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indicator of malignancy. 
SCCs may develop from pre-existing

actinic keratosis or intraepidermal
carcinoma (IEC) but can arise on
apparently normal skin. It is important
to remember that SCCs can also
develop within chronic wounds (such
as venous ulcers — Marjolin ulcer) and
scarred skin. SCCs and BCCs on the
legs are often more difficult to diagnose
and may present as a non-specific ulcer.

Although different criteria are set for
defining high-risk BCCs and SCCs, they
are generally based on the size, site,
histological subtype, histological features
of aggression, previous treatment
failure and host immunosuppression.

BCCs very rarely metastasise, but
they can be very destructive locally. 
The majority of SCCs are low risk, but
approximately 5% of SCCs metastasise,
and it is very important that the 
high-risk SCCs are correctly identified
in order that that they can be managed
by an experienced multidisciplinary
skin cancer team. 

High-risk SCC characteristics include:
•Site: on the ear, lip, sites not exposed
to the sun and in chronic ulcers, scars 
or IEC
•> 20 mm in diameter
• > 4 mm in depth
•Poorly differentiated tumours
•Host immunosuppression
•Recurrent disease

IEC, also known as Bowen’s disease
and in-situ squamous cell carcinoma, 
is confined to the epidermis and
therefore noninvasive. However, about
5% develop into invasive SCCs.8 IECs 
tend to present as a well demarcated,
erythematous, scaly patch or plaque 
in sun-exposed sites, see figure 9,
opposite. 

Keratoacanthomas are benign
epidermal tumours, see figure 10,
opposite. They tend to arise in 
sun-damaged skin and grow quickly as
a nodule with a central keratin-filled
crater, often resolving spontaneously in
due course. However, because of the
difficulty in distinguishing them from
well differentiated SCCs, they should be
referred urgently.  

When assessing a patient presenting
with a possible skin cancer, ideally a full
skin examination should be undertaken
in order to identify other incidental
lesions.

FIGURE 3
A superficial BCC

FIGURE 4
This large superficial BCC was treated as
both eczema and psoriasis for many
years prior to referral

FIGURE 1
A small nodular BCC

FIGURE 2
An ulcerated BCC 

Table 1

Morphological features of different types of basal cell carcinoma

Clinical type 
Nodular BCC
see figures 1 and 2, below

Superficial BCC 
see figure 3, below

Pigmented BCC
see figure 5, opposite

Morphoeic BCC 
see figure 6, opposite

Morphological features
Pearl-coloured papule or nodule
Telangiectasia
Tends to glint in reflected light
May ulcerate (rodent ulcer)

Erythematous well demarcated plaque with a shiny
whipcord margin
May easily be mistaken for an isolated patch of
eczema or psoriasis, see figure 4, below, or
intraepidermal carcinoma

Retains pigment
Blue, grey or brownish component
May resemble a melanoma

Waxy, skin-coloured or scar-like plaque
Often occurring on mid-facial sites

‘Tenderness can be
a strong indicator
of malignancy’




