able to identify patients
with potential skin cancer and, for
suspected malignant melanoma or
squamous-cell carcinoma, initiate
fast-track referral to the local skin

Figure 1: Nodular basalcell carcinoma
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cancer team as per NICE guidance.9
If diagnosed early enough and treated
suitably, many skin cancers can be
cured.
Basal-cell carcinoma, commonly
known as rodent ulcer, is the most
common malignant cutaneous
neoplasm10–12 It originates from basal
cells in the epidermis and tends to
infiltrate surrounding tissues in a
three-dimensional fashion through
the irregular extension of ﬁnger-like
outgrowths, which may or may not be
apparent clinically.12,13 If left untreated,
or if inadequately treated, basal-cell
carcinoma can cause extensive local
tissue destruction, particularly on the
face. Neglected cases can infiltrate
bone and deeper structures such as
the brain and cause death.14 However,
these cancers rarely metastasise.15,16
By contrast, squamous-cell
carcinoma is generally more aggressive
than basal-cell carcinoma. It originates
from epithelial keratinocytes, is locally
invasive, and has a 2–6% incidence
of metastasis.17 Although basal-cell
carcinoma has no reported precursor
lesions, the two principal precursors of
squamous-cell carcinoma are actinic
(solar) keratoses and Bowen’s disease
(squamous-cell carcinoma in situ).
Malignant melanoma of the
skin arises from melanocytes in
the epidermis. The tumour may
invade and penetrate the dermis
and subcutaneous fat; it then has the

potential to metastasise. Malignant
melanoma is the more dangerous
form of skin cancer due to its high
likelihood of metastasis.

Epidemiology
Non-melanoma skin cancer
The incidence of non-melanoma skin
cancer in people older than 50 years is
increasing.6,18 Globally, an estimated
2–3 million new cases of nonmelanoma skin cancer are recorded
each year.19 In the UK alone, more
than 81,600 cases were registered in
2006;20 however, this ﬁgure is more
likely to be greater than 100,000 due
to incomplete registration of these
tumours. Despite these conservative
estimates, non-melanoma skin cancer
is still the most common cancer in the
UK, USA, and Australia.21–24 In south
Wales the incidence of these cancers
rose from 173·5 per 100,000 people in
1988 to 265·4 per 100,000 people in
1998, an overall increase of 16% for
squamous-cell carcinoma and 66%
for basal-cell carcinoma.6 In Australia,
data from a population-based study
conducted between 1985 and 1995
showed that the incidence of basalcell carcinoma increased by 19% to
788 per 100,000, and squamous-cell
carcinoma had a 93% rise from 166 to
321 per 100,000.23
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and may occur in sites of previous
scarring. The dull red raised edge of
a squamous-cell carcinoma (ﬁgure 3)
lacks the translucency of the pearly
edge of a basal-cell carcinoma.

Box: Risk factors for nonmelanoma skin cancer
•
•
•
•
•
•
•

Precursor lesions (actinic
keratosis and Bowen’s disease)
Previous skin cancer
Recipients of transplanted
organs
Immunosuppression
Exposure to arsenic
Treatment with psoralen
ultraviolet A
Rare inherited genetic
disorders and albinism

Melanoma
Incidence of melanoma is much
lower compared to non-melanoma
skin cancer, but is rising in light
skinned populations worldwide.2,25
WHO estimates 132,000 new cases
of cutaneous melanoma per year
internationally.19 Incidence is highest
in Australia and New Zealand, where
it is the third most common cancer
in women and fourth most common
in men.26 Although rates are lower in
the UK, the incidence has more than
doubled over the past 20 years,27 with
the highest rates seen in Scottish men
(11·2 cases per 100,000) and Northern
Irish women (13·2 per 100,000).28

Causes and risk factors
The most important risk factors for
non-melanoma skin cancers are
thought to be age, skin type, and
exposure to UV radiation including
sunlight and sun-beds. Human
papillomavirus infection is also
thought to play a part in skin cancer
carcinogenesis. 2 9 Additionally,
a subset of people are at greater
risk of developing non-melanoma
skin cancer (box). Squamous-cell
carcinoma can be found in people
with darker skin types on sites of
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Figure 2: Superﬁcial basalcell carcinoma
pre-existing inflammatory skin
conditions, burn injuries, or trauma.
Risk factors for melanoma
include age, Celtic skin type, number
of melanocytic naevi (moles),5 high
levels of childhood sun exposure,30 and
sunbed use.31 Sun exposure in adult life
is a risk factor especially when the skin
is unaccustomed to sunlight.30,31 Other
risk factors include having a melanoma
in a ﬁrst degree family member.32

Diagnosis
Basal-cell carcinoma
This cancer presents with non-healing
lesions (ie, recurrent scabbing or
bleeding), they frequently have a pearly
edge and telangiectasia. The pearly edge
can be seen more easily when the area
of skin is stretched, this is particularly
useful for visualisation of nodular
(figure 1) and superficial (figure 2)
basal-cell carcinoma. Diagnosis is
usually made clinically, with histological
conﬁrmation made at the time of the
intended deﬁnitive treatment, which
is often surgical removal. Diagnostic
biopsy samples are usually taken before
giving destructive treatments such as
radiotherapy, photodynamic therapy,
or topical therapy (eg, imiquimod).
Squamous-cell carcinoma
Such carcinomas presents as enlarging,
sometimes hyperkeratotic, nodules
on sun-exposed sites. They may be
ulcerated if poorly differentiated,

Melanoma
Presents with a changing pigmented
lesion, which will often look very
diﬀerent from the patient’s other moles
sometimes referred to as the “ugly
duckling sign”. They will often appear
irregular in shape and lack symmetry
(ﬁgure 4). Melanomas frequently have
more than one or two colours, such as
light brown, dark brown, blue, white,
red, or black. Various guides have
been developed to help in the clinical
diagnosis of malignant melanoma:
the Glasgow Seven Point Check List
and the American ABCDE system
(A=asymmetry; B=irregular border;
C=irregular colour; D=diameter more
than 5 mm; and E=elevation). Because
of the importance of early diagnosis
of melanoma, any pigmented lesion
with changes should be considered
for urgent referral to a specialist who
is a member of the local hospital skin
cancer multidisciplinary team or
specialist skin cancer multidisciplinary
team for further assessment.

Treatments
The three fundamental principles of
treatment are to eradicate the tumour,
preserve function, and produce an
excellent or acceptable cosmetic result.
Basal-cell carcinoma
For most nodular and superficial
basal-cell carcinomas, treatment
is simple and eﬀective; the major
risk factor is new primary tumours.
Inﬁltrative tumours and neglected
forms can be a greater problem and
can eventually cause death. These
tumours require advice from skin
cancer multidisciplinary teams.
Many treatment options are
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available for basal-cell carcinoma.
Destructive treatments include
cryosurgery, curettage and cautery,
or radiotherapy, surgical excision
and Mohs micrographic surgery.
Minimally invasive treatments are
photodynamic therapy and topical
treatments such as imiquimod.33
Guidelines for the management
of basal-cell carcinoma suggest
that topical therapy, curettage and
cautery, cryotherapy, simple excision,
and photodynamic therapy may be
used for low-risk disease; however,
treatment options for high-risk basalcell carcinomas are wide surgical
excision, radiotherapy, and Mohs
micrographic surgery.10 The choice
of therapy depends on a number of
prognostic factors such as tumour
size, site, deﬁnition of clinical margins,
histological subtype, failure of previous
treatment, immunosupression, and
patient’s preference.
Squamous-cell carcinoma
Treatment is complete removal
of the primary tumour and any
metastases. Guidelines for the
treatment of squamous-cell
carcinoma suggest surgical excision
for all resectable tumours with wide
margins or histological margins for
high-risk tumours. The treatment
of choice for high-risk tumours or
locally recurrent tumours is Mohs
micrographic surgery. Radiotherapy
may be used for non-resectable
tumours and curettage and cautery
could be useful for small (less
than 2 cm), well differentiated
tumours.34,35

Figure 3: Squamous-cell
carcinoma
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Melanoma
With its greater potential for
metastasis, malignant melanoma is
a far more dangerous cancer than
basal-cell carcinoma or squamouscell carcinoma. Early recognition
is essential for cure. Surgery is the
treatment of choice. It is essential that
this is done with wide local excision
of the tumour with margins based on
tumour depth. The British Association
of Dermatologists and the Melanoma
Study Group have produced
guidelines for the management of
melanoma.36 Malignant melanoma
responds poorly to radiotherapy
and chemotherapy, and metastatic
disease has a very poor prognosis
and, therefore, early diagnosis is key.
Interferon used as adjuvant treatment
for localised disease may beneﬁt some
patients with malignant melanoma;
however, it is not recommended for
routine therapy.37

Prognosis
Both melanoma and non-melanoma
skin cancers are diseases in which
multiple primary lesions can occur,
and despite adequate treatment of a
primary lesion, further lesions may
occur, particularly in the case of
non-melanoma skin cancer. Patients
need to be aware of this possibility
so that they present early with any
new lesions.
Basal-cell carcinoma
If adequately treated, basal-cell
carcinomas have an excellent
prognosis. If left untreated, or if
inadequately treated, the lesion
can cause extensive local tissue
destruction, particularly on
the face. Neglected cases may
even infiltrate bone and deeper
structures such as the brain. 16
Death from basal-cell carcinoma
is extremely rare, but may occur in
neglected cases or those with major

underlying immunosuppression.
Histological subtype (infiltrative,
micronodular, or morphemic
patterns), initial diameter, and
male sex have been shown to be
independent predictors of invasive
basal-cell carcinoma.38
Squamous-cell carcinoma
For cutaneous squamous-cell
carcinoma, tumour location, size,
depth, histological diﬀerentiation,
host immunosuppression, previous
treatment, and type of treatment
are all factors that can affect the
metastatic potential. Small well
diﬀerentiated tumours have 5-year
survival rates of 96% whereas larger
poorly diﬀerentiated tumours with
perineural involvement may recur
in half of cases.
Melanoma
Malignant melanoma lesions
conﬁned to the epidermis have no
metastatic potential and do not
recur once completely removed. The
most important prognostic factor of
malignant melanoma is the Breslow
thickness of the primary tumour.39
Other prognostic factors include
tumour site, sex, and ulceration.
Lesions less than 1 mm in depth
have a good prognosis with 5-year
survival rates of 95%; however,
this is reduced to 30–50% for
lesions that are ulcerated and have
a breslow thickness of greater than
3·5 mm. If regional lymph nodes
with metastases at presentation are
involved, then the 5-year survivial
rates are again reduced to 25–50%.40

Conclusion
People working with patients
older than 50 years will see more
skin cancer than any other type
of cancer. Skin cancer can have a
dramatic impact on self image and
body image, causing anxiety and

www.gerimed.co.uk

400 Dermatology

10.

11.
12.

Figure 4: Malignant
melanoma
depression. 41 Early diagnosis can
dramatically improve prognosis
and the patient’s experience, since
early lesions are treated more
simply compared with larger or
neglected lesions. Melanoma, in
particular, although a less common
form of cancer, has a huge impact
in terms of life lost.

13.

14.

15.

16.

17.

We have no conﬂict of interest.
References
1.

2.
3.

4.

5.

6.

7.

8.
9.

Martinez J, Otey C. The management
of melanoma and nonmelanoma skin
cancer: a review for the primary care
physician. Mayo Clin Proc 2001; 76:
1253–65
Diepgen T, Mahler V. The epidemiology
of skin cancer. Br J Dermatol 2002;
146(supp 61): 1–6
Garbe C, McLeod G, Buettner P.
Time trends of cutaneous melanoma
in Queensland, Australia and Central
Europe. Cancer 2000; 89: 1269–78
Jemal A, Devesa S, Hartge P. Recent
trends in cutaneous melanoma
incidence among whites in the United
States. J Natl Inst 2001; 93: 678–83
Levi F, Te V, L R. Trends in the
incidence of various morphologies
of malignant melanoma in a Swedish
population 1976-1994. Acta Oncol 2005;
41: 138–46
Holme S, Malinovszky K, Roberts D.
Changing trends in non-melanoma skin
cancer in South Wales, 1988-1998. Br J
Dermatol 2000; 143: 1224–29
Bath-Hextall F, Leonardi-Bee J, Smith C,
Meal A, Hubbard R. Trends in demand
incidence of basal cell carcinoma:
Additional evidence form a UK primary
care database study: University of
Nottingham, 2006
Boring C. Cancer Statistics 1994. CA:
Cancer J Clin 1994; 44: 7–26
NICE. Improving outcomes for people
with skin tumours including melanoma.

GM | Midlife and Beyond | July 2009

18.

19.

20.

21.
22.

23.

24.

25.

National Institute for Health and Clinical
Excellence, Feb 2006. http://guidance.
nice.org.uk/CSGSTIM (accessed 2 June
2009)
Telfer N, Colver G, Morton C.
Guidelines for the management of basal
cell carcinoma. Br J Dermatol 2008; 159:
35–48
Preston D, Stern R. Nonmelanoma
cancers of the skin. N Engl Med 1992;
327: 1649–62
Miller S. Biology of basal cell carcinoma
(part 1). J Am Acad Dermatol 1991; 24:
1–13
Breuninger H, Dietz K. Prediction of
subclinical tumor infiltration in basal cell
carcinoma. J Dermatol Surg Oncol 1991;
17: 574–78
Gussack G, Schlitt M, Lushington A,
Woods K. Invasive basal cell carcinoma
of the temporal bone. Ear Nose Throat J
1998; 68: 605–11
Lo J, Snow S, Reizner G. Metastatic
basal cell carcinoma: report of twelve
cases with a review of the literature. J
Am Acad Dermatol 1991; 24: 715–19
Ting P, Kasper R, Arlett J. Metastatic
basal cell carcinoma: report of two
cases and literature review. J Cutan Med
Surg 2005; 9: 10–15
Chuang T, Popescu N, Su W, Chute
G. Basal cell carcinoma. A populationbased incidence study in Rochester,
Minnesota. J Am Acad Dermatol 1990;
22: 413–17
Katalinic A, Kunze U, Schafer T.
Epidemiology of cutaneous melanoma
and non-melanoma skin cancer
in Schleswig-Holstein, Germany:
Incidence, clinical subtypes, tumour
stages and localization (epidemiology of
skin cancer). Br J Dermatol 2003; 149:
1200–06
WHO. Fact sheet 261. Protecting
children from ultraviolet radiation.
World Health Organization July 2001.
http://www.who.int/mediacentre/
factsheets/fs261/en/ (accessed 2 June
2009)
Cancer Research UK. UK Skin Cancer
incidence statistics. http://info.
cancerresearchuk.org/cancerstats/
types/skin/incidence/ (accessed 2 June
2009)
Alam M, Ratner D. Cutaneous
squamous cell carcinoma. N Engl J Med
2001; 344: 975–83
Eedy D. Non-melanoma skin cancer
and the ‘New National Health Service’:
implications for UK dermatology? Br J
Dermatol 2000; 142: 397–99
Staples M, Marks R, Giles G. Trends in
the incidence of non-melanocytic skin
cancer (NMSC) treated in Australia
1985-1995: Are primary prevention
programs starting to have an effect? Int
J Cancer 1998; 78: 144–48
Stern R. The mysteries of geographic
variability in nonmelanoma skin cancer
incidence. Arch Dermatol 1999; 135:
843–44
Lasithiotakis K, Kruger-Krasagakis

26.
27.
28.
29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

S, Manousaki A. The incidence of
cutaneous melanoma on Crete, Greece.
Int J Dermatol 2006; 45: 397–401
de Looper M, Bhatia K. Australian
Health Trends 2001. AIHW. Australian
Institute of Health and Welfare, 2001.
Quinn M, Babb P. Cancer trends in
England and Wales 1950-1999, 2001.
UK SITCR. Information Resource
Centre, 2005.
Karagas M, Nelson H, Sehr P, et al.
Human papillomavirus infection and
incidence of squamous cell carcinoma
and basal cell carcinoma of the skin. J
Natl Cancer Inst 2006; 98: 389–95
Miller D, Weinstock M. Nonmelanoma
skin cancer in the United States:
incidence. J Am Acad Dermatol 1994;
30: 774–78
Armstrong B, Kricker A. The
epidemiology of UV induced skin
cancer. J Photochem Photobiol 2001; 63:
8–18
Kefford R, Newton Bishop J, Bergman
W, Tucker M. Counseling and DNA
tenting for individuals perceived to be
genetically predisposed to melanoma: a
consensus statement of the Melanoma
Genetics Consortium. J Clin Oncol 1999;
17: 3245–51
Bath-Hextall F, Perkins W, Bong J,
Williams H. Interventions for basal
cell carcinoma of the skin. Cochrane
Database System Rev 2007; 1:
CD003412
Liegeois N, Seo S-J, Olbricht S.
Squamous cell carcimoma. In: Williams
H, Bigby M, Diepgen T, et al (eds).
Evidence-Based Dermatology. Oxford:
Blackwell, 2008: 248–55
Motley R, Kersey P, Lawrence C.
Multiprofessional guidelines for the
management of the patient with primary
cutaneous squamous cell carcimoma. Br
J Dermatol 2002; 146: 18–25
Roberts D, Anstey A, Barlow R, Cox
N. UK guidelines for the management
of cutaneous melanoma. Br J Dermatol
2002; 146: 7–17
Roberts D, Crosby T. Cutaneous
melanoma. In: Williams H, Bigby M,
Diepgen T, et al (Eds). Evidence-based
dermatology. Oxford: Blackwell, 2008:
236–47
Takenouchi T, Nomoto S, Ito M.
Factors infuluencing the linear depth of
invasion of primary basal cell carcinoma.
Dermatol Surg 2001; 27: 393–96
Breslow A. Thickness, cross-sectional
areas and depth of invasion in the
prognosis of cutaneous melanoma. Ann
Surg 1970; 172: 902–08
Balch C, Soong S, Shaw H. An analysis
of prognostic factors in 85000 patients
with cutaneous melanoma. In: Balch
C, Houghton A, Milton G, et al (Eds).
Cutaneous Melanoma. 2nd edn.
Philadelphia: Lippincott, 1992: 165–87
Winterbottom A, Harcourt D. Patients
experiences of the diagnosis and
treatment of skin cancer. J Advanc Nurs
2004; 48: 226–33

www.gerimed.co.uk

