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Risk Stratification/ Staging system

 NCCN: Risk Stratification

 AJCC 7th edition:

 NCCN:  More accurate to define high risk groups among patients 

with clinically localized disease( T1/T2)

 AJCC 8th edition: T stage?



Squamous cell skin cancer

 Local 
1. Low risk

2. High risk/ very high risk

Extensive disease
 Clinically / radiographically concerning regional lymph nodes

 Distant metastases

 Deep structural involvement( bone), perineural disease, deep soft 

tissue



Risk Stratification

 Risk group: based on the highest risk factor present

 High-risk group: increased risk of local recurrence

 Very high-risk: increased risk of local recurrence & distant metastasis

Size/ location : 

 pre-operative clinical tumor diameter

 If clinical evaluation of incisional bx suggests that microstaging is 

inadequate, consider narrow margin excisional biopsy



Risk Stratification

Size

 various size in different data

 Most recent data: tumors > 2 cm are at high risk of metastases & 

poorer DSS



Risk Stratification

 location:
 High risk: head & neck, hands, feet, pretibial,anogenital ( independent of size)

 Genitalia area & mucosal surfaces & ears : greater risk of metastases

 ( so called mask area of the face/1983)

 Low risk: trunk and extremities



Risk Stratification

 cSCC < 2 cm : extrapolation data from BCC

 27 years retrospective review of 5755 BCC:

 High risk site: mask area 

 Increased recurrence : High risk location & >6 mm in diameter 

 Moderate risk location > 10 mm

MMS/ CCPDMA versus standard excision or C&E



Risk Stratification

NCCN:

 High risk:

1. Tumors in low risk area & size ≥ 20mm

2. Tumors in moderate risk area & size ≥10mm

3. Tumors in high risk area with any size



Risk Stratification

Primary versus recurrent disease

 Higher risk of recurrence and metastasis for recurrent versus primary disease 

has been extensively documented in the literature



Risk Stratification

 Immunosuppresion

 Increasing the risk of cSCC development

 Associated with poorer outcome( recurrence, metastasis, death)

 Multiple lesion/ high grade disease/ deep tissue spread/ PNI & LVI /

HPV infection



Risk Stratification

Neurologic symptoms

 Clinical symptoms: up to 40 % of patients

 Pain. Burning, stinging, anesthesia, paresthesia, facial paralysis, diplopia, 

blurred vision

 Any suggestion of neurologic involvement: high risk category

 Increased recurrence/ metastasis/ poor outcome



Risk Stratification

Site of prior RT/ chronic inflammatory process

 Primary cSSCs arising in area previously irradiated for unrelated condition

 All recurrent tumors irrespective of prior RT: high risk

 data from Studies: 

 prior RT for unrelated ( frequently benign) conditions: risk factor for NMSC

 Increased risk of metastasis for lesion arising in the setting of chronic scarring 
or inflammation



Risk Stratification

Pathologic risk factor 

 Degree of differentiation

 Histology

 Depth

 PNI

 LVI/VI



Risk Stratification

Multiple SCCs

 Immunosuppressed patients ( solid organ transplant, lymphoma, 

CLL, drug induced immunosuppression, HIV)

 Rare genetic disorder:

Albinism/ xeroderma pigmentosum/ 

Close follow up and patients education is recommended



Risk Stratification

 Narrow excision margins due to anatomic/functional constrains: 

increased recurrences

 Complete margin assessment such as with mohs/PDEMA is 

recommended for optimal tumor clearance & maximal tissue 

conservation

 Tumors <6 mm in size, without high/ very high risk features: other 

treatment modalities can be considered if at least 4 mm clinically tumor 

free margins can be obtained



Risk Stratification



Local treatment for SCC

 The primary goals of treatment of CSCC: 

 Most effective & efficient means: Surgical approaches

 Complete removal of the tumor & the maximal preservation of function 
& cosmesis

 All treatment decisions should be customized: 

 Individual case & patient `s preference



Local treatment for SCC

 Curettage and electrodesiccation( C&E )

 Up to 3 cycle may be performed in a session

 Fast & cost-effective for superficial lesion

 Margin assessment is not possible

 Cure rate : 95-96% ( low risk patients)



Curettage and electrodesiccation( C&E )

 NCCN:

 Low risk tumors with three caveats

 Should not be used to treat areas with terminal hair growth( scalp,pubic or 

axillary)

 Should not be used to Beard area in males due to the risk that a tumor 

extending down follicular structures might not be adequately removed

 If the subcutaneous layer is reached during the course of C&E, the surgical 

excision should generally be performed instead. 

 If C&E has been performed based on the low risk tumor, biopsy should be 

reviewed 



Excision with postoperative margin assessment

 Standard surgical excision followed by post operative margin assessment

 Well circumscribed cSCC less than 2 cm: excision with 4mm margin( 

complete removal 95%)

 Low risk lesion > 2cm : 6 mm margin (complete removal 95%)

 high risk lesion margins: 

 Less than 1 cm:4 mm

 1-1.9 cm: 6 mm

 ≥ 2 cm: 9 mm



Superficial therapies

 Should be reserved for SCC in situ

 Topical / cryotherapy/ photodynamic therapy

 Topical

 Imiquimod: high rates of initial clearance( 70-100%) and low rates of 

recurrences

 Side effects: inflammatory skin reaction( erythema, pruritis, pain,,)

 Discontinuation after lesion clearance has not been shown to lead to 

recurrence

 5FU: lower clearance rate than imiquimod and vary widly( 27-93%)

 inflammatory skin reaction: ulceration, erosion…



Superficial therapies
 Cryosurgery/ cryotherapy

 Recurrence rates of 0-4 % for invasive SCC

 Recurrence rates of 1-13 % for SCC insitu( retrospective data)

 Recurrence rates of 0-50 % for SCC insitu( prospective data)

 Variation in patients selection, variable follow up, different teqniques

 Adverse effect: edema, blistering, scabbing, ulceration, loss of pigment, 

pain, scarring and infection

 pain and time to healing is greater than C&E

 Poorer cosmetic outcome rather than 5Fu



Photodynamic therapy

 Involves the application of a photosensitizing agent on the skin 

followed by irradiation with a light source

 Methyl aminolevulinate(MAL) & 5-aminolevulinic acid(ALA)

 Insitu lesion: complete clearance 52-98%

 greater risk of Skin reaction than 5FU??

 MAL is no longer produced in US








