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appropriate continuing professional
development. NICE also recommends
that all excised skin specimens should
be sent for pathological examination
and when referring a patient from
whom a malignant lesion has been
excised, a copy of the pathology report
should be sent with the referral.

NICE recommends that any 
non-healing lesions larger than 1 cm
with marked induration on palpation,
showing significant expansion over
eight weeks, should be referred
urgently as they may be SCCs.2

In addition, any new or growing
cutaneous lesions in immunosuppressed
patients should be referred urgently, as
SCCs in this group are often atypical
and aggressive. 

All suspected SCCs should be
managed in secondary care and ideally
should not be removed in the community.

TREATMENT 
The British Association of Dermatologists
and SIGN have both published
guidelines on the management of BCCs
and SCCs.5,6,9

The choice of treatment will depend
on the type, size and location of the
lesion, patient factors and preference as
well as the preference and expertise of
the doctor. The patient must be
informed of the advantages and
disadvantages of all options including
cosmetic results and likelihood of
complete eradication, with the final

decision resting with the patient. 
It is also important to remember that

a conservative approach is sometimes
appropriate (especially in low-risk small
asymptomatic BCCs) when treatment
may cause more problems than leaving
the lesion alone. 

Broadly speaking, the treatment
options for BCCs can be divided into
non-surgical and surgical techniques,
with the surgical options further divided
into excision or destruction, see table 2,
left.5 Needless to say, when a non-
surgical option is chosen, it is expected
that the histological diagnosis is
confirmed before treatment. 

Where feasible, surgical excision
(including Mohs micrographic surgery
where appropriate) is considered the
treatment of choice for cutaneous
SCCs. The goal is complete removal (or
destruction) of the primary tumour and
of any local metastases. Curettage and
cautery (C&C), cryotherapy and
radiotherapy can be considered if
formal excision is not a practical option. 

IECs can be treated with C&C,
photodynamic therapy, cryotherapy or
topically with imiquimod or fluorouracil
cream.

FOLLOW-UP
Following treatment for a NMSC,
patients are at risk of local recurrence
and the development of a further
primary. Recurrence risk depends on
the treatment used as well as the
tumour characteristics. High-risk lesions
are more likely to recur.

Generally, patients treated for a single
primary BCC are at low risk of
recurrence. They should be given sun
protection advice and warned of the
risk of developing a second primary
(almost 40% in five years),6 and are
suitable for self-monitoring or follow-up
in primary care. However, there is a
strong case for the follow-up of patients
with recurrent or multiple BCCs in either
primary or secondary care. 

In SCC, early detection and treatment
improves outcomes for patients with
recurrent disease.5 Patients should be
told to self-monitor their scar site, and
local skin and to examine themselves for

Table 2

Treatment options for basal cell carcinoma 

Treatment
Excision

Mohs micrographic surgery

Curettage and cautery

Topical therapy (imiquimod or 
fluorouracil cream)

Cryotherapy

Photodynamic therapy

Radiotherapy

Vismodegib

Type of BCC
Lesions commonly excised with a 4-5 mm margin 
(95% clearance rate). Often the most appropriate option
for primary nodular BCCs 

BCCs on high-risk areas of the face (around eyes, lips and
nose). Also the best option for ill defined, morphoeic or
recurrent BCCs on the face

Suitable for treating superficial BCCs 

Suitable for small superficial BCCs — follow-up is advised
as lesions may recur

Suitable for small superficial BCCs

Suitable for small superficial BCCs

Treatment of choice in patients with facial lesions who
decline/cannot tolerate surgery. Less commonly used now 

A novel treatment for advanced or metastatic BCCs

REFERRAL
Patients with a slowly evolving or
persistent skin lesion where cancer 
is a possibility should be referred to 
a dermatologist. 

NICE recommends that a lesion
suspected of being a BCC is referred
routinely.2 Urgent referral should be
reserved for patients where there 
is concern that a delay may have 
a significant impact because of the size
or site of the lesion.

Some low-risk BCCs can be
diagnosed and treated in primary care,
and NICE has published detailed
guidance defining which patients can
be appropriately treated, depending on
the level of expertise of the GP.3 These
tend to be patients with a solitary, small,
well defined, low-risk BCC not in the
head and neck area. 

All GPs who perform minor surgery
should have received accredited
training in relevant aspects of skin
surgery and should undertake

‘Squamous cell
carcinomas 
can also develop
within chronic
wounds and
scarred skin’

‘All suspected
squamous 
cell carcinomas
should be
managed in
secondary care’




