PEXRRER
A Kk ®(SCC -~ Keratoacanthoma)

ZRRRAY
337 B 3 :2025. 05. 20

Reference: NCCN Clinical Practice Guideline in OncologyTM ,Skin cancer, V.1.2019



@ = ¢k : 2024/05/14

E—hk HThi

NCCN Guidelines 20245k H Al B:NCCN Guidelines 20254FFx




_C ~»Keratoac:

e

q.

-

anthomea;

P

-

-

= > > L N\ > 4 .“\\ . 2.2 2L 2 .“\\ S @ 2484
8| AR & Cah =Y - Sesal WS io R & B
Standard 4-6 mm clinical margin TEE R EYG
ngh risk JEEE% curettage & electrodesiccation Moh’s surgery
margin positive Wide excision
Low — l
e | excision RTA
ris
margin negative »  Monthly*lll
1~ me RT 2 +C/T or Cryotherapy if not OP > v
-)?a B # Moh’s surgery Quarterly*llI
2-28%% margin positive —>
Local e RTA \
TRk WL DxEL X2 excision
margin negative - *
Ropd o B4 Q#~ B % 6 months*II
x L o 2 2
L 3~ Wi FHAS High , margin positive——{  RTA  f————0r©>p v
EREER - . Moh’s surgery |
‘ (1)CXR risk Yearly for life
margin negative >
(2)CT T
(3MRI i3 RT A +C/T or Cryotherapy if not OP

: Image studies is indicated for extensive disease (deep structural involvement such as bone, deep soft tissue, perineural’

M-

8
+
A RTAZEHEHFA [ ® 2§35, it =
#

: T any, NO, MO, #}it =

A\
J <

/5’\,’ VL ’_{5_3

LGS




National - . .
Gﬂr:f;rihenswe NCCN Guidelines Version 2.2025 NCCN Guidelines Index

Table of Contents

viKe B Cancer -
Moo o Squamous Cell Skin Cancer Discussion

STRATIFICATION TO DETERMINE TREATMENT OPTIONS AND FOLLOW-UP FOR LOCAL CSCC BASED ON RISK FACTORS
FOR LOCAL RECURRENCE, METASTASES, OR DEATH FROM DISEASE

Risk Group® Low Risk [ HohRisk
Treatment options SCC-3 SCC-4 SCC4 and SCC-5

H&EP

Location/diameter {cm) Trunk, extremities =2 cm Trunk, extremities =2 cm — <4 cm >4 cm (any location)

Head, neck, hands, feet, pretibia, BESH/E- B /pretibia/fT £ HEE

and anogenital area (any size)®

Clinical borders Well-defined Poorly-defined — E@Bﬁ ( Eﬁijﬁlj\ﬁtﬁﬁ )
Primary vs. recurrent Primary Recurrent

Immunosuppression (-] (+)

Site of prior RT or chronic inflammation (-] (+)

Rapidly growing tumaor (-] (+)

Meurologic symptoms (-] (+)

Pathology (SCC-A)

Well or moderately

Degree of differentiation Poor differentiated

differentiated
Histologic subt;rp-eh ﬁﬁﬂigﬁﬂ (-] [+) {+)
ed. Thi . - <2 mm thick and no invasion 2—-6 mm depth and no invasion *6 mm or invasion
Depth™": Thickness or level of invasion beyond subcutaneous fat beyond subcutanecus fat beyond subcutaneous fat
>6 mm B¢ AERE =tk = E s Tumor cells within the nerve

- . sheath of a nerve lying deeper

Perineural involvement ) (+) than the dermis or measuring
0.1 mm

Lymphatic or vascular involvement (-] (-} (+)

4 Risk category assignment should be based on the highest risk factor present. The high-risk group has elevated risk of local recurrence; the very-high-risk group has
elevated risk of local recurrence and elevated risk of metastasis.

b Acantholytic (adenoid). adeng Uamous, metaglasti{: (carcinosarcomatous ), or desmnelasti{: subtypes in any portion of the tumor.

“It chnical evaluation of ncisional biopsy suggests that microstaging 15 inadequate, consider namow margin excisional biopsy.

d Deep invasion is defined as invasion beyond the subcutansous fat OR =6 mm {as measured from the granular layer of adjacent normal epidermis to the base of the
tumor, consistent with the AJCC Cancer Staging Manual, 8th Edition).

® Narrow excision manging due to anatomic and functional constraints are associated with increased recurrence rates with standard histologic processing. Complete

margin assessment with Mohs/PDEMA is recommended. For tumors =6 mm in size, without other high-risk or very-high-risk features, other treatment modalities may
be considered if at least 4-mm clinically tumor-free margins can be obtained without significant anatomic or functional distortions.

Hote: All recommendations are category 2A unless otherwise indicated.
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2 ] negative
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7op e (VER-JW 3 X1 negative |—p| # ijreapeat FNA/core biopsy
" . Q)" L 4 / open LN biopsy) —
XY S RN positive Monthly*Il|
2 p T S BEERES N7
1\CXR Quarterly*ll
£E7 - (1) v
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(3)MRI regional cire biopsy for lymph node Yearly for life
or
Regional R/TAL CIT* FELEUNE CETE
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Palliative symptom management

if perineural disease is suspected, MRI is preferred.
¥ : Palliative symptom management, including salvage C/T

A RTA & &5 557 3§ * 2§37,

W=

R/TA+ C/Tx or EGFRI
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FOLLOW-UP

Local disease:
« H& PX%.YY.ZZ
» For patients who are low risk:
Every 3—12 mo for 2 y, then every 6-12 mo for 3 y, then annually for life®
v For patients who are high risk:
Every 3—6 mo for 2 y, then every 612 mo for 3 y, then annually for life®
v For patients who are very high risk:
Every 3—6 mo for 2 y, then every 6 mo for 3 y, then every 6—12 mo for life®
= Consider imaging:
v If clinical exam is insufficient for following disease

v If there is appreciable risk of subclinical local or nodal recurrence®
= Patient education

» Sun protection
¢ Self examination of skin

Eegional/S-ITM disease:
+ HR pXx.yy.zz

» Every 2-3 mo for 1 v,
then every 2—4 mo for 1 v,
then every 4—6 mo for 3 v,
then every 6—12 mo for life
= Consider imaging:
v If clinical exam is insufficient for following disease
v If there is appreciable risk of subclinical local or nodal recurrence®332
= Patient education
» Sun protection
» Self examination of skin
and lymph nodes

Follow-up #2380 R 77 )&
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Local recurrence®

Locally advanced
(laCSCC) recurrence*®
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Mew or recurrent S-ITM —— SCC-8

New regional disease ——— = SCC-7 and SCC-9

MLIlT.IdIS[‘.IDIII'I-ﬂI":.I'

Regional recurrence
" consultationd.t.bbb

or distant metastases

it Consider palliative RT/surgery for symptomatic sites. SBRT may also be
considered in select patients.

¥X Including complete skin and regional lymph node exam.

¥¥ Frequency of follow-up should be adjusted based on risk.

Z Follow-up with a dermatologist is strongly recommended if any of the
following criteria are met: past or imminent solid organ, mamow, or stem cell
transplant, one or more cutaneous melanomas in the past 5 years, or four or
more non-melanoma skin cancers in the past S years.

333 Surveillance imaging of regional nodal basin and to evaluate for
distant metastatic disease, ideally based on multidisciplinary board
recommendation, or as clinically indicated.

tbb Under highly selective circumstances, in the context of multidisciplinary
consultation, resection of limited metastases can be considerad.

SCC-10

TN W e



EJ’]U]OHI«—I

f
R R . = . %

r - .'r" ‘;
_' 4 B i ‘-—/
. «c’*

-

> 13§ CTCAE (Common Terminology Criteria for Adverse Events, Version 4.0
Published: May 28, 2009 [v4.03: June 14, 2010]) ) » &1#.Grade 3 ~ Grade 4
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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
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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 ; 250 mg/m2 IV 400 mg/m2 * Week 1 ; then 250 mg/m2 * QW

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