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The number of skin neoplasms described are numerous and varied.  A convenient way to classify such tumors is based on their cell of origin.  Therefore, there are tumors derived from keratinocytes, melanocytes, fibroblasts, endothelial cells, etc.  Most tumors of the skin are benign, however, some malignant tumors can have serious life‑threatening consequences.

EPIDERMAL TUMORS
Seborrheic keratoses
These are common, benign tumors present in a large percentage of the population over the age of 40 and may occur anywhere in the body.

Gross
‑
A round, flat, greasy appearance.

‑
Small pore‑like ostia, filled with keratin, can be seen within the lesion.

‑
Multiple lesions may be seen as a part of a paraneoplastic syndrome (sign of Lesser Trelat).

Microscopic
Symmetrical sheets of small cells containing small keratin‑filled cysts.  ‑  Numerous sub‑types are identified including irritated, clonal, reticular and inverted follicular keratosis.

Actinic Keratosis
These scaly, flat lesions are present on sun‑damaged skin and have pre‑malignant potential.  They are commonly located on the head and neck.

Gross
‑
Red, flat, scaly lesions.

‑
Occasionally may be very keratotic, forming a cutaneous horn.

Microscopic
‑
The lesions show the following three features:

1.  Parakeratosis;

2.  Maturation disarray of epidermal cells.

3.  Solar elastosis.

Squamous Cell Carcinoma
This is an extremely common tumor, presenting on sun‑exposed skin in older individuals.  While exposure to ultraviolet radiation is an important factor in many of these lesions, other predisposing conditions include industrial carcinogens, arsenic, ionizing radiation, chronic fibrosis and chronic ulcers.  These lesions are locally aggressive, but rarely metastasize.

Gross
‑
Keratotic, erythematous lesions.

Microscopic
‑
Full thickness squamous dysplasia of the epidermis (squamous cell carcinoma in situ)

‑ 
If tumor extends into dermis, the tumor is classified as invasive.

‑
May be associated with adjacent actinic keratosis.

‑
Ano‑genital carcinomas are associated with the presence of human papillomavirus (HPV) infection.

Basal Cell Carcinoma
Basal cell carcinoma is a common tumor, generally present on chronically sun‑exposed skin.  There is a well known association with exposure to ultraviolet radiation.  These tumors are slowly growing and as with squamous cell carcinoma, rarely metastasize.

Gross
‑
Basal cell carcinoma often presents as a "pearly papule" containing prominent dilated blood vessels.  Such lesions typically occur on the face.

‑
The other variant presents as a flat erythematous plaque on sun protected areas.

Microscopic
‑
Basal cell carcinoma typically originates from the epidermis as basaloid sheets of tumor cells, showing (1) a prominent peripheral pallisade; and (2) tumor retraction from stroma.

‑
Histological variants include solid type, superficial type, morpheaform type and fibroepithelioma of Pinkus.

Merkel Cell Carcinoma
A rare tumor in the skin, resembling a pulmonary small cell carcinoma.  They are thought to arise from Merkel cells within the epidermis.  Grossly, they are fleshy, solitary nodules.  Microscopically, they are composed of nests and cords of small blue cells, that show neuroendocrine differentiation.

TUMORS OF MELANOCYTIC ORIGIN
Freckle
Freckles are common, flat pigmented lesions, occurring in light skinned individuals, that typically darken on exposure to sunlight.  Microscopically, increased amounts of melanin pigment are seen within basal keratinocytes.

Lentigo
A lentigo is also a flat pigmented lesion similar in appearance to a freckle, however, it does not typically change color on exposure to sunlight.  The essential histological feature is benign melanocytic hyperplasia confined to the basal cell layer of the epidermis.

Common Acquired Nevus
Common acquired nevi (moles) are present in virtually everyone.  They typically appear in childhood as flat brown lesions and later become somewhat polypoid.  These are benign lesions and show no increased incidence of malignant transformation.

Gross
‑
Small macular brown lesions, progressing to a dome shaped morphology and finally a polypoid morphology.

Microscopic
‑
The microscopic correlate to the above mentioned gross findings are as follows:

1.
junctional nevus (flat);

2.
compound nevus (dome shaped);

3.
benign intradermal nevus (polypoid).

Congenital Nevicellular nevi
Such nevi are present at birth.  They vary in size from 1.5 cm in diameter to occupying a large percentage of a patient's body surface (bathing trunk nevi).  Such large nevi are said to have an increased risk of malignant transformation.  Microscopically, congenital nevi show prominent invasion of neurovascular bundles and skin appendages.

Spitz nevi
This lesion typically occurs in childhood as a domed shaped pink papule.  Their primary importance is in the recognition that these lesions are benign, but because of their disturbing microscopic appearance have been misclassified as melanoma.  Typically, under the microscope, large plump epithelial cells are seen in the superficial dermis.  Melanoma in childhood is extremely rare, therefore a diagnosis of melanoma in childhood should be regarded with some suspicion.

Blue Nevus
Blue nevi are nevicellular nevi consisting of dendritic melanocytes within the dermis.  Clinically, they are dome shaped, blue to black papules.  Microscopically, they may be sparsely cellular with abundant collagen (common blue nevus), or extremely cellular forming fascicles (cellular blue nevus).

Dysplastic nevi
Dysplastic nevi are large irregular moles, which have been associated with an increased incidence of melanoma.  Occasionally, patients may present with hundred such lesions, and a personal and/or family history of melanoma and have been called the BK mole syndrome, or the dysplastic nevus syndrome.  Microscopically, dysplastic nevi show the following:  (1) melanocytic hyperplasia along the dermal/epidermal junction (lentiginous hyperplasia);  (2) dermal fibrosis, lymphocytic infiltrate, and dermal melanophages; and (3) (most important) ‑ cytological atypia.

Malignant melanoma
Malignant melanoma is an increasingly common tumor.  It is predicted that by the year 2,000 that 1:90 individuals will develop a melanoma in their lifetime.  Melanoma often strikes young individuals and can metastasize at a very early stage.  Most of these tumors arise de novo, however, 30% arise within a pre‑existing nevus.  Their early clinical detection can lead to a 100% cure.  Malignant melanoma occurs both on sun exposed and sun protected skin.  However, the sun plays a significant role in the pathogenesis of a melanoma.  The other factors include presence of dysplastic nevi, hereditary factors and possibly certain carcinogens.

Gross
‑ 
melanoma is generally an asymptomatic lesion.

‑
Melanoma is variable in color with shades of black, brown, red, blue and white.

‑
Melanomas are often very irregular in outline.

‑
Melanoma may ulcerate or bleed.

Microscopic
‑
Four histological patterns are seen:  (1) superficial spreading type;  (2) lentigo maligna;  (3) nodular melanoma;  (4) acrolentiginous melanoma.

‑
Melanoma may be completely confined to the epidermis (malignant melanoma in situ).

‑
Important prognostic indicators include: (1) depth of invasion (Breslow's depth);  (2) level of dermal invasion (Clark's level);  (3) lymphocytic host reaction;  (4) presence of regression;  (5) epidermal ulceration;  (6) mitotic figures.

Melanoma is treated by resection, and the extent of the tissue removed is directly related to the depth of invasion.

Depth
Metastatic Rate
Treatment

In situ

Less than 0.5 mm

0.5‑1.5 mm

Over 1.5 mm
No metastasis

Less than 2% metastasis

10‑15% metastasis

15‑50% metastasis
5 mm margins on all sides

1 cm margin on all sides

2 cm margin on all sides

3 cm margin, possibly with regional lymph node dissection

TUMOURS OF THE DERMIS
Benign Fibrous Histiocytoma
A benign fibrous histiocytoma, otherwise known as a dermatofibroma, is composed of fibroblasts and histiocytes.  These lesions are tan to dark brown, dome shaped, typically occur on the legs of middle‑aged women.  Microscopically, they consist of spindle shaped fibroblasts arranged in a haphazard fashion, within a sclerotic dermis.  These lesions are completely benign, but may mimic a malignancy.

Kaposi's Sarcoma
Kaposi's sarcoma is a vascular neoplasm, which often presents in the skin.  Recently, its incidence has greatly increased in individuals with AIDS.  Clinically, they present as red‑purple macules or papules.  Microscopically, hyperchromatic spindle shaped cells are seen within the dermis, forming slit‑like spaces filled with red blood cells.

ADNEXAL TUMOURS
The number of adnexal tumours is as wide and varied as any group described in pathology.  Most tumours are benign.  They are classified as to their origin, either from hair, sweat, or sebaceous origin.  Rare malignant variants of benign adnexal tumours have been described.

CUTANEOUS LYMPHOMAS
Mycosis fungoides
Mycosis fungoides (cutaneous T cell lymphoma) is a rare, but interesting lymphoma.  This neoplasm presents in the skin as erythematous scaly plaques, or even erythroderma.  This is a T cell lymphoma that may remain stable in the skin for many years, or have a rapidly progressive course.  Clinically, the lesions often look eczematous  early on, but eventually raised indurated erythematous plaques may develop.  Sezary syndrome is a subtype of Mycosis fungoides, characterized by diffuse cutaneous erythema and circulating cells within the blood.  Microscopically, malignant lymphocytes are present within the dermis and the epidermis (Pautrier's microabscesses). 
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