2% W
B 2B X "‘“? fx.
A Kk ®(SCC -~ Keratoacanthoma)

ZRRB

337 p #:2024.05.14 .
4 § 22 0 #:2024. 06. 03

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



@ = ¢ % 1 2023/05/23

E—hk HThi

NCCN Guidelines 20235k EH Al B:NCCN Guidelines 20244FEFx




_ > Keratoacantnomey

‘ P sl
- . ‘_f"f _ i

» , _ . P . 2 , . B
HEGE | AT ) e ie R RIGFER | WEISR B

curettage & electrodesiccation Moh’s surgery
margin positive Wide excision
Low excision l
- XCisi A
risk* =i
margin negative »  Monthly*lll
14 RT 2 +C/T or Cryotherapy if not OP > v

Ropd o B4 Q#~ B % 6 months*II
v

kp L2 s g@ - g
AR 3~ Wi FHAS High : margin positive r—— RTA >
- Moh’s surgery
Yearly for life

(2)CT

ERFET - (1)CXR risk*
margin negative > T

B # Moh’s surgery Quarterly*llI
2~-2H%% Local margin positive — —>
wide RT Vv
Wk W2+ (D2EAR#E E excision <: i i
margin negative >

(MR Fic

RT 2 +C/T or Cryotherapy if not OP

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

8

+ % - - = ' >
N&5¢ ,’.'7‘77‘.

A RTAEEHEHF2 % 235, it .é;/f"&

#

-~
\7‘ R oA 3
: T any, NO, MO, %} = J Q""’@%@%}-



\".B

= : ) I ,' L = 4 .
F,} % *” +b ?J: '\’-’ )\F ’?‘ T—’ (ﬁ i‘_}# “‘P *”
£ 0N SRRy
25 2~72 3 negative
Tesr & 872 - Consider re-evaluation (g5 °
R (VER-JW 3 X1 negative |—p| # ijreapeat FNA/core biopsy
Q) B2 / open LN biopsy)
bz kp K b ..
SO Ry S positive Monthly*II
2 p T SR FRES v
Quarterly*ll
A o (1)CXR J
(2)CT A fine needle aspiration(FNA) or 6 moiths*ll
[ h nod
(3)MRI regional cire biopsy for lymph node Yearly for life
or
Regional R/TAL CIT* FELEUNE CETE
lymph node @*gz")
dissection T
T
13RI 2 H = & R/TA+ C/T* or EGFRI
positive L S S LR
2. BREH T
Palliative symptom management
R/TA+ C/T*or EGFRI
§ ' Image studies is indicated for extensive disease (deep structural involvement such as bone, deep soft tissue, perineural

# : Palpable regional lymph node(s) or abnormal lymph nodes identified by image studies. (#4c3 &0 “4 4o il § Hd” v b B ﬂ'hlghﬁi‘é’k)

if perineural disease is suspected, MRI is preferred.
¥ : Palliative symptom management, including salvage C/T
At RTARSFEIE* 253, '{iEt=

T any, N1, MO or M1 (%} =)

¥*%

chemotherapy regimen & EGFRI, gt =




: - » ) - )1
e~ ¥ INELEILE

— -

e A e

acanthoma

<

/i »

curettage & electrodesiccation

wide excision

Moh’s surgery
margin positive < ]
RT

margin negative

&3
Moh’s surgery —P margin positive ——— RT
i Local
1 me
2 AR margin negative P Monthly™tl
DA R RT if not OP Vv
O~ BH A negative —> Quarterly
Consider re-evaluation(f&4% °
SRR AT & ¥} negative |—yp| ¥ fkreapeat FNA / core biopsy or
/ open LN biopsy) —
(1)CXR positive Palliative care
(2)CT
(% #¥4)
(S)MRI #Hica | 5| fine needle aspiration(FNA) or Regional R/T + CIT 4
. core biopsy for lymph node lymph node —p or
regional \ dissection EGFRI
>
PigFwa - R/T + C/T or EGFRI
— 13® R )= 2 3 = & eh -
positive —P! BR s A o — ‘21 1 l;'., [y
Palliative symptom management . e k
24 BAEA - oy et
R/T £ C/T or EGFRI
- ‘4-{“' Jg_ e
VB JRP 425



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
adverse event o

> i % 1 adverse eventw 4¢ I Grade 1z BaselinepFv L x * ¥ » & 5 & E,—‘F"fuf» ]

AETEHNE -

> i * BRAF inhibitorpgF+ st 2 2 cutaneous SCC - p+ 38 % 324 CTCAE 7| 5 Grade 3
toxic effect, R p* % % X B ZEX N} EH E o

RREF R T AROENER  RBLRE RS A RRHL B LFER R R%

TRBLRFELFRE G ISR R) o -

> 5 & & K (Hospice cares* £ & F] &%)

1 Tk




Printed by Sin-YU SYU on 4/22/2024 12:05:33 AM. For personal use only. Not approved for distribution. Copyright @ 2024 Mational Comprehensive Cancer Network, Inc., All Rights Reserved.

National ] . . -
comprehensive NCCN Guidelines Version 1.2024 NCCNTt:E:ﬂn;: rll?edni:
s ﬁgﬂﬁg:k@ Squamous Cell Skin Cancer Discussion
PRIMARY TREATMENT!-k.!
* Prevention™":
» Daily sunscreen®
» NicotinamideP
» Accepted treatment modalities
» Topical:
¢ 5-fluorouracil (5-FU)-based regimens are preferred
— Topical 5-FU £ calcipotriol (calcipotriene)%-"-s
Field cancerization9/ » Destructive:

Confluent epidermal - ¢ Ablative laser vermilionectomy (may be of value in the treatment of extensive actinic
dysplasia | cheilitis) ) .

¢ Ablative skin resurfacing (eg, laser, dermabrasion)

¢ Chemical peels (trichloroacetic acid)

¢ Cryotherapy!
¢ Curettage and electrodesiccation (C&E)
» Other modalities that may be considered:
¢ Photodynamic therapy (PDT) (eg, topical aminolevulinic acid [ALA], porfimer sodium)
0 Systemic retinoids (eg, acitretin,” isotretinoin)
0 Capecitabine!V (for severe refractory disease that has progressed on oral retinoids)

9 Field cancerization defined as UV induced confluent dysplasia clinically manifested as diffuse actinic keratoses and superficial (in situ) SCC. Willenbrink TJ, et al. J Am

~Acad Dermatol 2020;83:709-717 .

I Principles of Systemic Therapy (SCC-F 1 of 4).

I Actinic keratoses that have an atypical clinical appearance or do not respond to appropriate therapy should be biopsied for histologic evaluation.

k Actinic keratoses should be treated at first development.

I Comejo CM, et al. J Am Acad Dermatol 2020;83:719-730.

M Use of oral retinoids (eg, acitretin, isotretinoin) is a therapeutic option used to reduce the development of actinic keratoses. Side effects of oral retinoids may be
significant, especially in patients of childbearing potential, and therapeutic benefits are limited to the duration of the regimen. Topical retinoids were shown not to
reduce development of actinic keratosis.

N Badn O, et al. Dermatol Surg 2021;47:125-126.

0 Green AC, et al. J Clin Oncol 2011;29:257-263.

P Oral nicotinamide may be effective in reducing the development of CSCCs.

9 The longest duration of prophylaxis against SCC has been demonstrated with topical 5-FU plus calcipotriol.

I Cunningham TJ, et al. J Clin Invest 2017;127:106-116.

s Jansen MHE, et al. N Engl J Med 2019;380:935-946.

t Afsar FS, et al. Postepy Dermatol Alergol 2015;32:88-93.

U Endrizzi B, et al. Dermatol Surg 2013;39:634-645.

MNote: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

scCcC-2

Version 1.2024, 11/9/2023 © 2023 Mational Comprehensive Cancer Metwork®™ (NCCN®), All rights reserved. MCCN Guidelines™ and this illustration may not be reproduced in any form without the express written permission of NCCH.

e



Printed by Sin-YU SYU on 4/22/2024 12:05:33 AM. For personal use only. Not approved for distribution. Copyright @ 2024 MNational Comprehensive Cancer Network, Inc., All Rights Reserved.

National
Comprehensive

V(oo 'l Cancer

NCCN Guidelines Version 1.2024

NCCN Guidelines Index

Table of Contents

curative or may result in
significant functional limitation

Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.
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. Squamous Cell Skin Cancer Discussion
Network
TREATMENT PLANNING PRIMARY TREATMENTV ADDITIONAL TREATMENT
Multidisciplinary consultation to
Radiologic staging®®"" discuss options:
» MRI with and without contrast MohsYZ:@ or other . _Re-res_ea:t,
or CT with contrast and/or forms of PDEMA Positive if feasible ,. Follow-up
It d . or (8CC-9)
ultrasoun (preferred for very margins ce.dd
« Abnormal lymph nodes high risk)Pbiiii *RT™™
identified by imaging studies or d laCSCC or
(scc-7 or  If surgery and/or RT¢ » |Unresectable
are not curative disease (SCC-6)
or Standard excision
with wider surgical . .
Very-high-risk . .00 : - kk If extensive perineural, large,
CSCC with Consider SL:IE sgil:n cals::esl that :;;fc::zrat?:: o named nerve involvement,
significant risk are recurrent or with muttipie . il N ti or if other poor prognostic
. high-risk features margin assessment egative___ feat a,ll. I
of extensive ~ and second intention| margins eatures - -
local recurrence . . . recommend multidisciplinary
and healing, linear repair, Itati d
or nodal or skin graft consultation an ddi
metastasis®”*® - , consider adjuvant RT¢&ccLmm
Consider neoadjuvant therapy Follow-up
with cemiplimab-rwic,' after or (SCc-9)
multidisciplinary discussion if: _
* Tumor has very rapid growth For n_on-surglcal _
» In-transit metastasis candidates, consider
» Lymphovascular invasion multidisci_plinary .
» Borderline resectable consultation and
» Surgery alone may not be discussion of
definitive RTCC:dd

Footnotes on SCC-5A &b

5

SCC-5

=
=
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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 High Risk Very High Risk
Treatment options See SCC-2 See SCC-3 See SCC-3
H&P
Location/size? Trunk, extremities <2 cm Trunk, extremities =2 cm — <4 cm =4 cm (any location)
Head, neck, hands, feet, pretibia,
and anogenital (any size)®
Borders Well-defined Poorly defined
Primary vs. recurrent Primary Recurrent
Immunosuppression (-) (+)
Site of prior RT or chronic inflammatory process (-) (+)
Rapidly growing tumor (-) (+)
Neu mluﬁic sym-ptums (-) (+)
Pathology (See SCC-A)
Degree of differentiation “%gi#;g:t?:&}elr Poor differentiation
Histologic features: Acantholytic (adenoid), Desmoplastic SCC
adenosquamous (showing mucin production), (-) (+)
or metaplastic (carcinosarcomatous) subtypes
Dopi*: Thicknessorlvel f invasion e oo Doy e o
Tumor cells within the nerve
Perineural involvement (- (+) :E:ﬁ:f d“amgﬂulr?::‘eﬂagfl? ngr
0.1 mm
Lymphatic or vascular involvement (-) {-) (+)

See footnotes on SCC-B (2 of 2)

Mote: All recommendations are category 2A unless otherwise indicated.

Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.
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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 High Risk Very High Risk
Treatment options cC-2 SCC-3 SCC-3

H&P

Location/size® Trunk, extremities <2 cm Trunk, extremities >2 cm = <4 cm >4 cm (any location)

Head, neck, hands, feet, pretibia,
and anogenital (any size)®

Clinical extent Well-defined Poorly defined

Primary vs. recurrent Primary Recurrent

Immunosuppression (-) (+

Site of prior RT or chronic inflammatory process (<) (+)

Rapidly growing tumor (-) (+)

Neurologic symptoms (=) (+)

Pathology (SCC-A)

Degree of differentiation wagi;;r'::ﬁ:t':;ew Poor differentiation
Histologic features: Acantholytic (adenoid), Desmoplastic SCC
adenosquamous (showing mucin production), (<) (+)

or metaplastic (carcinosarcomatous) subtypes

De pth‘ld: Thickness or level of invasion <2 mm thick and no invasion 2-6 mm depth >6 mm or invasion

beyond subcutaneous fat beyond subcutaneous fat

Tumor cells within the nerve
sheath of a nerve lying deeper

Perineural involvement ) ) than the dermis or measuring
20.1 mm
Lymphatic or vascular involvement (-) () (+)

Mote: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN beliaves that the best management of any patient with cancer I in a clinical trial. Participation in clinical trials is especially encouraged.

SCC-B
10F 2

Wersion 12023, 031 V2025 & 2025 Nalional Comprehensive Cancer Network® (NCCN), All rights reserved. NCCN Guidelines® and this illusiration may not be reproduced in any form withoul the express wrilten permission of NCCN.
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PRINCIPLES OF TREATMENT

* The primary goals of treatment of CSCCs are the complete removal of the tumor and the maximal preservation of function and cosmesis.

All treatment decisions should be customized to account for the particular factors present in the individual case and for the patient’'s
preference.

» Surgical approaches often offer the most effective and efficient means for accomplishing cure, but considerations of function, cosmesis, and
patient preference may lead to choosing RT as primary treatment in order to achieve optimal overall results.

* In certain patients at high risk for multiple primary tumors, increased surveillance and consideration of prophylactic measures may be
indicated. (Identification and Management of Patients at High Risk for Multiple Primary CSCCs [SCC-C]).

*In patienls with CSCC in situ tEnwan disaase] altarnati\re tharapias such as tnpi:al 5-FU tnpir.:al Imiquimnd phntodynamic therapy (eg, ALA,
: satment modalities.

Focal squamnus in situ arising within a:tinic karatnsis Is nnt apprnpriata fnr surgery andshnuld ha traatad t:'.-[mi::alllj,,r

* When Mohs with margin assessment is being performed and the preoperative biopsy is considered insufficient for providing all the staging

information required to properly treat the tumor, submission of the central specimen for vertical paraffin-embedded permanent sections or
documentation of staging parameters in Mohs rapnrt is recommended.

Note: All recommendations are category 2A unless otherwise Iindicated.
Clinical Trials: NCCHN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

Wersion 1 2023, 03102023 & 2025 National Comprehensive Cancer M k& (MCCN=), All rights reserved. NCCH Guidelines® and this illustration may not be reproduced in any form withoul the express written permission of HCCH.
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L PRINCIPLES OF RADIATION THERAFY
General Principles

* Protracted fractionation is associated with improved cosmetic results and should be utilized for poorly vascularized or cartilaginous areas.

* For extensive perineural invasion, clinically evident perineural involvement, or involvement of named nerves (particularly in the head and neck region),
consider including the course of the local nerves proximally.

* RT is contraindicated for genetic conditions predisposing to skin cancer (eg, basal cell nevus syndrome) and relatively contraindicated
for patients with connective tissue diseases (eg, sclerodermal).

* Given higher complication rates, re-irradiation should not be routinely utilized for recurrent disease within a prior radiation field.

* |sotope-based brachytherapy can be an effective treatment for certain sites of disease, particularly on the head and neck.

* There are insufficient long-term efficacy and safety data to support the routine use of electronic surface brachytherapy.

General Treatment Information

Primary Tumor Examples of Dose Fractionation and Treatment Duration
Definitive RT
Tumor diameter <2 cm 60-64 Gy over 6 to 7 weeks
50-55 Gy over 3 to 4 weeks

40 Gy over 2 weeks
30 Gy in 5 fractions over 2 to 3 weeks

Tumor diameter 22 cm, T3/T4, or those with 60-70 Gy over 6 to 7 weeks

invasion of bone or deep tissue 45-55 Gy over J to 4 weeks

Postoperative Adjuvant RT 60-64 Gy over 6 to 7 weeks
50 Gy over 4 weeks

Regional Disease
* Lymph node regions, after lymph node dissection

2 Negative margins, no ECE 50-60 G}" over 5 to 6 weeks
» Positive margins or ECE 60-66 G}" over 6 to 7 weeks
* Lymph node regions, without lymph node dissection
» Clinically negative, at risk 50 Gy over 5 weeks .
» Clinically positive 60-70 Gy over 6 to 7 weeks ‘
= Clinically at-risk nerves 50-60 Gy over 5 to 6 weeks lﬁ |
“. 0
pa
Note: All recommendations are category 28 unless otherwise indicated. . l'!“g,‘&
Climical Trials: NCCHN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged. N r
‘erslon 1.2022, 1141721 € 2021 Matianal Compnehanshe Cancer Networks (NCCMe) Al ights resensed. MCCM Gukdelinass and this Iustration may nol be reproducad In any form wihout the axpness wiilen permission of KCCH SCC-E e
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American Joint Committee on Cancer (AJCC)

TNM Staging Classification for Cutaneous Carcinoma of the Head and Neck (8th ed., 2017)"2

Table 1. Definitions for T, N, M

T Primary Tumor
X Primary tumer cannot be assessed
Tis Carcinoma in sifu
T Tumor smaller than or equal to 2 cm in greatest dimension
T2 Tumer larger than 2 cm, but smaller than or equal to 4 cmin
greatest dimension
T3 Tumer larger than 4 cm in maximum dimension or minor bone
erosion or perineural invasion or deep invasion®
T4 Tumor with gross cortical bone/marrow, skull base invasion and/or
skull base foramen invasion
Tda Tumor with gross corfical bone/marrow invasion
T4b  Tumor with skull base invasion and/or skull base foramen

involvement

*Deep invasion is defined as invasion be;,mnd the subcutaneous fat or =6 mm
as measured from the granular layer of adjacent normal epidermis to the
se of the tumor); perineural invasion for T3 classification is defined as
tumor cells within the nerve sheath of a nerve lying deeper than the dermis

or measuring 0.1 mm or larger in caliber, or presenting with clinical or
radiographic involvement of named nerves without skull base invasion or
transgression.

1 These staging tables are for cutaneous squamous cell carcinoma, cutaneous carcinoma, basal cell carcinoma of the head and neck, and all other nonmelanoma skin
carcinomas of the head and neck (except Merkel cell carcinoma). Anatomic sifte of external vermilion lip is included because it has a more similar embryologic arigin to skin,
and its etiology—which is often based on uliraviolet exposure—is more similar to other nonmelanoma skin cancers. The AJCC Staging Manual, Eighth Edition does not include

staging for cutaneous carcinoma outside the head and neck.

2 lUsed with the permission of the American College of Surgeons, Chicago, lllinois. The original source for this information is the AJCC Cancer Staging Manual, Eighth Edition

(2017 published by Springer International Publishing

‘wizrslon 1.2022, 1111721 ©2021 Mational Comprenenshe Cancer Mebwore (MCCH), All ights resaned. NCCH Guideliness and this liustration may not be: reproduced In any form wilhoul the express weitien permission of KCCH

Clinical N (cN)
cN Regional Lymph Nodes

NX Regional lymph nodes cannot be assessed
MO Mo regional lymph node metastasis
N1 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest
dimension and EME(-)
M2 Metastasis in a single ipsilateral node larger than 3 cm but not larger than &
cm in greatest dimension and ENE(-);
or metastases in multiple ipsilateral lymph nodes, none larger than 6 cm in
greatest dimension and ENE(-);
or in bilateral or contralateral lymph nodes, none larger than 6 cm in
greatest dimension and ENE(-)
N2a Metastasis in a single ipsilateral node larger than 3 cm but not larger than &
cm in greatest dimension and ENE(-)
N2b Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest
dimension and EME(-)
N2c  Metastases in bilateral or contralateral lymph nodes, none larger than 6 cm
in greatest dimension and EME(-)
M3 Metastasis in a lymph node larger than & cm in greatest dimension and
ENE(-);
or metastasis in any node(s) and clinically overt ENE [ENE(+)]
M3a Metastasis in a lymph node larger than & cm in greatest dimension and

ENE(-)
M3b Metastasis in any node(s) and ENE (+)

Mote: A designation of "U” or °L" may be used for any N category to indicate
metastasis above the lower border of the cricoid () or below the lower border of
the cricoid (L). Similarly, clinical and pathological extranodal extension (EME)
should be recorded as ENE(-) or ENE(+).

Continued
gT1
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American Joint Committee on Cancer (AJCC)
TNM Staging Classification for Cutaneous Carcinoma of the Head and Neck (8th ed., 2017)"2

Pathological N (pN) M  Distant Metastasis
pN Regional Lymph Nodes M0 No distant metastasis
M1
G

NX Regional lymph nodes cannot be assessed Distant metastasis
NO Mo regional lymph node metastasis Histologic Grade
N1 IMietastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(-) GX Grade cannot be assessed
N2 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(+); G1  Well differentiated

or larger than 3 cm but not larger than 6 cm in greatest dimension and ENE(-);
or metastases in multiple ipsilateral lymph nodes, none larger than 6 cm in greatest dimension and ENE(-); G2 Moderately differentiated
or in bilateral or contralateral lymph node(s), none larger than & cm in greatest dimension, ENE(-) G3  Poorly differentiated

M2a Metastasis in single ipsilateral node 3 cm or smaller in greatest dimension and ENE(+);
or a single ipsilateral node larger than 3 cm but not larger than 6 cm in greatest dimension and ENE(-) G4 Undifferentiated
Table 2. AJCC Prognostic Stage Groups

N2b  Metastases in multiple ipsilateral nodes, none larger than & cm in greatest dimension and ENE(-)

MN2c  Metastases in bilateral or contralateral lymph nede(s), none larger than 6 cm in greatest dimension and T N M

ENE(-) Stage 0 Tis NO M0
N3 Metastasis in a Ii.'mph node larger than 6 cm in greatest dimension and ENE(-); Stage | ™ N0 M0

orin a single ipsilateral node larger than 3 cm in greatest dimension and ENE(+); Stage || T2 NO MO
or multiple Ipaﬁ:teral, contralateral, or bilateral nodes, any with ENE(+);
or a single contralateral node of any size and ENE(+) Stagelll T3 N0 M0

M3a Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-) ™ N1 M0

N3b  Metastasis in a single ipsilateral node larger than 3 cm in greatest dimension and ENE(+); T2 N1 MO
or multiple ipsilateral, contralateral, or bilateral nodes, any with ENE{+); T3 N1 MO
or a single contralateral node of any size and ENE(+) Stage IV T N2 MO

Mote: A designation of "U" or "L" may be used for any N category to indicate metastasis above the lower border of

the cricoid (U) or below the lower border of the cricoid (L). Similarly, clinical and pathological extranodal extension T2 N2 Mo

(ENE) should be recorded as ENE[{-) or ENE(+). T3 N2 Mo

Any T N3 M0
T4 Any N - MO
Ay T AnyN - M1

! These staging tables are for cutaneous squamous cell carcinoma, cutaneous carcinoma, basal cell carcinoma of the head and neck, and all other nonmelanoma skin
carcinomas of the head and neck (except Merkel cell carcinoma). Anatomic site of external vermilion lip is included because it has a mora similar embryslogic ongin to skin,

and its etialogy—which is often based an ultraviolet exposure—is maore similar to other nonmelanoma skin cancers. The AJCC Staging Manual, Eighth Edition does not include . H
slaging for cutanaous carcinoma outside the head and neck. B
2 Used with the permission of the American College of Surgeons, Chicago, lllinois. The original source for this information is the AJCC Cancer Staging Manual, Eighth Edition .5
(2017) published by Springer International Publishing. ¥
§T-2
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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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AL L
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




National a . .
. NCCN Guidelines Index
comprehensive NCCN Guidelines Version 1.2022 b of Contonis

AlelO ) Cancer Squamous Cell Skin Cancer Discussion

Network"”

PRINCIPLES OF SYSTEMIC THERAPY

New Regional Disease (See SCC-4 and SCC-5)
» For most cases of fully resected regional disease, adjuvant systemic therapy
. is not recommended, unless within a clinical trial.
[ - = For patients with resected high-risk regional disease, consider RT £ systemic
.ie::r igl?a.i]ta who have residual disease and further surgery is not feasible, . E::r::ﬁeﬂ:sbmmrunlauat:tubla Inoperable. or incompletely resected discase
recommend RT, and multidisciplinary teams can consider concurrent multidisciplinary consultation ;! nalu::lad m‘ cunaldar'p y '
systemic therapy in select cases (Table 1). )
¢ RT = systemic therapy (Table 1)
* For patients who have complicated cases of locally advanced disease 1
in which curative surgery and curative RT are not feasible,! recommend + Systemic therapy alone If curative RT not feasible’ (Table 2)

multidisciplinary consultation to consider systemic therapy alone (Table 2).  Regional Recurrence or Distant Metastatic Disease (See SCC-6)
+ For regional recurrence or distant metastases, multidisciplinary team can

consider systemic therapy alone (Table 2) or in combination with RT (Table 1).

Table 1: Systemic Therapy Options for Use with RT

Preferred Regimens Other Recommended Regimens Useful in Certain Circumstances
* Cisplatin? * None * EGFR inhibitors (eg, cetuximab)®
* Clinical trial®* * Cisplatin + 5-FU?

« Carboplatin + paclitaxel® 58
Table 2: Options for Systemic Therapy Alone

Preferred Regimens Other Recommended Regimens Useful in Certain Circumstances
« Cemiplimab-rwic*# (if curative RT or surgery is  + If ineligible for or progressed on immune * If ineligible for or progressed on immune
not feasible! for locally advanced, recurrent, or checkpoint inhibitors and clinical trials, checkpoint inhibitors and clinical trials, consider:
phertetielimene consider: » EGFR inhibitors (eg, cetuximab)?
* Pembrolizumab®* (if curative RT or surgery is » Carboplatin + paclitaxel »Ca paclm?ina
not feasible! for locally advanced, recurrent, or » Cisplatin
b Cislglutin + 5. FU?
» Carboplatin®

I
See Footnotes and References on SCC-F(20f2) §

Note: All recommaendations are category 28 unless otherwise indicated,
Clinioal Trials: NCCN believes that the best management of any patient with cancer is in a elinical trial. Participation in alinical trials is especially encouraged,

SCC-F
10F 2

TN WY R WA

riian 12022, 1T S 2021 NEtkanal Comprnenihas Cancar Natwone (MCCHe L Al FgRIE neblrved. MCCN GuiIBIng and i ITusirstian ray fof B Meproducsd In any foem winaul the axpnia wimen paemissen of NCCH



National
Comprehensive
Wl Cancer
Network®

NCCN Guidelines Version 1.2023
Squamous Cell Skin Cancer

MCCM Guidelines Index
Table of Contents
Discussion

PRINCIPLES OF SYSTEMIC THERAPY

. " - 5
1 SULUL" L S Merie

0 Dii P 2
py is not recommended.

. St-nmi ra
Primary and Recurrent Locally Advanced Disease in Non-Surgical Candidates

= For patients who have residual disease and further surgery is not feasible,
recommend RT, and multidisciplinary teams can consider concurrent
systemic therapy in select cases (Table 1).

= For patients who have complicated cases of locally advanced disease
in which curative surgery and curative RT are not feasible, recommend
multidisciplinary consultation to consider systemic therapy alone (Table 2).

New i (SCC-4 and SCC-5)

= For most cases of fully resected regional disease, adjuvant systemic therapy
is not recommended, unless within a clinical trial.

= For patients with resected high-risk regional disease, consider RT & systemic
therapy (Table 1).

= For patients with unresectable, inoperable, or incompletely resected disease,
multidisciplinary consultation is needed to consider:
» RT & systemic therapy (Table 1)
» Systemic therapy alone if curative RT not feasible? (Table 2)

i (SCC-6)

= For regional recurrence or distant metastases, multidisciplinary team can
consider systemic therapy alone (Table 2) or in combination with RT (Table 1).

Table 1: Systemic Therapy Options for Use with RT
Preferred Regimens

- Cisplatin® + None
= Clinical trial

Other Recommended Regimens

Useful in Certain Circumstances

« EGFR inhibitors (eg, cetuximab)®
- Cisplatin + 5-FU®

« Carboplatin £ |:|a|:'.liI:a|:|:eIt"“':a

Table 2: Options for Systemic Therapy Alone
Preferred Regimens

« Cemiplimab-rwic® (if curative RT or surgery is
not feasible? for locally advanced, recurrent, or
metastatic disease)

» Pembrolizumab®9 (if curative RT or surgery is
not feasible? for locally advanced, recurrent, or

consider:

Other Recommended Regimens

« If ineligible for or progressed on immune
checkpoint inhibitors and clinical trials, .

» Carboplatin + paclitaxel

= Necadjuvant cemiplimab-rwlc®

ineligible for or progressed on immune
checkpoint inhibitors and clinical trials, consider:
» EGFR inhibitors (eg, cetuximab)®
» Capecitabine

metastatic disease) » Cisplatin®
« Clinical trial » Cisplatin + 5-FUP
3 Carhnplatinh
P
)
Footnotes and References on SCC-F (20f2) ~ § i
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