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NCCN Comprehensive . NCCN Guidelines Version 1.2015
Cancer Basal Cell Skin Cancer

MCCHN Guidelines Index

Basal Cell TOC

Network® Discussion
RISK FACTORS FOR RECURRENCE
H&P Low Risk High Risk
Location/size Area L <20 mm Area L 220 mm
Area M <10 mm Area M =10 mm
Area H <6 mm? Area H 26 mm’
Borders Well defined Poorly defined
Primary vs. Recurrent Primary Recurrent
Immunosuppression {-) (+)
Site of prior RT {-) (+)
Pathology
Subtype Nodular,? superficial Aggressive growth pattern®
Perineural involvement {-) (+)

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).

Area H = *mask areas” of face (ceniral face, eyelids, eyebrows, periorbital, nose, lips [cutaneous and vermilion], chin, mandible, preauncular and postauricular

ILocation independent of size may constitute high risk in certain clinical settings.

2| ow risk histologic subtypes include nodular, superficial and other non-agressive growth pattemns such as keratotic, infundibulocystic, and

fibroepithelioma of Pinkus.

2Having morpheaform, basosquamous (metatypical), sclerosing, mixed infiltrative, or micronodular features in any portion of the tumor.

Mote: 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. Participation in clinical trials is especially encouraged.

Werzion 1.2015, 102414 @ Matioral Comprehensive Cancer Metaor, Inc. 2004, All nghts esened. The NCCHN Guldeines™ and this lllustaton may not be reproduced In any fSorm without the: express wiithen permission of NCCN".
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INISINE Cancer . Basal Cell TOC
Network® Basal Cell SKin Cancer Discussion
PRINCIPLES OF RADIATION THERAPY FOR BASAL CELL SKIN CANCER
Dose and Field Size
Tumor Diameter Margins Examples of Electron Beam Dose and Fractionation
<2 cm 1-1.5 cm1 64 Gy in 32 fractions over 6—6.4 weeks?Z
55 Gy in 20 fractions over 4 weeks
50 Gy in 15 fractions over 3 weeks
35 Gy in 5 fractions over 5 days
=2 cm 1.5—-2 cm? 66 Gy in 33 fractions over 6—6.6 weeks
55 Gy in 20 fractions over 4 weeks
Postoperative adjuvant 50 Gy in 20 fractions over 4 weeks
60 Gy in 30 fractions over 6 weeks

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

"When using electron beam, wider field margins are necessary than with orthovoltage x-rays due to the wider beam penumbra. Tighter field margins can be used
with electron heam adjacent to critical structures (g, the orhit) if lead skin collimation is used. Bolus is necessany whan using electron beam to achieve adequate
surfiace 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. Appropriate medical physics support is essential.

ZElectron beam doses are specified at 90% of the maximal depth dose (Dmax). Orhovoltage x-ray doses are specified at Dmax (skin surface) fo account for the

relative biologic difference between the two modalities of radiation.

Mote: All recommendations are category 28 unless otherwise indicated.
Clinical Trials: NCOCH believes that the best management of any cancer patient is in a clinical tnal. Participation in clinical trials is especially encouraged.

Yersion 1. 3015, 1002444 & Mafional Comprehensive Cancer Betaork, Inc. 2044, All rights reseneed. The ROCCH Suldeines®™ and this llkstadSion may not be reproduced Inany Sorm without the express writben permission of BCCHT. ECE—C
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Basal and Squamous Cell Skin Cancers

NCCM Guidelines Index
Basal and Sqguamous Cell TOC
Discussion

Staging

%
TO
Tis
T

T2

T3
T4

Drepthiinvasion

Table T
American Joint Committee on Cancer (AJCC)

THM Staging Classification for Cutaneous Squamous Cell
Carcinoma (cSCC) and Other Cutaneous Carcinomas

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

Primary tumor cannot be assessed

Mo evidence of primary tumor

Carcinoma in situ

Tumor 2 cm or less in greatest dimension with less than two
high-rnisk features™

Tumor greater than 2 cm in greatest dimension

or

Tumor any size with two or more high-risk feature

Tumer with invasion of maxilla, mandible, orbit, or temporal bone
Tumer with invasion of skeleton (axial or appendicular) or
perneural invasion of skull base

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

= 2 mm thickness
Clark level = IV

Regional Lymph Nodes (N)

NX
NO
N1

N2

MN2a

N2b

N2c

N3

Distant Metastasis (M)

Regional 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 & 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 6 cm in greatest dimension

. . . MO Mo distant metastases
Perineural invasion )
Anatomic Primary site ear M1 Distant metastases
location Primary site non-hair-bearing lip
Differentiation Poorly differentiated or undifferentiated Continue
Used with the permission of the Amercan 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 Science and Business Media LLC (SBM). (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 primary source. The inclusion of this
information herein does not authonze any reuse or further distribution without the expressed, written permission of Springer SEBM, on behalf of the AJCC.
ST

Werzion 2 2014, 0220114 & Natonal Comprehensihe Cancer Netaork, Inc. 2014, All nghts nesemned. The BCCN Guideines™ and this [lkstraSon may not be reproduced in any Sorm without the express writken permission of NCCM®.
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Basal and Squamous Cell Skin Cancers

NCCHN Guidelines Index
Basal and Sguamous Cell TOC

Discussion

Table 1 Continued
(7th ed., 2010)
Stage 0 Tis
Stage | T1
Stage I T2
Stage I T3

T1

T2

T3
Stage IV T1

T2

T3

T Any

T4

T Any

NO
NO
NO
NO
M1
M1
M1
N2
N2
N2
N3
M Arny
M Arny

American Joint Committee on Cancer (AJCC)

THM Staging Classification for Cutaneous Squamous Cell
Carcinoma (cSCC) and Other Cutaneous Carcinomas

Anatomic Stage/Prognostic Groups

MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
M1

Histologic Grade (3}

GX
G1
G2

G3
G4

Grade cannot be assessed
Well differentiated
Moderately differentiated

Poorly differentiated
Undifferentiated

Used with the permission of the American Joint Commitites 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 Science and 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 primary source. The inclusion of this infor-

mation hersin does not authonze any reuse or further distribution without the expressed, written permission of Sprnnger SBM, on behalf of the AJCC.

YVersion 2 2014, 02204 & Mafonal Comprehensive Cancer Betaork, Inc. 2044, All rghls resereed. The MCCH Suldeines™ and this lastaSon may not be reproduced Inany form without the express written permssion of ROCHT. ST—E
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