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1 Prevention1

The key to reducing your risk of developing a skin cancer is to 
be cautious about how much sunlight your body is exposed to 
and to understand ways of preventing damage to your skin.

 � Protect yourself from the sun during times of high 
ultraviolet (UV) radiation. Refer to www.cancer.org.au or 
www.bom.gov.au for more information on the UV index 
your local area.

 � Wear protective clothing, a hat and sunglasses when out.
 � Apply broad spectrum water-resistant sunscreen SPF 30 

(or higher) liberally to exposed skin areas, and always 
reapply after swimming or heavy exercise.

 � Try to utilise natural shade areas where possible.
 � Regularly check your skin for any new spots, or changes 

in colour and appearance in existing spots.
 � Have a doctor examine any suspicious spot as soon as 

possible.

2 Early detection
It is important to visit the doctor regularly to have your skin 
checked. This includes areas routinely exposed to the sun and 
those areas which only have intermittent sun exposure. It is 
widely agreed that early detection of skin cancer can lead to a 
cure in 99% of cases, and the rise in survival rate is thought to 
be due to treatment at an earlier stage.

3 Skin changes
Skin cancers can look harmless and are often not painful. 
New spots, existing sores or lumps which don’t heal within 
a month, or any mole or freckle that grows or alters, are all 
important changes that should be reported to your doctor as 
soon as possible.

4 Treatment
If a skin cancer is found, the treatment will vary, depending on 
the location, the type of skin cancer that was diagnosed and 
the thickness of the lesion. Taking these factors into account, 
your own doctor is best able to advise you on the most 
appropriate treatment.
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How can I reduce the 
likelihood of a skin 
cancer forming?

What is skin cancer?
A skin cancer is the uncontrolled growth of abnormal cells in the 
skin. These abnormal cells usually arise from prolonged exposure to 
sunlight, which can alter the genetic makeup of the cells, causing the 
cells to mutate. These mutated cells then continue to replicate and a 
skin cancer can form.

Australia has the highest rate of skin cancers in the world and this is 
attributed to the warm, sunny climate, perfect for outdoor activity.

It is not surprising, that most skin cancers occur on areas frequently 
exposed to the sun, for example, the face, arms and legs.

The three main types of skin cancer are:

 � Basal cell carcinoma (BCC)

 � Squamous cell carcinoma (SCC)

 � Melanoma

What happens to your skin 
lesion?
Your doctor will sample or surgically remove the lesion and place it 
into a container of formaldehyde solution. This solution preserves the 
tissue, in order to retain its original characteristics.

Once the specimen reaches our laboratory, it undergoes a series 
of processing steps. This prepares your sample for a pathologist to 
examine and send the diagnosis to your doctor.

Our specialist pathologists
Our pathologists are specialists, and their experience and 
commitment to professional development results in a broad range 
of expertise that can assist in the diagnosis and management of your 
skin condition.

Many disciplines of pathology contribute to the diagnosis of disorders 
of the skin and it is this collaboration that ensures doctors and 
patients receive accurate and reliable results.



What does your diagnosis mean?
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 � Invasive melanoma
 � Can occur on or in any part of the body.
 � May appear as a new spot or arise in an existing 

mole or freckle that changes shape, colour, or size.
 � The risk of metastasis (spread to lymph nodes 

and other organs) depends on how deeply the 
melanoma cells invade the skin.

 � A wide excision may be required.
 � Variants include nodular, desmoplastic, spitzoid, 

mucosal, spindle and ocular.

 � Melanoma in situ
 � Often arise on the sun-exposed skin of older people.
 � Appears as an irregular, usually flat coloured patch 

of skin.
 � An early form of melanoma.
 � Variants include superficial spreading melanoma, 

lentigo maligna melanoma, acral (palms and soles) 
and lentiginous melanoma.

 � Left untreated will slowly increase in size.
 � Development of thickening or a nodule is indicative 

of the lesion progressing to invasive melanoma.

Melanoma

 � Keratoacanthoma
 � May appear as a pink or flesh coloured lump  

with a central ‘plug’.
 � Most commonly found on the, neck, hands, legs 

and forearms. 
 � Typically they grow quickly over a few weeks and 

may spontaneously resolve.

 � Verruca
 � Due to infection by the human papillomavirus.
 � Variety of presentations and can arise at any age.
 � Dermatoscopic examination useful to exclude 

lesions such as seborrhoeic keratosis.

Benign lesions

 � Seborrhoeic keratosis
 � Common benign skin lesion.
 � Appears from middle age onwards.
 � Flat to raised in appearance.
 � Colours may vary - light, dark or mixed, from    

grey-brown to black lesions.

 � Dysplastic naevus
 � Usually appears after puberty.
 � May be difficult to distinguise from melanomas.
 � Patients with large number of moles (of any type) 

have a greater risk of developing a melanoma.

 � Solar lentigo
 � Skin arising in sun-damaged skin.
 � Appears as darker patch, colour and size varies.
 � Commonly occurs after 40 years of age.

 � Lichenoid keratosis
 � Typically a quickly developing single patch of 

inflamed and discoloured skin.
 � Commonly found on the trunk, back of hands, 

and head and neck.
 � Lesions usually resolve several weeks or months 

later.

 � Superficial basal cell carcinoma
 � Can present as a red, scaly patch.
 � Often appear on the trunk, upper extremities, 

and other sun-exposed areas.
 � The multifocal variant can present a challenge 

in the assessment of adequate surgical 
margins.

 � Intraepidermal carcinoma/ 
 Bowen’s disease/squamous cell      

carcinoma in situ
 � Common superficial skin cancer.
 � Presents as one or more uneven scaly lesions.
 � Often arises on sun-exposed sites of the ears, 

face, hands and lower legs.
 � Risk of invasive SCC is low.

 � Solar keratosis
 � Very common.
 � A precursor of squamous cell carcinoma in 

some cases.
 � May appear as scaling, red patches in                  

sun-exposed areas.

Non-melanoma skin cancers

 � Nodular basal cell carcinoma
 � 80% of lesions are found on the head and 

neck, while approximately 15% develop on 
the shoulders, back or chest.

 � May appear as a lump or sore that doesn’t 
heal.

 � Often pale, pearly, or red in colour.
 � Sometimes pigmented in patients with darker 

skin.

 � Infiltrative/morphoeic/micronodular 
basal cell carcinoma

 � Sub-types of basal cell carcinoma that can be 
associated with a higher rate of recurrence 
and perineural invasion.

 � Often has clinically indistinct borders.

 � Squamous cell carcinoma
 � Occurs mainly on sun-exposed sites including 

the face, lips, ears, hands, forearms and lower 
legs.

 � May appear as a raised red spot or sore which 
won’t heal.

 � Often painful and tender.
 � Risk of recurrence and metastasis increases in 

lesions >20mm; when on lips, ears, face, hands, 
feet, genitalia; immunosuppressed; >2mm thick.


