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RISK FACTORS FOR LOCAL RECURRENCE OR METASTASES

H&P

Location/sizel

Borders

Primary vs. recurrent

Immunosuppression

Site of prior RT or chronic inflammatory process
Rapidly growing tumor

MNeurologic symptoms

Pathology

Degree of differentiation

Adenoid {acantholytic), adenosquamous (showing mucin
production), or desmoplastic subtypes

Depth?: Thickness or Clark level

Perineural or vascular involvemeant

Low Risk

Area L <20 mm
Area M <10 mm
Area H <6 mm*
Well-defined
Primary

(-)

(-)

(-)

(-)

Well or moderately differentiated

(-)

<2 mm or 1, 11, Il

(-)

High Risk
Area L 220 mm
Area M 210 mm
Area H =6 mm*
Poorly defined
Recurrent

(+]

(+}

(+}

(+]

Poorly differentiated

(+]

=2 mm or IV, V

(+]

TMust include peripheral rim of erythema.

2 If clinical evaluation of incisional biopsy suggests that microstaging is
inadequate, consider narrow margin excisional biopsy.

2A modified Breslow measuremeant should exclude parakeratosis or scale/
crust, and should e made from base of ulcer if present.

Y ocation independent of size may constitute high risk in certain clinical
seftings.

Area H = “mask areas”™ of face (central face, eyelids, eyvebrows, periorizital, nose, lips
[cutaneous and vermilion], chin, mandible, preauricular and postauricular

skinfsulci, temple, ear), genitalia, hands, and feet.
Area M = cheeks, forehead, scalp, neck, and pretibia.

Area L = trunk and extremities (excluding pretibia. hands. feet, nail units, and ankles).

Hote: All recommendations are category 28 unless otherwise indicated.

Clinical Trials: MCCH believes that the best management of any cancer patient is in a clinical trial. Farticipation in clinical trials is especially encouraged.

Yerzion 12015, 1002414 & Maficnal Comprehensve Cancer Metsors, Inc. 2094, Al dghls resersed. The MCCH Suldelnes™ and this |kestraficn may not be reproduced inany S%rm without the express writen permission of BOCHT,
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PRINCIPLES OF RADIATION THERAPY FOR SQUAMOUS CELL SKIN CANCER

.1

Primary Tumaor Dose Time Fractionation Schedule

Tumor Diameter Examples of Dose Fractionation and Treatment Duration

<32 Cm G4 Gy in 32 fractions over 6—6.4 weeks
55 Gy in 20 fractions over 4 weeks
A0 Gy in 15 fractions over 3 weeks
35 Gy in 5 fractions over 5 days

=2 cm 66 Gy in 33 fractions owver 6—6.6 weeks
hbh Gy in 20 fractions over 4 weeks

Postoperative adjuvant 50 Gy in 20 fractions owver 4 weeks
G0 Gy in 30 fractions over G weeks

Regional Disease--All doses at 2 Gy per fraction using shrinking field technigque

= After Iymph node dissection

* Head and neck; with ECE: GO—66 Gy over 6 - 6.6 weeks
» Head and neck; without ECE: 56 Gy over 5.6 weeks

r Axilla, groin; with ECE: G0 Gy owver & weeks

» Axilla, groin; without ECE: 54 Gy over 5.4 weeks

= Mo Iymph node dissection

¥ Climically {-) but at risk for subclinical disease: 50 Gy over 5 weeks

b Clinically evident adenopathy: head and neck: GG6—70 Gy over 6.6—7 weeks
¢ Clinically evident adenopathy: axilla, groin: GG Gy owver 6.6 weeks

ECE= Extracapsular extension

+* Protracted fractionation is associated with improved cosmetic results.
« Radiation therapy is contraindicated in genetic conditions predisposing to skin cancer (eq, basal cell nevus
syndrome, xeroderma pigmentosum) and connective tissue diseases (eg, sclerodermal.

TField miargins for = 2 cm primary tumors should be 1-1.5 cm; for tumors = 2 cm, field margins should be 1.5-2 cm. Tighter field margins can be used with electron beam adjacent to critical
struciures (eq, the orbit) if lead skin collimation iz used. Bolusz is necessarny when using electron beam to achieve adequate surface dose. An electron beam energy should be chosen
which achieves adequate surface dose and encompasses the deep margin of the tumor by at least the distal 90% line. Electron beam doses are specified at 90% of the maximal depth
dose (Dmax ). Orhovoltage x-ray doses are specified at Dmax (skin surface ) to account for the relative bioclogic difference betwesn the two modalities of radiation. If intensity modulated
radiation therapy is used to treat primary tumors, appropriate focus must be directed at assuring that there is adequate surface dose_ Appropriate medical physics support is essential.

Hote: All recommendations are category 28 unless otherwise indicated.
Clinical Trials: MCCH believes that the best management of any cancer patient is in a clinical trial. Farticipation in clinical trials is especially encouraged.

Yerzion 12015, 1002414 & Maficnal Comprehensve Cancer Metsors, Inc. 2094, Al dghls resersed. The MCCH Suldelnes™ and this |kestraficn may not be reproduced inany S%rm without the express writen permission of BOCHT, ECC—E
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Staging

X
TO
Tis
T1

T2

T3
T4

Table 1
American Joint Committee on Cancer (AJCC)

THNM Staging Classification for Cutaneous Squamous Cell
Carcinoma (cSCC)

(7th ed., 2010)
Primary Tumor (T)"

Primary tumor cannot be assessed

MNo evidence of primary tumor

Carcinoma in situ

Tumeor 2 cm or less in greatest dimension with less than two
high-nsk features™

Tumeor greater than 2 cm in greatest dimension

or

Tumeor any size with two or more high-risk feature

Tumeor with invasion of maxilla, mandible, orbit, or temporal bone
Tumor with invasion of skeleton (axial or appendicular) or
perineural invasion of skull base

*Excludes cSCC of the eyelid
** High-risk features for the primarny tumor (T} staging
Depthfinvasion

=2 mm thickness
Clark level = IV
Perineural invasion

Anatomic Frimary site ear
location Primary site non-hair-bearnng lip
Differentiation Foorly differentiated or undifferentiated

Regional Lymph Nodes (N}

MNX
NO
N1

N2

HN2a

N2b

MN2c

N3

Hegional lymph nodes cannot be assessed

Mo regional lymph node metastases

Metastasis in a single ipsilateral lymph node, 3 cm or less in
greatest dimension

Metastasis in a single ipsilateral lymph node, more than 3 cm but
not more than 6 cm in greatest dimension; or in multiple ipsilateral
lymph nodes, none more than 6 cm in greatest dimension; or in
bilateral or contralateral lymph nodes, none more than 6 cm in
greatest dimension

Metastasis in a single ipsilateral lymph node,

more than 3 cm but not more than 6 cm in greatest dimension
Metastasis in multiple ipsilateral lymph nodes,

none more than 6 cm in greatest dimension

Metastasis in bilateral or contralateral lymph nodes,

none more than 6 cm in greatest dimension

Metastasis in a lymph node,

more than & cm in greatest dimension

Distant Metastasis (M)

MO
M1

Mo distant metastases
Distant metastases

Used with the permission of the American Joint Committee on Cancer (AJCC), Chicago, lllinois. The original and primary source for this information is the AJCC

Cancer Staging Manual, Seventh Edition (2010) published by Springer Scisnce+Business Media, LLC (SEM). (For complete information and data supporting

Continue

the staging tables, visit www springer com. ) Amy citation or quotation of this material must be credited to the AJCC as its primarny source. The inclusion of this
information hersin does not authorize any reuse or further distribution without the expressed, written permission of Springer SBM, on behalf of the AJCC.

Yarzion 13015, 10241 £ & Matioral Comprehenskes Cancer Betaon, Inc. 2094, All dghis eserped, The BCCH Suidsines™ and this llsrafion may not be reproduced in any Sorm without the sxpress writen permission of BCCH®.
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Table 1 Continued Histologic Grade (G)
American Joint Committee on Cancer (AJCC) GX Grade cannot be assessed
THM Staging Classification for Cutaneous Squamous Cell G1 well differentiated
Carcinoma (cSCC)
(Tth ed., 2010) EY. Moderately differentiated
Anatomic Stage/Prognostic Groups G3 Poorly differentiated
Stage 0 Tis NO MO 4 Undifferentiated
Stage | T1 MNO MO
Stage Il T2 MNO MO
Stage I T3 MNO MO

T1 M1 MO

T2 M1 MO

T3 M1 MO
Stage IV T1 N2 MO

T2 N2 MO

T3 N2 MO

T Any N3 MO

T4 N Any MO

T Any N Any M1

Used with the permission of the American Joint Committes on Cancer (AJCC), Chicago, llinois. The aoriginal and primarny source for this information is the AJCC
Cancer Staging Manual, Seventh Edition (2010 published by Springer Science+Business Media, LLC (SBEM). (For complete information and data supporting the
staging tables, visit www. springer.com.} Any citation or quotation of this material must be credited to the AJCC as its primany source. The inclusion of this informa-
tion herein does not authorize any reuse or further distribution without the expressed, written permission of Springer SBM, on behalf of the AJCC.

Yarsion 4 230415, 1002414 & Mafonal Comprehenske Cancer Metaons, Inc. 20494, Al dghlbs resereed. T BCCH Suld=ines™ and this [uesrafion may net be reproduced In any %orm without the sxpress writben permission of ROCHN®. ST—E
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't i 2 -1:.chemotherapy regimen

A L
chemotherapy regimen
published C/T regimens schedule
Cisplatin, 100 mg/m2 IV D1 Q 21-28 days x 4 cycles
5-FU,1g/m2 IV D1-3 Q 21-28 days x 4 cycles
Bleomycin, bolus 16 mg IV D1 + 25 mg/m2 IV D1-3 Q 21-28 days x 4 cycles
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it i v -2:.chemotherapy regimen & EGFRI
8 iR
chemotherapy regimen & EGFRI

published C/T regimens schedule
Cisplatin 100 mg/m2 IV D1 Q 21 days * 6 cycles
5-FU1g/m2 IV D1-4 Q 21 days * 6 cycles

400 mg/m2 * Week 1 ;
then 250 mg/m2 * QW

* Cetuximab 400 mg/m2 ; 250 mg/m2 IV

* Cetuximab could be continued as long as the response or the stabilization persisted
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it i+ v -2:chemotherapy regimen & EGFRI

R
chemotherapy regimen & EGFRI
published C/T regimens schedule
Cisplatin 100 mg/m2 IV D1 Q 21 days * 6 cycles
5-FU1g/m2 IV D1-4 Q 21 days * 6 cycles

* Cetuximab, 400 mg/m2 IV Week 1, then 250 mg/m2 QW Till IV or unacceptable toxicity

* Cetuximab could be continued as long as the response or the stabilization persisted
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' % v -3:EGFRI

iR
EGFRI

published C/T regimens schedule

* Cetuximab, 400 mg/m2 IV Week 1, then 250 mg/m2 QW Till IV or unacceptable toxicity

* Cetuximab could be continued as long as the response or the stabilization persisted
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