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palliation. Radiotherapy is more
frequently used as an adjunct following
surgery in higher risk cases.

COMPLICATIONS
Untreated, cSCC can cause local tissue
destruction and metastasise to lymph
nodes or other organs. cSCC usually
spreads to local lymph nodes and
clinically enlarged nodes should be
examined histologically by fine needle
aspiration or excision biopsy. Tumour-
positive lymph nodes are then managed
by regional lymphadenectomy whereby
lymph nodes that drain the site of the
tumour are removed with therapeutic
intent. Imaging is performed to define
the extent of regional disease and to
identify distant metastases. Adjuvant
radiotherapy or chemotherapy can also
be considered. With respect to prognosis,
several large studies have estimated a
mortality rate for metastatic cSCC of
more than 70%.14

RISK STATUS 
The risk of metastasis of cSCC is 
1.1-2.6%.15,16,17 Which lesions are at
particular risk of recurrence and
metastasis to lymph nodes can be
determined by the presence of factors
which relate to the tumour itself (size,
depth, histology) as well as the host
(immune status), see table 2, below.

FOLLOW-UP
The duration and frequency of follow-up
varies according to the risk status. 
A patient classified as low risk has a 40%
further chance of cSCC within the next

A definitive diagnosis is made
histologically following excisional or
incisional biopsy. Once diagnosis is
made the tumour is then staged using
staging criteria such as the Union for
International Cancer Control 8th edition
(UICC8) criteria to give a tumour 
node metastasis (TNM) classification.
This will determine prognosis and guide
subsequent treatment options.

TREATMENT
There is no role for cryotherapy or
topical treatments in the management
of cSCC. 

Surgery
The surgical treatment options are as
follows:
Surgical excision:The vast majority of
cSCC are treated by surgical excision.
This is carried out with a surgical margin
of 4-10 mm depending on the size of the
tumour. 
Mohs micrographic surgery: This
approach is advisable if the lesion is 
in an area where tissue preservation 
is important such as near the eyelid
margin.
Shave curettage and electrocautery:
The option of shave curettage and
electrocautery should only be
considered for low risk, < 1 cm, thin cSCC
such as those on the trunk or limbs in
immunocompetent patients or for use 
in palliation.

Radiotherapy
Primary radiotherapy can be considered
if the patient declines surgery or for

Table 2

Cutaneous squamous cell carcinoma tumour characteristics that influence the risk of recurrence

Tumour size

Tumour site

Tumour histology
Thickness

Lymphovascular invasion

Perineural invasion

Differentiation

Subtype

Immune status

»

Low risk
< 2 cm

< 4 mm, dermis only

None

None

Good/moderate

Competent

High risk
2-4 cm

Lip, ear, area of previous
inflammation

4-6 mm or into fat

Yes

Dermis only or < 0.1 mm

Poor 

Compromised

Very high risk
> 4 cm

> 6 mm or beyond fat

Beyond dermis 
or > 0.1 mm

e.g. adenosquamous/
desmoplastic

CLINICAL PRESENTATION 
AND DIAGNOSIS
cSCC usually presents as an enlarging,
indurated, scaly, keratotic or crusted
lump over a course of weeks to months.
The lesions can be dome, crateriform or
peaked in shape. They may ulcerate and
can often be tender or painful. Common
sites are sun exposed areas such as the
temple (see figure 2, p24), scalp (see
figure 3, p24), face, helical rim, lateral
neck, forearms (see figure 4, p24), hands
and lower legs. cSCC can also occur in
burn scars (see figure 5, p24). Lesions
can range in size from a diameter of a
few millimetres to several centimetres. 

The less aggressive well differentiated
lesions grow more slowly and usually
have a nodular and exophytic growth
with a keratotic surface from early on.
The more aggressive, poorly
differentiated lesions have less or no
keratin. They may be more endophytic
in growth and present with an ulcer with
no nodular element at all. 

DERMOSCOPY
Many features seen on dermoscopy are
not specific to cSCC and as such
dermoscopy must be used carefully in
conjunction with the clinical history and
examination with the naked eye. It is
important to avoid blanching the blood
vessels by pressing too firmly with the
dermatoscope. For more nodular
lesions, it is advisable to use a more
viscous contact medium than alcohol gel
such as ultrasound gel for better views.

Features which may be seen on
dermoscopy include:
•Vessels:
—Hairpin with a white halo
—Glomerular
—Arborising
—Polymorphous
•White circles (intrafollicular keratin
plugs) 
•White structureless areas (cystic
cavities of keratin)
•Poorly differentiated, ulcerating
cSCCs have very non-specific signs and
are predominantly a homogeneous red
colour from dense vascularity and
bleeding.

The differential diagnosis includes
basal cell carcinoma, hypertrophic
actinic keratosis and keratoacanthoma.
A keratoacanthoma is a well
differentiated self-healing cSCC and 
as it is not possible to differentiate a
keratoacanthoma from cSCC clinically
with confidence, all lesions should be
referred for excision. The differential
diagnosis for poorly differentiated cSCC
also includes Merkel cell carcinoma and
nodular melanoma.


