


▪ Pigmented

▪ Vascular

▪ Nodular

▪ Plaques

▪ Papules



SEBORRHOEIC KERATOSES
▪ Benign growths of immature keratinocytes

▪ Increase with a g ing

▪ Truck, face, nec k

▪ Sharply d ema rcated

▪ Grea sy, wax-like and ‘stuck on’ a p p earance

▪ Cryot h erapy , laser therapy, or surgical 
excision if d esired for cosmetic reasons or if 
lesions b ec ome symptomatic



DERMATOSIS PAPULOSA NIGRA

▪ Multiple small p igmented 
papules.

▪ Strong familial tendency, skin 
t yp e VI p eop l e

▪ Ch eeks, forehead, nec k and 
chest.

▪ Only if cosmetically 
unacceptable: light 
electrodesiccation and curettage.

▪ It a l w a ys c omes b ack.



ACHROCHORDON (SKIN TAGS)

▪ Small, soft, slightly discolored, 
pedunculated skin lesions

▪ Axillae, nec k, groin and under the breasts

▪ Ca u sed b y frequent irritation

▪ Associated with HPV and endocrine 
c h a nges (T2DM, p regnancy)

▪ Perianal achrochordon a re associated 
with Crohn’s



LENTIGINES (FRECKLES)

▪ Flat, b rown macular well-
d ema rcated p igment ed lesions 
that usually occur on sun-
ex p osed skin

▪ Increase production of 
melanocytes

▪ fair-skinned p eop le

▪ Ap p ea rs in childhood and 
increase in number with a g ing



ACQUIRED MELANOCYTIC NEVI

▪ Junct ional n e v i : flat , w e l l - d e m a r c at ed b r o w n i sh m a c u l e g r ow i n g at the 
d e r m a l - e p i d e r m a l junct ion

▪ Co m p o u n d n e v i : a r i s i n g from a junctional n a v o u s , f or m i n g p i g m e n t e d  
a n d a n e l e v a t e d l e s i on

▪ I n t r a d e rm al n e v i : e l ev a te d, n on p i g m e n t e d p a p u l a r l e s i on that m a y b e  
h a r d

▪ B l u e n a v i : is a collect ion of d e e p l y p i g m e n t e d m e l a n o c y t e s situated 
d e e p in the d e r m i s , w h i c h a c c o u n t s for the d e e p s l a t e - b l ue c o l or



NAEVUS FLAMMEUS NEONATORUM

▪ ‘salmon patches’ present at birth

▪ Most commonly at the glabella, 
eyel id s and na p e of the nec k

▪ Lesions on the nec k persist for 
life

▪ facial lesions usually fade or 
completely disappear b y the a g e 
of 2 yea rs



PORT-WINESTAINS

▪ C a pi l l a ry  malformat i ons  of the 
s upe rf i c ial de rma l bl ood ve s s e l s

▪ Appe a r at birth ma i nl y on the he a d 
a nd ne c k

▪ Pa l e pi nk c ol or but da rke n with 
i nc re a s i ng  a g e  throug h re d to 
purpl e

▪ Unilateral with a s ha rp mi dl i ne  
borde r

▪ Sturg e - We be r s yndrome

▪ Tx : pul s e d- dye l a s e r



CAVERNOUS HEMANGIOMA 
(STRAWBERRY NEVUS)

▪ A be ni g n, va s c ul a r tumor c a us e d 
b y  a bnorma l  de ve l opme nt  of 
va s c ul a r e ndothe l ial c e l l s

▪ R e d- bl ue pa pul e or ma c ul e

▪ 1 0 % of infants

▪ Typi c a l l y i nvol utes s l owl y within a  
f e w ye a rs

▪ If b l e e d, ul c e rate , interferes with 
v i s ua l  de ve l opme nt:  T x  with 
propra nol ol ,  l a s e r treatment, 
pre dni s ol one a nd s c l e rothe ra py



SPIDER NAEVI

▪ Central vascular p a p ul e with fine 
lines radiating from it

▪ More common in children and 
w omen

▪ La rg e numbers ma y raise the 
possibility of liver d isease or an 
underlying connective tissue 
disorder such as systemic 
sclerosis

▪ Tx; p u l sed d ye laser or 
hyfrecation



CHERRY HEMANGIOMA 
(CAMPBELL DE MORGAN SPOTS)

▪ Benign proliferation of dilated 
mature capillaries

▪ Bright c herry red, d ome-shaped 
p a p ule or macule that ma y 
a p p ear purple with time (0.5–6 
mm in diameter)

▪ Usually on the trunk and u p p er 
extremities

▪ Multiple lesions

▪ Complications: profuse b l eed ing 
after trauma



PYOGENIC GRANULOMA

▪ B e ni g n va s c ul a r
tumor c ha ra c te ri ze d b y  ra pi d 
g rowth a nd te nde nc y to bl e e d 
e a s i l y

▪ Not infectious

▪ G rows ra pi dl y a nd e a s i l y bl e e ds  
with mi nor trauma

▪ Soft, round, bri g ht re d tumor

▪ D e ve l ops at a s ite of s k i n i nj ury on 
the f a c e or ha nds

▪ Tx ; re move d s urg i c a l l y b y  
c ure tta ge a nd c a ute ry



▪ Benign adnexal tumors of the 
ec c r ine g lands

▪ Multiple, slow-growing, small and 
flesh colored

▪ Ap p ea r on the face, trunk and 
groin region

▪ Treatment on cosmetic grounds is 
surgical with sh a ve removal or 
cautery of the lesions.

SYRINGOMAS



TRICHOEPITHELIOMAS

▪ Benign, rare adnexal tumours of hair follicle 
origin

▪ Ap p ea rs on face and scalp

▪ Skin-colored, firm p a pule

▪ M a y occur as single or multiple lesions

▪ Tx; Surgical removal or laser treatment for 
cosmetic purposes



APOCRINE HIDROCYSTOMA

▪ Benign adnexal tumours of 
apocrine g l a nds

▪ Papules or nodules around the 
eyes

▪ Solitary or multiple

▪ translucent or p a l e through to 
b l a ck (lipofuscin pigment)



MILIA

▪ Transient, papular exanthema following 
ex p osure to heat

▪ Small keratin cysts consisting of small white 
p a p ules

▪ Blockage of the ec c rine sweat ducts in hot 
and/or humid environments

▪ Usually in new-borns and can a p p ear after 
skin trauma or inflammation

▪ No treatment required, but can b e removed  
with a sterile need l e



SEBACEOUS GLAND HYPERPLASIA

▪ Benign hamartomatous 
enlargement of the seb a c eous 
g l a nds

▪ Turnover of seb oc yt e cells within 
the g l a nds d ec reases with 
increasing a g e,  leading to 
hyperplasia

▪ Immunosuppressed patients with 
ciclosporin

▪ Muir–Torré syndrome



LIPOMA
▪ Common b enign tumor

of subcutaneous soft-tissue, ma de 
up of mature fat cells

▪ Slow-growing round, 
soft, ru bbery tumor

▪ Typical locations a re head, nec k, 
shoulders, and b a c k

▪ Asymptomatic

▪ Surgical excision can b e 
c onsidered in (pain, cosmetic, 
g row  rapidly or firm on 
palpitations)



EPIDERMOID CYSTS

▪ Soft, well-defined, mobile, firm, 
painless nodules

▪ Lined b y stratified squamous 
epithelium and contains keratin

▪ There ma y b e an obvious central 
punctum

▪ T h ey ma y b ec ome inflamed or 

infected causing discomfort and 
d isc harge

▪ Tx; completely ex c ised or 
removed b y punch extrusion



PILAR CYSTS

▪ Resemble epidermoid cysts but 
they d o not h a ve a punctum

▪ D erived from hair follicles

▪ Ap p ea rs on scalp, multiple



KELOID SCARS
▪ Be ni gn t umour of de rma l fi brob l a s t s t hat form a t t he s i t es of s ki n  

t ra uma

▪ i nc re a s e d s ynt he s i s a nd unorga n i ze d de pos i t i on of c o l l a ge n t ype  
I a n d I I I a nd fi brobl ast s pro li ferat ion

▪ Browni s h-re d s c a r t i s s ue of v a ryi n g c ons i st e nc y (soft or
ha rd) wi t h c l a w-l i ke a ppe a ra nc e t hat g r ows b e y ond t he bounda r i e s 
o f t he or i gi na l l e s i on, prur i tus, pa i n

▪ Don’ t r e g re ss

▪ Tre a t me nt

▪ Me di c a l t he ra py

▪ Fi rs t -l i ne t re atme nt : i nt ral esi onal

s t e ro i ds i n je ct ion →↓ s c a r t h i c ke ni ng, a nd  
re l i e ve s pa i n a n d prur i tus, i f p re se nt

▪ Si l i c one g e l s he et s

▪ C o m p re ss i on t he rapy

▪ S u r g e ry

▪ C r y o t he ra py

▪ L a s e r t re a tment

▪ Surgi c a l e xc i s i on ( m a y b e c ombi n e d wi th ra d i ot he rapy)

▪ L i ght t he ra py



Premalignant and Malignant skin tumors

●Introduction :

→ Benign Vs. Malignant

→Most common type of cancers

→ Sun exposure → Important role

→When to suspect changing to 
Malignancy ?
-Suddenly grow rapidly
-Becomes Painful
-Becomes inflamed

● Premalignant skin tumors:
- Actinic Keratosis (AK)
- Bowen’s Disease

●Malignant skin Tumors :
- Basal cell carcinoma (BCC)
- Squamous cell carcinoma (SCC)

●Mole/naevi Benign or Malignant???

●Melanoma

● Cutaneous Lymphoma



Actinic Keratosis (AK)

▪ dry scaly patches of skin that have been damaged by 

the sun.

▪ Occurs in exposed skin (face, bald scalp and dorsal 

hands) → Outdoors workers.

▪ Irregular edge and less than 1cm

▪ Histologically, AKs have altered keratinization, which 

may lead to dysplasia and eventually invasive 

squamous cell carcinoma (SCC).

▪ Mx: Cryotherapy →Cure rates 70%



Bowen’s Disease

▪ It is SCC carcinoma in situ, SCC occurs in the epidermis 
with no evidence of dermal invasion.

▪ Elderly. 
▪ Trunk and limbs.
▪ Risk factors: (solar radiation, HPV16, radiotherapy and 

arsenic ingestion)
▪ Clinical features: 1.well‐defined, erythematous patches 

with slight crusting 2. Lesions enlarge slowly and may 
reach up to 3 cm in diameter

▪ Dx: Biopsy 
▪ Tx: excision, curettage and cautery, cryotherapy, 5‐FU, 

imiquimod 5% and PDT



Basal cell carcinoma (BCC)

▪ Most common type of skin cancer 
▪ Rolled edge
▪ Risk factors: 
1. Age
2. Fair skin
3. UV exposure
4. Radiation 
5. Immunosuppression 
6. History of BCC Gorlin’s syndrome.

▪ Many types of BCC → Biopsy.
▪ Tx: Surgical excision with clear margins. 



Squamous cell carcinoma (SCC)

▪ Second most common form of skin cancer after BCC.
▪ Dysplastic proliferation of the keratinocytes 
▪ De novo or from an existing lesion (AK or Bowens’)
▪ Same risk factors as BCC + Chronic scars or ulcers 

(Marjolins’ ulcer) /Immunosuppressed –HPV PTs
▪ usually nodular with surface changes including 

crusting, ulceration, or the formation of a cutaneous 
horn.

▪ No need for metastasis work up in both BCC and 
SCC except in very large lesions. (check always 
regional lymph nodes for local metastases)

▪ Tx: Surgical excision with 4-6mm margin.



Mole / Naevi Benign or Malignant ???

Naevus (mole) = nest => Proliferation of Melanocytes

By ABCDE approach,  Why to know? 
Because 50% of superficial spreading melanomas arise from 
preexisting mole. 

A: Asymmetry ( Draw lines from center)
B: Border

C: Color….. Variation of color raise the suspicion of malignancy 

D: Diameter… exception is large congenital nevi

E: Evolving (increase in size)

Hairy lesions??

* Hairy nevi usually aren’t 

malignant, but they increase 
the risk of malignancy.

Before we talk about 
melanoma, How do you 
differentiate between 
benign and malignant 
nevus?



Melanoma

▪ Invasive malignant tumor of melanocytes
▪ 4% of skin tumors, but responsible of 75% 

of skin cancers deaths (Most serious)
▪ Risk factors: (solar radiation, light skin tones, poorly 

tanning skin, red or fair‐coloured hair, light‐coloured eyes, 
female sex, older age, a personal or family history of 
melanoma, and congenital defect of DNA repair (xeroderma 
pigmentosum). giant congenital melanocytic naevi, multiple 
common moles, actinic lentigines, and change in a mole)

▪ Prognosis depends on the depth to which 
the melanoma has penetrated below the 
base of the epidermis (Breslow thickness)

▪ Ulceration, lymph node involvement and 
skin metastases are associated with a poorer 
prognosis

●Mx + Tx :
▪ First step is excisional biopsy with just 2mm 

free margin
▪ Then, wide local excision margins will be 

guided by the Breslow thickness 
(determined histologically) as well as any 
potential risk for lymph node involvement. 

▪ If no lymph nodes are palpable but the 

Breslow thickness is greater than 1 mm, 
then the patient may be offered sentinel 
lymph node biopsy (SLNB)

▪ Patient with stage 4 disease could have one 
of the followings: immunotherapy, targeted 
therapy, cytotoxic chemotherapy and 
melanoma vaccine (trial therapy)



Types of Melanoma

Types of Melanoma (5x)
▪ Superficial Spreading 

melanoma (most common)

▪ Lentigo maligna melanoma
▪ Nodular melanoma
▪ Acral melanoma
▪ Amelanotic melanoma

Superficial 
Spreading 
melanoma 

Amelanotic 
melanoma

Acral 
melanoma



Cutaneous Lymphoma

● results from abnormal T or B lymphocytes invading the 
skin.

●Most common type of CTCL is mycosis fungoides (MF)
Scaly erythematous patches / plaques on the skin esp. trunk 
and buttock area / may be itchy or asymptomatic
Tx: mild topical steroid or antifungal creams.
Lesion remain stable for many years but eventually may 
transform to tumor stages disease.

●Mx : depends on the type , but general rule → low grade 
solitary lesion => surgical excision / Multiple lesion => 
Chemotherapy.




