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What is the Role of the Dermatologist in the Management of Skin Cancer? 

 

In 1096 William, Archbishop of Rouen, France prohibited the wearing of a beard, 

sparking a prosperous age for those who took on a career as a barber.  As the fashion 

spread throughout Europe, the barbers came to be held in high regard and common 

people and Royalty alike trusted the barbers’ ability in not only shaving and 

haircutting, but to slice off unsightly skin growths that had developed.  The barber-

surgeons were also thought to have expertise in the areas of blood-letting, 

cauterisation, wound-closure and tooth extraction.  The Company of Barbers guild 

merged with surgeons by order of Henry VIII in 1540 and came under the name of 

United Barber-Surgeons Company in England.1   

 

The barber-surgeons were the first surgical dermatologists and despite probable sepsis 

by way of their unsanitary techniques, it is also likely that they inadvertently excised 

malignant lesions.  Today, skin cancer management is a multidisciplinary endeavour 

by dermatologists, plastic surgeons, pathologists, cancer physicians, surgical 

oncologists and radiologists.  In the Western world it is also a public health concern 

where fair skin and increased sun exposure has caused melanoma incidence to 
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increase in the UK from 6.4 to 47.1 per 100,000 of the over 65 population between 

1975 and 2005.2   

 

The role of the surgical dermatologist in skin cancer management involves; 

examination, clinical diagnosis, biopsy, surgical excision, appropriate treatment of 

draining lymph nodes, follow up and managing metastatic disease.  Patient 

communication is essential in order to educate patients on appropriate behaviour in 

the sun and on self-examination.  It is also paramount importance when breaking bad 

news, or indeed giving reassurance when a lesion is benign.   

 

For the UK dermatologist, skin cancers will be a feature of many of the differential 

diagnoses. Their role therefore is to primarily identify the lesion based on clinical 

features and history.  Though incidence in skin cancer has increased in recent years, a 

decrease in tumour thickness has also been reported,3 representing improved early 

clinical recognition and therefore a more optimistic prognosis for the patient.4   

  

If one suspects a malignant tumour, a biopsy to confirm or refute suspicions can be 

particularly useful when the larger lesion could prompt an unnecessarily wide 

excision requiring complex closure.  Before biopsy or surgery, the patient must be 

fully informed of recovery and follow up protocol, and the likelihood of bleeding, 

scarring, or the need for further procedures.  When taking a pre-operative history, it is 

useful to determine if the currently patient has hypertrophic or keloid scars as this 

may occur at incision sites of prone patients.   
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Different skin biopsy techniques exist.  A shave biopsy is employed for benign lesions 

whereas a punch biopsy is suitable for biopsies of some tumours.  Both however are 

limited in assessing only the upper levels of the lesion.  Full-thickness incisional 

biopsies or excisional biopsies allow the pathologist to examine the whole depth of 

the tumour and its edges.  This is the method of choice for suspected melanoma and 

for differentiating between keratoancanthoma and squamous cell carcinoma.5  The 

ellipse excisional biopsy is the most commonly used technique when assessing skin 

cancer as it allows the pathologist to examine the edge of the specimen and comment 

on the progression of pathology from normal skin to tumour.  The shape of the 

excised tissue also lends itself to straightforward wound-closure, though additional 

absorbable subcutaneous sutures may be necessary for larger excisions. 

 

Management depends on cancer type, site and size of the lesion, tumour staging and 

wishes of the patient; though a common characteristic of management in all skin 

cancers is excision.6 7 8  Practice in dermatological surgery has grown over the last 25 

years due to an increase in skin cancers which require surgical treatment.9  

Furthermore, as skin cancer incidence increases with age, prevalence too is only set to 

rise with the increasing elderly population.10 

 

Basal Cell Carcinoma (BCC) is the most common skin tumour in Europe and 

Australia11 and is usually seen in the head and neck, where anatomical location may 

favour the development of a particular subtype.12  Sun exposure is the major risk 

factor and so it is most often seen in elderly Caucasians. Typically inspection shows a 

skin-coloured nodule with a ‘pearly’ quality.  It is soft in consistency and therefore 

easily injured by minor trauma such as shaving.  The term ‘rodent ulcer’ is used to 
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describe the then ulcerated surface of the tumour.  Once ulceration occurs, secondary 

bacterial infection can lead to irritation and discharge - requiring topical antibiotics 

prior to surgery.  BCC rarely metastasises13 but is a locally infiltrative and destructive 

tumour; therefore non-treatment is not an option.   

 

Simple primary nodular BCCs may be removed by curettage and cautery, however the 

wound heals with an unsightly pale, depressed scar and as such C&C is only suitable 

for BCCs in areas where this is not a concern.  This is also not a suitable option for 

recurrent BCC with overall 5 year cure rates around 60%14 

 

Surgical excision is appropriate for the majority of BCCs and the tissue can be 

examined histologically to confirm the diagnosis and assess adequate tumour margins.  

BCCs which are well-defined and less than 2cm in diameter require an excision 

including a 4mm margin of normal surrounding skin to excise the tumour completely 

in 98% of cases.15   

 

Mohs micrographic surgery (MMS) was first developed in 1938 and refined by its 

inventor Frederik Mohs into the modern technique in the 1970s.16  Excised skin with 

narrow margins around the visible tumour is stained and examined under the 

microscope by the Mohs surgeon or pathologist.  If no free margin of uninvolved skin 

is seen, further serial excision continues until the complete circumference of the 

excised edge can be said to be tumour-free.  Mohs achieves the lowest recurrence 

rates for BCC.17  It is particularly appropriate for treatment of recurrent, poorly 

defined, histologically aggressive, incompletely excised, large tumours and those 

arising in areas such as the face where preservation of normal skin is important for an 
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optimum cosmetic result.18  The excised tissue may be frozen or formalin-fixed (slow 

Mohs); the latter may be processed automatically and therefore requires less 

technician time than frozen tissue, but this is at the expense of a longer waiting time 

for the patient.19  Though it is the treatment of choice for recurrent BCC, Mohs’ 

procedure is more time-consuming and expensive than standard surgical excision.  

Debate remains on whether MMS should be used for primary tumours as standard 

surgical excision remains a highly effective option following histologically complete 

excision with a less than 2% recurrence after 5 years.20   

 

Squamous Cell Carcinoma (SCC) is the second most common skin cancer but the 

most common skin cancer in darker skin.21  It is derived from the epidermal 

keratinocytes or epidermal appendages and is locally invasive. The potential to 

metastasize is associated with immunosuppressant therapies, size of the tumour, 

tumour growth rate and location.22  Risk factors include human papilloma virus 

infection which is known to be associated with squamous cell carcinoma of the 

genitalia, and may have a role in the development of cutaneous SCC.23 Chemical 

carcinogens such as arsenic and chromium may also contribute to SCC development, 

and exposure should be determined when taking a history.  In the 1940s and 50s, 

ionising radiation was used to treat skin conditions such as acne and dermatitis with 

resultant development of SCC.24  Patients with albinism are more likely to develop 

early-onset skin tumours, especially SCC25, which are most frequently seen on the 

ear, lip and dorsa of the hands and appear as a wart-like or crusted nodule which is 

tender on palpation. Surgical excision for small tumours should be removed with a 3-

5mm margin with larger margins for larger tumours.26  High risk tumours are best 

excised by wide excision or Mohs surgery with adjuvant radiation therapy.  These 
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patients should be kept under review for 5 years due to a higher risk of regional and 

local recurrence.  For patients with Xeroderma pigmentosa, multiple SCCs may 

develop.  Surgery may not be the best option in this case and systemic retinoids 

should be considered to impede the development of new lesions.27  Intraepidermal 

carcinoma or Bowen’s disease may resemble SCC and in fact may progress to 

invasive SCC on rare occasion.28 

 

Merkel Cell Carcinoma (MCC) is aggressive, with a tendency toward local recurrence 

with lymph node involvement. Guidelines for treatment have not been standardised 

due to the rarity of the condition, though a multimodality approach is favoured with 

wide local excision (3cm margin) being appropriate if feasible, sentinel lymph node 

dissection and radiotherapy to eliminate the high incidence of regional metastases.29   

 

Malignant melanoma arises from the melanocytes of the epidermis and can be 

identified using the Glasgow 7-point or the American ABCDE methods.  

 

 

 

 

 

 

 

 

 

 

Major Features Minor Features 

Change in Size Diameter > 7mm 

Irregular Shape Inflammation 

Irregular Colour Oozing 

 Change in sensation 

A  Asymmetry 
B  Border Irregularity 
C  Colour Variation 
D  Diameter > 6mm 
E  Evolving (i.e. growth, changing appearance) 
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Commonly recognised risk factors include sun exposure, blistering sunburn, 

Fitzpatrick skin type 1, common moles and genetic influences such as congenital 

melanocytic nevi and CDKN2A and CDK4 gene mutations. 30 31 32 Ultraviolet B 

radiation is important in causing both sunburn in the short term, and in the long-term 

development of skin cancer.33  Psoralen plus ultraviolet A therapy is used in the 

treatment of psoriasis, though number of treatments and dose are limited due to an 

increased long-term risk of developing skin cancer.34  Dermatoscopy allows closer 

inspection of the lesion and an initial assessment that is clinically suspicious of 

melanoma should include a full skin examination including the soles of the feet and 

subungal areas. 

 

Melanoma can be separated into 4 categories; superficial spreading, nodular, lentigo 

maligna and acral melanomas.  Superficial spreading malignant melanoma comprises 

around 80% of all melanomas in Caucasians, while acral melanoma of the palms and 

soles is the rarest in Caucasian skin, but the commonest in Asian skin.35 Melanoma 

should be graded by the TNM staging classification36, where tumour classification is 

ascertained using Breslow thickness - the distance between the granular layer of the 

skin to the deepest tumour cell.37 Recommended excision margins increase with 

tumour thickness, with the deep excision margin extending through adipose tissue and 

down to, but not including, the deep facia.38 

 

Skin cancer excision presents the surgical dermatologist with a resultant skin defect.  

Several options are available and the method of wound closure should be planned in 

advance of tumour excision.  Where possible, incisions should be made along the 

natural lines of the face known as relaxed skin tension lines.  Scarring along these 
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lines tend to be finer and less obvious, whereas incisions made perpendicular to these 

lines leave wider noticeable scars.39  As the size of the skin deficit increases, the 

higher the dermatologic surgeon must climb the ‘reconstructive ladder’ to 

appropriately close the wound.  Small defects may be dressed and left to heal by 

second intention in areas where suture may give rise to distorted edges.  Primary 

closure using buried dermal absorbable sutures and skin level sutures maintains skin 

apposition and equalises tension across the wound.  Steri-strips™ give extra support 

to the wound and be applied in addition to sutures, or after the sutures are removed.40  

Split-thickness and full-thickness skin grafts may be used to cover larger defects 

where common donor sites are the buttock, abdomen or thigh.41  In the face however, 

it is better to use local skin flaps where possible as it gives a better colour match for 

an optimum aesthetic result.  The type of skin flap used will depend on the site of the 

deficit and traditional flaps may need to be tailored to the individual wound.  

 

There has been a dramatic increase in the need for skin cancer treatment since the 

1960s and as such, dermato-oncology and surgical dermatology have evolved into 

widely represented sub-specialties.  Though melanoma incidence is projected to 

increase, survival is decreasing due to an increased public awareness and improved 

clinical and surgical management.  Maintaining this standard of clinical practice is 

imperative for furthering the improvements in skin cancer management in order to 

cope with the projected increasing demand.  For the surgical dermatologist, this will 

include continuing education in current research, management protocols and the 

newest surgical techniques. 

Word count: 1971 

Word count including titles, tables and references: 2883 



 

 9

                                                
1 History of Barbers [homepage on the Internet].  [cited 2009 Mar 2]; Available from 
http://www.barberpole.com/artof.htm  
2 Cancer Research UK [ UK skin cancer incidence statistics].  [cited 2009 Mar 9]; Available from  
http://info.cancerresearchuk.org/cancerstats/types/skin/incidence/ 
3 Garbe C, McLeod GRC, Buettner PG.  Time trends of cutaneous melanoma in Queensland, Australia 
and Central Europe.  Cancer 2000;  89(6): 1269-78 
4 Breslow A. Thickness, cross-sectional areas and depth of invasion in the prognosis of cutaneous 
melanoma.  Annals of  Surgery 1970; 172: 902-8. 
5 Finlay, AY and Chowdhury M.  Specialist Training in Dermatology.  Oxford: Mosby 2007 p220 
6 Telfer, NR, Colver GB and Morton CA.  Guidelines for the management of basal cell carcinoma. 
British Journal of Dermatology 2008; 159: 35-48 
7 The British Association of Dermatologist [Squamous Cell Carcinoma], [cited 2009 Feb 26]; 
Available from http://www.bad.org.uk//site/739/default.aspx  
8 Buxton PK.  ABC of Dermatology. 4th Edition.  London: BMJ Books, 2003 p.62 
9Finlay, AY and Chowdhury M.  Specialist Training in Dermatology.  Oxford: Mosby 2007 p217 
10 Cancer Research UK [malignant melanoma incidence by age and sex], [cited 2009 Mar 5]; Available 
from http://info.cancerresearchuk.org/cancerstats/types/skin/incidence/#age  
11 Gilbody JS, Aitken J, Green A. What causes basal cell carcinoma to be the commonest cancer?  
Australian Journal of Public Health 1994; 18: 218-21   
12 Betti R, Radaelli G, Mussino F, Menni S, Crosti C.  Anatomic location and histopathologic subtype 
of basal cell carcinomas in adults younger than 40 or 90 and older: any difference?  Dermatologic 
Surgery 2009;  35(2): 201-6 
13 Lo JS, Snow SN, Reizner GT.   Metastatic basal cell carcinoma: report of twelve cases with a review 
of the literature.  Journal of the American Academy of Dermatology 1991; 24:715-19 
14 Rowe DE, Carroll RJ, Day CL.  Mohs surgery is the treatment of choice for recurrent (previously 
treated) basal cell carcinoma.  Journal of Dermatologic Surgery and Oncology 1989; 15: 424-31 
15 Finlay, AY and Chowdhury M.  Specialist Training in Dermatology.  Oxford: Mosby, 2007 p238 
16 Mohs FE.  Chemosurgery for skin cancer: fixed tissue and fresh tissue techniques.  Archives of 
Dermatology 1976; 112: 211-15 
17 Smeets NW, Krekels GA, Ostertag JU, Essers BA Dirksen CD, Nieman FH et al.  Surgical excision 
vs Mohs micrographic surgery for basal-cell carcinoma of the face: randomised controlled trial.  The 
Lancet 2004; 364(9447): 1766-72 
18 Swanson NA.  Mohs surgery.  Technique, indications, applications and the future.  Archives of 
Dermatology 1983; 119: 761-73 
19 Lawrence CM, Haniffa M and Dahl MGC.  Formalin-fixed tissue Mohs surgery (slow Mohs) for 
basal cell carcinoma: 5-year follow-up data.  British Journal of Dermatology 2009; 160: pp573-580 
20 Griffiths RW, Suvarna SK, Stonne J.  Do basal cell carcinomas recur after complete conventional 
surgical excision?  British Journal of Plastic Surgery 2005; 58: 795-805 
21 Finlay, AY and Chowdhury M.  Specialist Training in Dermatology.  Oxford:  Mosby, 2007 p201 
22 Finlay, AY and Chowdhury M.  Specialist Training in Dermatology.  Oxford:  Mosby ,2007 p201 
23 Alam M and Ratner D.  Review Article: Cutaneous Squamous-Cell Carcinoma.  New England 
Journal of Medicine 2001; 344: 975-983 
24 Johnson TM, Rowe DE, Nelson BR, Swanson NA. Squamous cell carcinoma of the skin (excluding 
lip and oral mucosa). Journal of the American Academy of Dermatology 1992; 26: 467-484 
25 Gawkrodger DJ. Dermatology an illustrated colour text.  2nd Edition.  Edinburgh: Churchill 
Livingstone, 1997  p. 70 
26 Buxton PK.  ABC of Dermatology.  4th Edition.  London: BMJ Books, 2003 p.62 
27 Smit JV, Sevaux RGL, Blokx WAM, van der Kerhof PCM, Hoitsma AJ, Jong EM.  Acitretin 
treatment in (pre)malignant skin disorders of renal transplant recipients: histologic and 
immunohistochemical effects.  Journal of the American Academy of Dermatology 2004; 50: 189-96 
28 MacKie, RM.  Clinical Dermatology.  5th Edition.  Oxford: Oxford University Press, 2003 p.339 
29 Eng TY, Boersma MG, Fuller CD, Goytia V, Jones WE 3rd, Joyner M et al.  A comprehensive 
review of the treatment of Merkel cell carcinoma.  American Journal of Clinical Oncology 2007; 30(6): 
624-36 
30 Cancer Research UK [Melanoma risks and causes].  [cited 2009 Feb 24], Available from 
http://www.cancerhelp.org.uk/help/default.asp?page=3006  
31 DeDavid M, Orlow SJ, Provost N, Marghoob AA, Rao BK, Huang CL, et al.  A study of large 
congenital melanocytic nevi and associated malignant melanomas: review of the case in the New York 



 

 10

                                                                                                                                       
University Registry and the world literature.  Journal of the American Academy of Dermatology 1997; 
36: 409-16 
32 Della Torre G, Pasini B, Frigerio S, Donghi R, Rovini D, Delia D et al.  CDKN2A and CDK4 
mutation analysis in Italian melanoma-prone families: functional characterization of a novel CDKN2A 
germ line mutation.  British Journal of Cancer 2001; 85: 836-44 
33 Buxton PK. ABC of Dermatology.  4th Edition.  London: BMJ Books, 2003 p70  
34 Gawkrodger DJ. Dermatology an illustrated colour text.  2nd Edition.  Edinburgh: Churchill 
Livingstone, 1997 p101 
35 MacKie, RM.  Clinical Dermatology.  5th Edition.  Oxford: Oxford University Press, 2003 p.348 
36 Balch CM, Buzaid AC, Soong SJ, Atkins MB, Cascinelli N, Coit DG et al.  Final version of the 
American Joint Committee on Cancer staging system for cutaneous melanoma.  Journal of Clinical 
Oncology 2001; 19: 3635-48 
37Scottish Intercollegiate Guidelines Network.  72 Cutaneous Melanoma a national clinical guideline.  
SIGN; 2003 p19 
38 Scottish Intercollegiate Guidelines Network.  72 Cutaneous Melanoma a national clinical guideline.  
SIGN; 2003 p18 
39 Weerda H.  Reconstructive facial plastic surgery – a problem solving manual.  New York: Thieme, 
2001 p7 
40 Gawkrodger DJ. Dermatology an illustrated colour text.  2nd Edition.  Edinburgh: Churchill 
Livingstone, 1997 p104 
41 Weerda H.  Reconstructive facial plastic surgery – a problem solving manual.  New York: Thieme, 
2001 p10 


