Bristol skin cancer SCC
man ment v3.
RISK STRATIFICATION & MANAGEMENT OF SCC DIAGNOSED CLINICALLY OR Author: 6Bri stol
HISTOLOGICALLY INCLUDING AJCC/UICC8 20'1 0. Review: 2022
[Any skin site including cutaneous not vermillion o]f lip. Not penis, vulva, anus or other mucosal ' '
sites.
*Clinical excision margins may be
reduced for very small tumours
(i.e.<5mm diameter) or anatomical
constraints or Mohs surgery may be
Histol relquired.
**Histological resection margin.
TUF';{'O}? R Values chosen are concordant with
S RCPath & COSD core dataset.
Total risk
ANY 1 RISK OR / factors
FACTOR ANY 4 or more ANY 2 or 3
T1/pT2/pT3 pT1/pT2
pT3 - Stage 3 prPTEP pT1/pT2 ANY 1 NONE
pT1
pT1/pT2
**Margins at
o : o . **Margins at least 1mm or curettage
Margins over 5mm Margins over 5Smm least 1mm and electrodessication at
least 2 cycles
MDT DISCUSSION MDT DISCUSSION ] MDT DISCUSSION MDT DISCUSSION
[ MDT DISCUSSION | —
&
STAGING IMAGING .
. J Patient need (e.g. Patient need (e.g.
\Ir comp/l\ex casle, young, anxious) compll\?x Qasle, Younstl, tgnxnous)
ical presentation ypical presentation
SSMDT DISCUSSION Or fLyr?her t?eatment to be Or further treatment to be
offered offered
\ g Face-to-facr? rezsults %
iscussion within 2 weeks Yes any
Face-to-face results and consider prophylaxis*** v Yes any
discussion within 2 weeks S No f'-—— No
and consider prophylaxis*** Face-to-face results Results letter
discussion within 2 Then face-to-face
+further weeks results discussion
treatment within 4 weeks
! T
| +further +further
palliation
\
Individualised FU
, - Immunosuppressed ( )
PATIENT ré:::%?rl:gegngreﬂﬁft?\der e.g. transplant, CLL, other active Skin SCC prone Frequent SCC but POOR “.,Eék}ﬁ&'?@" ENTAL
RISK treatment, or can’t be offered _ cancer/chemotherapy, HIV, syndrome immunocompetent WHO performance status 3 or more
immunosuppressant treatment Life expectalr:icx IIess than 3yrs
; r railty
Yes Yes \ / Severe Dementia
Yes Yes % Lack of 'capaclty y
Yes
v
Aim for wider histological Invite carer/Health & welfare
clearance margins than dictated attorney/family/significant other/
by tumour alone advocate
i.e. At least 2mm or at least (and consider ‘best interests’
5mm (depending on degree of meeting)
immunosuppression)
/
Individualised FU to be decided
by Consultant considering rest of
protocol
T
If
Under regular FU appropriate
already and on prophylaxis or
recently considered Group education session
Carer can attend with or instead
of patient
No
v
Face-to-face results
discussion within 2 weeks
Yes and consider
prophylaxis***
ASSESSMENT & MDT OUTCOME
TREATMENT MbT & RESULTS FOLLOWUP EVIDENCE
FIRST ASSESSMENT PATHOLOGY _ MDT OUTCOMES AND FOLLOW-UP FACE-TO-FACE 1:1 FU RISK ESTIMATION
If tumour found/suspected: check All cases with high risk pathology features are FU will be arranged auton:latlcally after MDT aooprdmg to Tailored discussion offering estimated prognosis Risks quoted are approximate
regional lymph nodes and offer full skin reviewed pre-MDT to screen for errors that may protocol. Plan & any actions are clearly stated in MDT if desired by patient quo pp
examination affect management e.g: outcomes. Offering further treatment if recommended by MDT averages estimated for 10 year local
intorpreted, HIgh ik factors missed, DIgNGSs Consultant to review MDT outcome, tailor to patient if needed, ¥ el skin examination ’ yecurrence (L) or nodal metastasis |
PRIMARY TREATMENT OPTIONS ’ changed ’ advise CNS if any changes to plan, and inform patient by letter or Regional lymph node examination (NM) or 10 year Dap) Ppectiic ded
LOW risk: excise+4mm clinical margin Review slides in meeting for all margins <tmm call in all cases not coming for urgent 1:1 FU .
HIGH risk: excise+6mm clinical margin Any appointments stated in the outcomes will be made by the ADVICE/GROUP EDUCATION Based on: Schmults et al JAMA Derm
Biopsy then radiotherapy admin team at the request of the MDT coordinator. Cheoking soar 2019, Karia et al JOO 2014, Schmults et
MDT DISCUSSION All other actions will have a named responsible person Check ng [ vmobh nod al JAMA Derm 2013, UICC/AJCCS, and
MDT TARGET HISTOLOGICAL 1. Further treatment of any SCC with <tmm/ allocated in outcomes gc Ifmg own mgnfona lep _nodes 2019 UHB/NBT recurrent SCC audit
MARGINS involved margin, or biopsies of high risk SCC: FU starts from date of completed treatment e -Smonltorlng_ or Be}"’ esions Recurrent tumours: Risk estimate
LOW risk: accept 1mm :Stl\a}lncrj]ard excision un prelti?grll?r? Da ance based on opinion only.
HIGH risk: accept 2mm xvlohs excision INDIVIDUALISED FOLLOW-UP i
VERY HIGH risk: accept 5mm . *Radiotherapy 2nd or subsequent years of FU may be Veterans compensation
2:-,, PS’?'°P p'a{‘“'".g e.g. facial H'Z°f“e' dlarg%_tunéour. useful for patients at high risk of recurrence RISK OF ANOTHER NMSC OTHER RELATED RESOURCES
CLINICAL STAGING - Staging/planning imaging e.g. for deep/fixed or who cannot check themselves effectively. Or WITHIN 3YRS UHB MDT standard operating
Stage 1= pT1 = no pT2 or pT3 risk factors . fecurrent tumour, or prior to major surgery consider requesting primary care FU. Also After first SCC: SCC 18%; BCC 44% procedure (SOP)
Stage 2= pT2 i.e. CT +MR tumour site + CT regional LN xthorax some patients may not benefit from early After first BCC: BCC 44%; SCC 6% NICE guidance
Stage 4= pT4 or N2/3 or met clecionatale.g. : BAD guidance
ge 4= INFORMING PATIENT & GP OF rx SWAG regional skin cancer gUidance
PLAN Change ofl:',ggp#oiLgi)(les;ssant or él\r/‘vc;l\la i&g RGCK lump pro:jocol)
; . ge of iImmunosuppr ohs surgery guidance
In face to face appointment within 2 weeks :
Or letter or callpflr)gm Doctor or Nurse as . dose reduction o UHB group CNS FU session SOP
stated in outcomes Acut.retln 10-_20mg od (check LFT & |IpIdS) Group session education
Expected path learly documented Nicotinamide 500mg bd (care in renal presentation
pected painway clearly documente failure, or with COCP; avoid with

in letter to GP & patient carbamazepine)






