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Cutaneous squamous cell carcinoma
High risk factors, staging and management
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Department of Dermatology, Gachon University, Gil Medical Center
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Cutaneous squamous cell carconoma(cSCC) is a malignant neoplasm derived from suprabasal
epidermal keratinocytes, which is one of the nonmelanoma skin cancers that represent the most
common malignancies in humans. Although most of cSCCs are small low-risk cancers easily
treated by minor surgical procedures, some c¢SCCs continue to grow to be invasive SCC. They can
cause not only significant morbidity and cosmetic deformity but also even metastases and death.
In leprosy, chronic, recurrent ulceration and resultant scars associated with peripheral neuropathy
are one of the main complications, which can give rise to ¢SCCs.

The primary goal of cSCC treatment is complete tumor eradication with preservation of function
and good cosmesis. However, prior to treatment, the preoperative workup is performed properly

and tumor risk factors influencing on the treatment and prognosis are taken into consideration.
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I YyHYP2 22 600 oyo|n HHEERE
B2 HAOIM 9F7F U2 HolY
FYZOlME ORLOlIM YA 80| O =Lt
2 QI O THYTHL| OIF AtRIM, ADIHE
7l ol AU, YA AYSEY, HAM,
THIARS, DHIHIY, ReE sHdolu B, YU
HAAH A =80l 2ot HAHA|YEH, 342 29I
SO YA QUTH. o] F E3| AYME LojIM 2F ot
30H WE Yo 29 Q0| & ot FHAIFOIME
HIAUY, LeEgoIL EQ Y80l g2B=2
oz L2 2 HPYME(cutaneous SCC,
cSCO)M9] H2go] I (Fig. 1) 7|Me SCCE
FRCZ 2|29 225 AsH n2{slor & Y=ZE2
ZAOE UATE DA} B (Fig, 1).
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Risk factors and tumor staging system for cSCC
cSCC & AT YY Y2 2ol 2L S
oI U3oll FAHITHO|L THE Y712 0[5t
Aol oj2A & 4 QU= eHRY| oFgol U=
Olf ‘DAY cSCC'2t B20H2 TAYRIAOl=
FYI7N, 2AGH 2UYE, NPYYolr,
SYEN, Y2, SHSE, BiYolR, Eato

» e 7 '

CIGYEH, WY T 2] 7FAI7F AEED QLo
O|E HIYOZE &0 cSCCY staging systemO|
CHSO{ A =0 CHEZQI Z10] AJCC-8(American
Joint Committee on Cancer, 8th edition)}
BWH(Brigham and Women’s Hospital)
systemO|113°6 0| § F2Z(Table 1)7t & ol
QI8 & QTH

Baum S BWH systemOf 7|28t0] Iz}
ZHMZOf| 9t M2 E staging systemE
M 2tStR =l (Table 2) olof W= HAYZ
cSCCOIME tumor staging©o| HagioLt
FUAY T DAYZROIME HAstThn SHIC
&3t tumor staging2 occult nodal metastasis
OEE A7|YSHME TRSHH| Ol= macroscopic
nodal diseaseZ ?QI%t morbidity?t mortalityS
Zo[7| Yol U/S, CT, PET-CT 59| F4oIotz
YUS ALY 4 P,

oM AZE o2 DYYRAE F M 7t
293 © 7kl 2Y9 37|(3]F >2cm)t TGO
FHI(>2mm B2 WBHAIYS01Y Aot

Sentinel lymph node biopsy in ¢SCC
TLYLHZO| MOt cSCCO 20| 7ty 3Tt
CISQIRLOCY, OIS U7|9YeH ZHAIIZ A (SLNB)S

Fig. 1. Cutaneous SCCs developed in chronic, recurrent foot(sole and heel)

ulcers in patients with leprosuy.
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WY 2 Q= HAMRYHS ZAZTOIAQt SYSITH S, LND)2} adjuvant radiotherapy(RT)7t HZ &I
H J% DYUR cSCCT E3] BWH T2b/T3,  UCHO
T2a>2cm, HYE FFQ F2LE THAAA| A FOICt Treatment and follow-up
42 O] HALY] sensitivitys= 79%, specificitys cSCCO RBHO= o3 7}AI7} You 27+ 9
100%2 0D Yo 2 LAYTHZO|AZO| TSRO QY HALO0| XHE|T QCHLL?,

= SAIOIME 146%2] Y982 BoITp, 21 KA 220] 01 FATHH 7| A YHo| 24
SLNB%f*J% R diTE FA AT oL Sl HHEEE sHoF otCt, 3] F2+ U DYHF cSCCO!
YU HR 2AZ Al 2AYHTHO| A4MAH|(complete L £%& Al histologically negative margin

Table 1. BWH system(Alternative T staging system)

Alternative T i p: Patients in Study
. Definition

Staging System Cohort, No.(%)
T0 In situ SCC Not included
Tl 0 Risk factorsa 134 (52)
T2a 1 Risk factora 67 (26)
T2b 2-3Risk factorsa 49 (19)
T3 4 Risk factorsa or bone invasion 6 (2)

®Risk factors include tumor diameter 2 cm or greater, poorly differentiated histologic
characteristics, perineural invasion, and tumor invasion beyond
the subcutaneous fat(excluding bone invasion, which automatically
upgrades tumor to alternative stage T3).

Table 2. Risk stratification of primary ¢SCC

Risk category and risk factors Absolute risk for LR Absolute risk for NM

Low-risk cSCC

BWH T1
BWH T2a 0.6% 0.1%
Intermediate-risk cSCC 5% 3%
BWH T2a with
diameter >2 cm 6% 12%
BWH T2a with depth
beyond SC fat 14% -
High-risk cSCC
BWH T2b/T3
BWH T2a with depth 21% 67%
beyond SC fat
BWH T2a AND CLL with - 22%
Rai stage Il or IV
25% 37%

LR: local recurrence, NM: nodal metastasis
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Table 3. Follow-up recommendation

Clinical exam Imaging Exam
Low-risk cSCC annually for 2y
Intermediate-risk cSCC 6-12mo 2 y,

then, annually for 3y

High-risk cSCC 2-4 mo for 2 y, Lymph node U/S at time
then, annually of clinical exam during
for 3y 2 years

High-risk every 6 mo lifelong

(immunosuppression, according to the 1°

genetic syndromes) tumors

Workup Risk Primary treatment Adjuvant treatment Follow up Recurrence

status

C&E

« In non-hair-

bearing sites Local:

« If fat reached, +) - Mohs / Follow 1°

convert to excision SEE(CCPD treatment

MA) or pathway
SSE(POMA) reSSE(POM
i A) for area L v 4

Low with 4-6 mm

—>

risk 5mm) margin - or RT Full skin
( ) 9 _> & regional

lymph node
) » exam every
RT 3-6 mo. for
« For patient >60 yr 2 yrs, then
H&P,

who are non-surgical every 6-12
candidate (+) = | Mohs or mo. for 3
Regional SSE(CCPD yrs, then
LN exam. MA ) annually
Biopsy, SLNB or RT forlife
& Risk SSE(POMA) —|Margins T
~Na )

Assessment with 10 mm margin (-
RT if unable
to clear
—

Mohs/SSE(CCPDMA) F» Margins| () | margins by

High Mohs or by
risk ) more
— | RT: For patient >60 yr extensive v
who are non-surgical -
N surgery Distant
candidate ) Metastasis:
Multi-
. disciplinary
SLNB(+): CLND » | Adjuvant RT tumor board
consult and
therapy

Fig. 2. An example of treatment algorithm in cSCC(C&E:curettage & electrosurgery,
SSE:standard surgical excision, POMA:postoperative margin assessment, Mohs:Mohs

ll6ll



control2t E7H $4& ¥ adjuvant RT7t BFY2ISICHS,
$&3 2|20 St algorithmQl &t G2 Fig. 20f|
LLEFLHQICH 2B & ZHBHLS HAYYROINE
297 S Y DAYZOIME 5@ QY
DU A 2 FOollE FAYZHO| HY7|H
RSUAAE HYEICE

O|E Table 30 |stTt®. Y o7t QUTHA
cetuximab Z2 HYREE ©E Z2 L2504

RTQO| HYQHOZ ARSI (Table 3).

¢SCC in selected conditions
H71014 02 HAAH M E S8t &HAtOIM
YAYSHE O%F WEY FOIM cSCCT 7t%
REOI WAIBIDI(LAYS 40-25080 37H) ol AL
DAYROZ BEREL. B FHBYL
UM 71&8% Yol st 7HZ &Hat9
HAAMYEE Al Y AIZI= A& OJ*tcSCC
29 A 0| =20] ECt.
LULEOl R2FCHQ(nail unit)olE cSCC7t YWy
2 U A RFIBOIMAHPV)Z Foll 2t
L7t UCH ABE ASY YYo| gloH YHRZ
3-5mmol QM 2HHE T nail unitQ &M HH|IE

AR5 2Ho| QoW A|Z HHO| RS,

4
HYMELL P 2O Ay Y 2|EHez O
BHAHS0| 50711 QO] LA URSH UAE
BoICt, YA M= HAISt evaluationO|
LRSI O|E BIY 2R Aot 2|57} O|R0{A{oF &

ZolCt,
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