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Cutaneous squamous cell carcinoma (cSCC) is the second
most common non-melanoma skin cancer after basal cell
carcinoma, with an estimated incidence of 77 per 100,000
patient-years. cSCC can develop de novo or from
pre-existing chronic actinic damage, although the probability
and speed of transition from actinic keratosis to cSCC is
highly variable.

five years. For high and very high risk
patients, this risk increases to 80%.18
Follow-up will require a full skin check,
palpation of draining lymph nodes and
patient education on skin surveillance.
Follow-up frequency is recommended
as follows:18
Low risk cSCC
• Single post treatment appointment
High risk cSCC
• Year 1: Every 4 months
• Year 2: Every 6 months

The occurrence of cSCC is related to chronic UV exposure,
particularly occupational exposure. Risk factors include
fairer skin, significant exposure to sunlight or therapeutic
UV radiation (PUVA). Incidence is also significantly
increased in patients who are immunosuppressed, either
due to disease or medications. Solid organ transplant
recipients have a 65 to 250-fold increased risk. Long-term
exposure to azathioprine, which is photocarcinogenic, is a
significant risk factor as is immunosuppression caused by
haematological disease, especially chronic lymphocytic
leukaemia which confers an 8 to 10-fold increased risk.

Very high risk cSCC
• Year 1 and 2: Every 4 months
• Year 3: Every 6 months

cSCC usually presents as an enlarging, indurated, scaly,
keratotic or crusted lump over a course of weeks to
months. The lesions can be domed, crateriform or peaked
in shape. They may ulcerate and can often be tender or
painful. Common sites are sun exposed areas such as the
scalp, temples, face, helical rim, lateral neck, forearms,
hands and lower legs. They can range in size from a
diameter of a few millimetres to several centimetres. Any
evidence of surrounding sun damage should be recorded
and the lesion should be palpated to elicit tenderness and
determine whether it is mobile or fixed to deeper tissues.
The draining lymph nodes should be palpated and a full
skin check for other lesions should be performed.

CONCLUSION

Follow-up can be organised as
a shared care arrangement with
appointments alternating between the
GP and secondary care. Encouraging
patients to carry out self-examination
and use sun protection strategies is
vitally important.
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The incidence of cSCC is increasing.
Educating all patients, particularly those
with risk factors, on skin self-examination
and sun protection should be a routine
part of GP consultations that relate to
the skin. Early recognition of a
suspicious lesion by the patient and
subsequently the clinician will lead to
earlier treatment which is associated
with better outcomes for the patient.
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