Skin Cancer Mana ement guidelines 2023
‘ l ” MERSE v

G S AU

E oAy Sty

4

i o = T ws i I

b, e S CHESHIRE

E 8 ;
;gi.w.w-'fé‘: AT )

Summary of Changes February 2023 (Post — Covid)

Melanoma

Updated melanoma oncology — consider referral to oncology for Stage 2b and upwards for Melanoma.
Balance of risks benefit will be discussed with Oncology team.

Stage 3A melanoma should be referred to oncology for discussion.

Essentially — ANY patient with a melanoma over 4mm or greater than 2mm with ulceration shouid be
offered systemic treatment (see NICE guidelines Melanoma 2022 update). Staging is not complete until

‘Staging CT’ for melanoma should include MRI head prior to referral for systemic treatment !
This should be performed within 12 weeks of starting systemic treatment For ALL stage 2b and 2c melanoma

Under COVID action plan, some patients were not offered Sentinel Lymph node biopsy
1. For these patients regional recurrence is a greater risk and recommendation is for face to face
review for the first year. .

2. Ultrasound surveillance for these patients is currently not offered routinely; but 4-6 monthly for three
years is recommended and should be performed locally wherever possible. More frequent scanning
for the first year (particularly for those with a higher Breslow thickness/stage) should be considerad.
If multiple lymph node basins included; please scan all appropriate as the sentinel node is unknown.

pT1b Melanoma — only offer SLNB if ulcerated, but it may be considered if increased mitoses and perivascular
invasion. For those not ulcerated for Local Skin MDT discussion only. . B

Maximum melanoma follow upis 5 years (NICE 2022)

Imaging recommendations in follow up for discussion April 2023 Cancer network group
US surveillance for Melanoma can be offered in keeping with MDT advice and local availability

Mini-tub trial closed _

Non-melanoma skin cancer :
New British Association of Dermatology BCC guidelines updated 2021
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If NEW serious diagnosis given:
1. Inform GP within 24 hours

2. Offer patient copy of consultation letter ?mmw-a; MERSEYSIDE
3. Offer prescription exemption information if appropriate he: od &CHESHIRE
4. Provide contact details of key worker (usually skin cancer CNS) L Skin Cancer Centt

I 5. foer holistic needs assessment (within 31 days of diagnosis)

R

_Consider serial photography, particularly for melanoma patients. Encourage pstients to bring own
pliotographs on their digital devices.

NB Follow up to be discussed with patient — Back to Referrer/Local or Specialist Nurse-led clinics

DIAGNOSIS lieinii ACTION FOLLOW UP ACTION
Malignant Melanoma

B : ' Follow up 2 to 3 weeks for results

C"mﬁg?;rs‘gﬁf:ded 2 mm margin excision biopsy | Ensure histopathology result
e e available

In situ melanoma or | : ' -

lentigo maligna ; Refer LSMDT Discharge

_excised 25mm margin | e e e s b

Ir: situ melanoma or : ]
% - B Refer LSMDT | " .

lentigo maligna ; : ; Sl Discharge if adequate margins
close margin (<omm) |- PEERIES BEEE EET |

Severely dysplastic Consider wider excision to achieve 5mm 1 Didclarae i adeauat :
naevus margin (ONLY for severely dysplastic) | geir ddcdslaie margin:

Melanoma stages 1 and 2
3 fne Refer LSMDT | Follow up 1 year
thgnr?;l;'::g:gw _ Of‘fe_r WLE of 1 cm including. supetrficial _ review ?-4 times during year
(stage pT1a) : fascia, down to muscle fascia wherever | Whole skin exam & local lymph
a2 | possible due fo anatomical constraints™ | nodes
; Follow up 5 years with local
: Refer LSMDT ;
Two Primary SR e S Dermatology services
melanomas pTla | Offer 1om WLE with superficial fascia™ | Whole skin exagil& local lymph
. | nodes
Primary Melanoma , : e
0.8mmtc 1mm : Follow up 5 years
without ulceration | Offer 1c mﬁﬁf&%e ficial . Whole skin exam & local lymph
or lymphovascular | fa_“_g“_p_—scia** | nodes 3 monthly for 3 years then
invasion or mitoses | e i 6 monthly for further 2 years
“histgeablie Ll i e e R e
Melanoma 20.8mm | ; S
with ulceration, or : Refer SSMDT ;
<0.8mm WITH Offer 1-2cm WLE with superficial fascia™* | Follow up 5 years
ulceration or ‘ and consider SLNB 5 (see above and additional
Intermediate thickness | Provide SLNB leaflet to aid discussion | information below)
melanoma ' BRAF test
s ] . Refer SSMDT ;
thi Intermediaie . Offer WLE 2 cm including superficial ‘ Followiap oyears
ickness melanoma | fascia** and SLNB {see above)
| 22mm with ulceration | Provide SLNB leaflet and BRAF test Genetic/BRAF testing
or 2 4mmwithout | < oo gl to oncology after | CT Chest, abdomen and pelvis and
ulceration | staging imaging J MRI or CT head
CNG May 023 ' Page 2 Valid until March 2024 ®©



| Thick (>4mm) AND
' Ulcerated melanoma
[; i

:; |
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__DiAGNosis [

Refer SSMDT ,
Offer WLE 2 ¢m including superficial
fascia** and SLNB
(CT staging prior to SLNB)
Refer Oncology

 ACHONT T

___FOLLOW UP AcTIONS |

 Follow up 5 years
(see above)
Consider contrast CT of Chest

for 3 years and then annually for
further 2 years (MRI or CT head if

|
|

E

f

 abdomen and pelvis every 6 months
|

5

i

a

Ll head and neck primary )

Positive Sentinel

| neck

AND

s2mm

: No Extracapsular

spread

|

|

| Positive Sentinel
nodes

. (not head and neck)

| AND |

>2mm |

§ or ;

| Extracapsular spread |

i nodes- not head and j

to date (within 12 weeks of starting
oncological systemic treatment).

Refer SSMDT

Arrange CT cheét, abdomen and pelvis
(urgent with contrast) and MRI brain
FBC, U & Es, LFT and Lo}

Refer to Oncology if 1mm -2mm SLNB
deposit(s) or =pT2b with micromets and if

able to travel and performance status 0-2

BRAF test

Refer SSMDT
Arrange CT chest abdomen and pelvis
(urgent with contrast)
FBC, U & Es, LFT and LDH _
Consider lymph node dissection

Pelvic dissection;

= >1 clinically palpable‘groi'n LN

- = CTor ultrasound evidence of >1 groin

node(s), or of pelvic node involvement
*  >1 macroscopically involved sentinel
node at SLNB >2mm metastasis

" Aconglomerate of inguinal or femoral

triangle lymph nodes
"  Micro/macroscopic involvement of
Cloquet's node

s Melanoma with lymph node disease (Stage 3) [see page 13]

e T

L

: | |

, g , Refer SSMDT ;

! = | ;

. Positive Sentinel] : |
" | nodes - not h: a'c?zn d | CTscan Chest, abdomen and Pelvis with

i neck | ; contrast

' (Microscopic AND | el ; ‘

| jiseace) | Referto oncology if high risk tumour type |

g low burden dls.fase) | after SSMDT review. Scans should be up

t

et b8 .

E. Follow up 5 years as per guidance

(ALL lymph nodes)
Consider regional Lymph node
ultrasound every 3 months for3

years,

Mini-tub (closed trial) involved:

US follow up 3-4 monihiy 2 years

6/12 3-5 years, annual 6.10 years
CT scan annually for 10 vears

- Follow up 5 years as per guidance
(ALL lymph nodes)

See high risk melanoma imaging .

contrast CT of Head, Chest akdomen i

and pelvis;

6 monthly for 3 years & 12 monthly

for 2 years
SSMDT to consider PET scan if
groin positive node ,
SSMDT to consider Trial

H

: ?

Follow up 5 years as per guidance
(ALL lymph nodes) %

See high risk melanoma imaging |
contrast MR! of Head, Chest ;
abdomen & pelvis: J

6 monthly for 3 years & 12 monthly |
for 2 years (See page A ‘;
‘Genetic/BRAF testing |
SSMDT to Consider PET scanning if |
for pelvic lymphadenopathy !
Refer after Surgery to Oncology for |

adjuvant therapy if able to travel and |

- performance status 0-2
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AGTION' " | FOLLOWUPACTIONS

“piagnosis TR RCHO
' Follow up 5 years as per guidance
Refer SSMDT (ALL lymph nodes)
(Head and Neck Consultant) i : :
Mel Arrange CT Chest abdomen and pelvis See high risk melanoma imaging
relgnaiig | rgent with contrast) . follow up (see above and page **)
Positive sentinel | (urgen
d ny size) - Arrange MRI brain and neck 3
nodes (any size FBC, U & Es, LFT and LDH g - Genetic/BRAF testing

Head and neck

Offer dissection of affected lymph node Refer after Surgery to Oncology for
basin (SSMDT) | adjuvant therapy if able to travel and |
| performance status 0-2

- Refer SSMDT '
Palpable lymph node FNA (consider US guided) ‘ Fogg\: 12 weeka for ENAresulits
2 ; ; ‘ above for pelvic dissection
(possible melanoma) | Only 2 inconclusive attempts before open | decision
o lelomey s e
Refer SSMDT
Refer patients with: ;
Node =3 cm axilla, 24 cm groin or 23 |
Melanoma 5 nodes : 3
Radiotherapy ' Extracapsular spread or Extracapsular | Follow up 5 years (ALL lymph
: ‘ spread for head and neck or 23cm | nodes)
' Consider surgical resection margins; if in | :
doubt refer for radiotherapy. . Then annually for further 5 years

(May not be offered by Oncology due to |
morbldity & balance survival advantage) '

"""" KV e Refer SSMDT = :
For MDT discussion & consider trials | Follow up 5 years (whole skin exam
Relapse melanoma X ; ‘ and ALL lymph nodes)
i . Refer to Oncology if 2Stage 3b disease |
| Staging CT Chest, abdomen and Pelvis | Then annually for 5 more years
__and MRI'brain .
' . |If stage 3 disease or greater consider Follow up 1 year stage 1,
Melanoma in younger = whole body MRI for staging (SSMDT) | 5 years if stage 2 and
- people (less than 24) ? 10 years if Stages 3-4 (SSMDT to
' Refer to TYA (Teenager and Young adult) consider planning for imaging)
MBI e e e e Y
| Foliow up 5 years (whole skin exam
Palpable melanoma . and ALL lymph nodes)
proven ‘ Refer to SSMDT | Then annually for 5 years
lymphadenopathy or | . Cone) : : AND
il g . onsider Surgical resection and
High risk melanoma CT Chest, abdomen and pelvis + MRI |
Stage 4 Oncology referral (stage 4 resected) | head arid neck first
then 6 monthly CT (CAP) only for 3
years & 12 monthly for 2 years
| ReferSSMDT _;
. WLE & consider SLNB and Anaesthesia | . :
| risks according to trimester of pregnancy. | Ut revc;e\lfy untiityear after
Melanoma in . Consider risks: 1<t Trimester risks for GA 1 Consider risk t: “:,:n:‘ Nevfor h
Pregnancy ' Palpable lymph node disease for SSMDT trirr?es?era Yo |
discussion in conjunction with e Follow up 5 years otherwise

Obstetrician for early delivery or ‘
termination (see page 10) L R S S T SN T e S

Page 4 Vahd _mtﬂ March 2024 ©
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. DINGNOSIE T~ e ey . FOLLOW UP ACTIONS

| i

! ' Cutaneous Squamous cell carcinoma (see page **) for reference

In situ SCC (Bowen’s | Treat topically (e.9. Efudix, Aldara, PDT, % Refer back to origin if low risk
b disease) | cryotherapy, curettage efc.) L. andfor biopsy proven .
t . Forinvasive (:‘}‘SCC a full skin check is required with examination of regional lymph node basins, pationt

[ education about sun protection and skin surveillance and warned about the risk of further cSCCs,

f There is a 40% bhancé of further keraﬁnoéyte cé}‘cinoma: within 5 years. If more than 1 previous keratinocyte f
? carcinoma then risk is doubled to 80% within 5 years, : :

% |
z. | L
{ ~..Alter discharge f patients suspect further cSCC for referal under 2 week wait pathway via GP,
" ; No LSMDT referral needed | Discharge if completely excised with
| owrleke8CC | Gliieuimai mmmargin___ | histological 21 mm margins |
| ; . Refer LSMDT for those with close or
i iah Risk ne&ec | involved pathological margins and/or
|- - HighBisk CSFC | more than 1 risk factor a
S >6mm excision margin e
| Consider SSMDT referral for apinion or - ? Follow up 3 years: {
management b ; Every 4 months for 2 yrs
...>10mm excision margin ..Every 6 months for final year _

| Follow up every 4 months for 1 year |
- | >1 risk factor for 6 monthly review
in 2" year “

. Very High risk eSCC

f | 1 : : I

u - | Ifhead and neck SCC either incompletely J

F Scal::: asrg(;v»rglth | excised or histologic_:al_fy narrow dee, Consider further treatment with WLE |

g (1 mm)' - incon"ipiete 5 . margin (<1-mm)- _ / ] and/or radiotherapy

dpep.m i gih | Refer to SSMDT or Head.and Neck MDT ; Follow up 3 years

il . (Max fac/ENT) according to local rules. .

B LU el Refer SSMDT
diﬁi?:fl"y v Consider Cemiplimab

Follow up 3 years
ENA T e 5‘ ~ Follow up S 3 weeks for resuits

Open biopsy if two failed attempts fo If positive SSMDT referral
s

| Palpable Iymphinode ‘ i ‘
o Refer SSMDT - | CT Chest and Abdomen (+/- Pelvis |
Metastatic SCC ? Consider Oncology referral if not for lower body) + MRI Neck for Head/
. resectable _Neck !

Fiais S | Patient preference and MDT'agfe'ement :
' ananfroRascg%thFrapy | Where cSCC primary surgery not feasible . Follow up as per Risk guidance
v | (poor functional or cosmetic outc;Ome)_ ;

i
¥
i
]

e i‘ﬁéd‘ﬁ{b'ié‘t"é'é}ié"igib e L |
| surgery not feasible

* Highriskof local recurrence |
{ {= >0.1mm perineural invasion below [
P | dermis or multifocal nerve !
J . involvement | i
Adjuvant b :ﬁ’;‘:;ﬁgf}fr:;fg;‘?s e | Very high risk SCC follow up
| radiotherapy for SCC | . e S o -
| if any of theses B Cloes .penpherall_m_ar.g_u:ws:‘_(sj mm) |  Consider imaging if bone/cavity |
| § : ' pT3 tumours (with multiple risk invol ¢ i
i actors: | : } ; S : involvemen i
| - factors including: invasion beyond fat l ;

y "~ | and >6mm thick) J
; = Offer adjuvant radiotherapy following ;
L . therapeutic regional lymph node 5
| s

E

dissection with high risk pathology (>
' 2involved nodes, large nodes or
___extracapsular extension - = pN1)

Page5 until March 2024 ©
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‘plaGNOsIS 1 ACTION.

__FOLLOWUP ACTIONS

Basal Cell Carcinoma (see page ** for reference)

Low risk site and type |

of BCC Excision 4 mm radial margin

High risk site and low |

risk BCC type Consnder excision 4 mm margin

~ Consider excision
with Mohs (or 10-15 mm margin)

High risk site and
type

Offer observation or
re-excision for low risk
High risk offer re-excision/Mohs/
radiotherapy

Incompletely excised |
radial margin BCC
(or close margins)

S pleté-lyé;(-éiséd , AR L it
CC (Deep margin) Offer wider excision, radiotherapy or
~ Mohs

Large multlple or
inoperable BCC

Dnscharge if completely excised

Con3|der referral to Oncology

Discharge if completely excised

Discharge if completely excised

; 3/12 for 1 year
| Then 612 for further 1 to 2 years

3/12 for 1 year
Then 6/12 for further 1 to 2 years

' Follow up shared on a case by case

basis

If completely excised with good |
margins discharge
_[treat as per well diff SCC)

| Follow up local recurrence and
j lymphatic basins, late local
| recurrence common
) 10 year follow up
Follow up local recurrence and
lymphatic basins, late local
recurrence common
Consider Chest X-rays every
6-12 months for 5 years
10yearfollowup

Close follow up
High risk CT scanning protocol

| 32 for 5 years

Follow up 3 years

Refer to SSMDT
Atypical Fibroxanthoma
R % AR S s B e
i - Refer LSMDT
(Although not strictly |
‘malignang || TRTERGIIERRIGEE .
oo I Dermatofibrosarcoma protuberans %
Dermatofibrosarcoma e g il exeison includin
protuberans (DFSP) S g
ascia
Fibrosarcomatous | Refer Sarcoma MDT
changes within DFSP = 3-5cm Wider excision including fascia
{treat as soft tissue 10% risk of lymph node metastasis
sar\.oma) CT stagmg Chest, abdomen and pel\ns
R _ Merkel Cell Carcinoma
Refer SSMDT
Plan CT Chest, abdomen and pelvis
Merkel Cell staging, 1 to 3cm WLE including fascia
Carcinoma . and SLNB ‘.
Offer post op radiotherapy to primary and |
lymph node basins - Early metastasis
oot AR e ee e i) e
P!eomorghlc Sarcoma
. . Refer Skin MDT if above fascia and |
Pigomorphlc | less than 4cm in size; otherwise refer |
arcoma |

Sarcoma MDT.
Offer Wide excision with >1cm
mcludmg superf cial fascia

(previousiy known as |
“Nialignant Fibrous
Histiocytoma) _

(3/12 for one year then 4/12 for one
year then 6/12 for one year)
Consider CT at diagnosis (Chest,
abdomen and Pelvis)

CNG May 023 Page 6
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Notes and exceptions 0 0
Young people aged 16-24 years should also be referred t6 the TYA (Teenage and Young Adult) MDT, consider
offering MRI investigations instead of CT (caution with interpretation of chest MRI scans)
1. Patients with palpable lymph nodes sholuld‘ not be offered SLNB.
2. Those with primary sites that have been reconstructed with a skin graft should be discussed with a nuclear
medicine Consultant to consider suitability for SLNB, ‘
3. If SLNB declined, offer imaging in consultation with SSMDT (see NICE guidelines).

For long term follow up consider:

1. Refer patient back to local dermatology team / nurse led clinic for either alternating or shared care, avoiding
* duplication of appointments and consideration of distance to travel.
Teach patient how to perform skin self examination
- Offer smoking cessation advice.
Offer HNA during reatment, once treatment is complete.
Offer the patient the opportunity to attend a health and well being clinic/ event within 6 months of completion of
treatment. : '
6. Offer end of treatment summary once treatment is complete.
‘7. Provide information on reducing sun exposure. :
8. Meastre serum Vitamin D levels at diagnosis and treat accordingly using local Vitamin D guidance (page 8).

o s

The Melanoma Major Changes from AJCC 7t Edition are:

T group - Change of T'a thickness from 1mm to 0.8mm and ulceration significant (mitoses not significant)
Co Pathology of T to nearest 0.1rmm. Tis, TO and Tx can be used in staging '
N group Clinically occult replaces “microscopic” and “macroscopic” and clinically apparent for palpable clinical

regional lymph node disease. Increased stratification of non-nodal regional disease according to
number of tumour involved nodes ;

"~ M group Defined by distant anatomical sites and LDH status for each group (elevated LDH is not M1c)
New M1d sub group - 5, - ‘

Notes on Sentinel lymph node biops from AJCC 8™ Edition
1. Not recommended if Stage 1a and less than 0.76mm (pre-test probability of 3% of positive result)
2. For stage 1a and 0.76-1mm with no ulceration and <1mm2 mitoses — Consider SLNB according to AJCC 8t
edition (not NICE guidelines currently) as 7% pre-test probability of positive result. . .
For AJCC 8! edition stage 1b (0.76mm to 1mm with ulceration) offer SLNB as pretest probability is higher
3. After Cancer Quality Group Meeting May 2023 following NICE guidelines for SLNB only if ulcerated if under
1mm, but could be considered if High mitoses or lymphovascular invasion ' C

ECOG PERFORMANCE STATUS

Fully active, able to carry on all pre-disease performance without restriction Ty

1 Restricted in physically strenuous activity but ambulatory and able to carry out work of a light or
sedentary nature, e.g., light house work, office work
2 Ambulatbry and capable of all self-care but unable to carry out any work activities; up and about more

than 50% of waking hours o
Capable of only limited self-care; confined to bed or chair more than 50% of waking hours
Completely disabled; cannot carry on any self-care; totally confined to bed or chair

Dead -

o1 R
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Staging adapted from Melanoma of the Skin AJCC 8t Edition (2018)

Primary Tumour: :
Tx Primary tumor thickness cannot be assessed (eg, diagnosis by curettage)

T0 No evidence of primary tumor {eg, unknown primary or completely regressed melanoma)
Tis Melanoma in situ

T1a <0.8 mm without ulceration
T1b 0.8-1.0 mm without ulceration or <0.8mm with ulceration
T2a >1.0-2.0 mm without ulceration
T2b >1,0-2.0 mm with ulceration
T3a >2.0-4.0 mm without ulceration
T3b >2.0-4.0 mm with ulceration
Tda >4.0mm without ulceration
T4b >4.0mm with ulceration

Nodal status

Nx Regional nodes not assessed
(eg, sentinel lymph node [SLN] biopsy not performed, regional nodes previously removed for another reason);
Exception: pathological N category is not required for T1 melanomas, use clinical M information

NO No regional metastases detected

N1a One clinically occult (ie, detected by SLN biopsy)

N1b One clinically detected

Nic No regional lymph node disease. With satellites or in-transit disease and/or microsatellite metastases

N2a Two or 3 clinically occult (ie, detected by SLN biopsy)

N2b Two or 3, at least one of which was clinically detected

N2c One clinically occult or clinically detected with satellites or in-transit disease andfor microsatellite
Metastases

N3a Four or more clinically occult (ie, detected by SLN biopsy)

N3b Four or more, at least one of which was clinically detected, or the presence of any number of matted nodes

N3¢ Two or more clinically occult or clinically detected and/or presence of any number of matted nodes with
‘satellites or in-transit disease and/or microsatellite metastases

_Metastases
Mo No evidence of distant metastasis
M1a Distant metastasis to skin, soft tissue including muscle, and/or nonregional lymph node
M1t Distant metastasis to lung with or without M1a sites of disease.

M1c Distant metastasis to non-CNS visceral sites with or without M1a or M1b sites of disease
M1d Distant metastasis to CNS with or without M1a, M1b, or M1c sites of disease

[add (0) for Not elevated LDH and (1) for elevated LDH]

_Staging .

Clinicai Staging . w_______ Pathological staging —
Stage 0 Tis NO | MO Stage 0 | Tis NO Mo
Stage 1A - T1a NO | MO Stage 1A T1 NO MO
Stage 1B _TiborT2a NO MO  |Stage1B T2a __ NO _MO
Stage 2A T2b or T3a NO MO Stage 2A  TZborT3a NO MO
Stage 2B T3b or T4a NO MO  Stage2B TZborT4a NO MO
Stage 2C ' T4b NO ' MO Stage 2C T4b NO MO
Stage 3 [ Any T, Tis =N1 I MO Stage 3A | T1a/b-T2a  N1aor N2a MO
Stage 3B  TO N1b or N1¢c MO
T1a/b-T2a  N1b/c or N2b MO
T2b-T3a N1a or N2b MO
Stage 3C  TO N2b/c or N3b/c MO
T1a-T3a N2c or N3a/bl/c MO
T3borT4a  Any N = N1 - MO
Tzb N1a-N2c MO
_ | . Stage3D Tab  N3alblc_ MO
Stage 4 Any T AnyN | M1 Stage4  AnyT M1

CNG May 023
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Risk stratification for cutaneous Squamous Cell Carcinoma

Low Risk High Risk , Very High Risk b
.Tumour | Tumour max. diameter Diameter >20-40 mm (pT2) Diameter >40 mm {pT3)
<20mm Tumour 4-6 mm thickness - Tumour >6 mm thickness
Tumour <4mm thickness Invasion into subcutaneous fat Invasion beyond subcutaneous fat
No Perineural invasion Perineural invasion — dermal only | Any bone invasion
Well or moderate (nerve diameter <0.1mm) Perineural invasion: named nerve, nerve
differentiation | Poorly differentiation diameter 20, 1mm or nerve bevond dermis |
No Lymphovascular Lymphovascular invasion High grade subtype:Adenosquamous, B
invasion Tumour of ear, lip or arising in desmoplastic, spindle/ sarcornatoid/
! area of chronic inflammation metaplastic
‘ (ALL factors should apply In-transit metastasis
to denote low risk) (ANY single factor denotes high
risk) ; (ANY single factor denotes very high risk) |
Margin | Clear pathological One or more involved or close One or more involved or close (<tmm)
status margins in all dimensions (<1mm) margin in a pT1 tumour pathological margin in a high risk tumour
z1mm Close pathological margins '
e ‘ (<1mm) in a pT2 tumour \ e
Patient | Immune competent latrogenic immunosuppression or | As for High risk especially solid organ
factors biological therapies; frailty &/or transplant recipients, haematologicai
comorbidities likely to cause some malignancies, (eg CLL or myeiofibrosis)
‘ degree of immunocompromised; other significant immunosuppressio: -
i - HIV infection stabilised on HAART =

Staging for cutaneous Squamous cell carcinoma {Tumour- Nodes- Metastasis)

T categories

g

T1 <2cm in greatest dimension _
T2 ' 2 to 4em in greatest dimension o
T3 ' >4cm in greatest dimension or minor bone erosion or specified perineural invasion

(20.1mm diameter and/or nerve deeper than the dermis and/or named nerve) or deep
invasion (Thickness >6mm and/or beyond sub-cutaneous fat)
Tda Tumour with gross cortical bone/marrow invasion

Téb P Tumour with skull base or axial skeleton invasion including foraminal invalvement and/or
; vertebral foramen involvement to the epidural space

N categories (Non head and neck)

N1 . 4l Metastasis in a single ipsilateral lymph node =3cm greatest diameter | .
N2 Metastasis in a single ipsilateral lymph node >3cm but < 6em or in multiple nodes <6em or
in multiple ipsilateral nodes with none >6¢m in greatest dimension
N3 i Metastasis in lymph node >6cm maximal dimension
. N categories (head and neck) :
N1 Metastasis in a single ipsilateral lymph node <3cm greatest diameter without ENE
N2a Metastasis in a single ipsilateral lymph node >3cm but < 6cm without ENE
N2b Multiple metastatic ipsilateral lymph nodes, where none are >Bcm greatest diameter and
without ENE .
N2c Metastasis in multiple or contralateral lymph nodes, where none are >6cm greatest :
diameter without ENE : C = g
N3a Metastasis in single or multiple lymph nodes >6¢m in greatest dimension without ENE —t
N3b ‘ Metastasis in single or multiple lymph nodes >6cm in greatest dimension with ENE ]
M categories o e ]
MO ‘ No distant Metastases . ___,;
M1 j Distance metastasis (excluding contralateral lymph nodes non-head and neck c3CC) N

ENE = Extranodal extension (or extracapsular extension) can be clinical or pathological
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TNM 8™ edition for cutaneous Squamous Cell Carcinoma

3 T3 NO MO

N T ) MO

4A o - T1,T20r T3 "N2orN3 MO
' T4 Any N Mo

4B . AwT AWNwmt

CNG May 023 Page 10 Valid until March 2024 ©
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Checklist for

Completion Lymghadenectomx

Skin Cancer Management quidelines 2023

Possible advantages of completion
fymphadenectomy

Possible disadvantages of completion
lymphadenectomy

Removing the rest of the lymph nodes before cancer
develops reduces the chance of the cancer returning
in the same part of the body.

Lymphoedema (long-term swelling) may devalop, and
is most likely if the operation is in the groin and least
likely in the head and neck

The operation is less complicated and safer than
waiting until cancer develops in the remaining lymph
nodes and then removing them.

In 4 out of 5 people, cancer will not develop in the
remaining lymph nodes, so there is a chance that tha
operation will have been done unnecessarily,

People who have had the operation may be able to

take part in clinical trials of new treatments to prevent

future melanoma. These trials often cannot accept
people who have not had this operation.

There is no evidence that people who have this
operation live longer than people who do not.

Having any operation can cause complications,

_ Checklist for i
Possible advantages of s
(having regular scans)

urveillance imaging

maging for melanoma high risk patients (Stage 3C or over)

Possibie disadvantages of surveillance imawing
(having regular scans)

If the melanoma comes back (recurrent melanoma), -
it is more likely to be de'tected sooner. It is possible
that this could lead to a better outcome by allowing
freatment with drugs (such as immunotherapy drugs)
to start earlier. -

Although early drug treatment of recurrent melanoma
might improve survival, there is currently no evidence
showing this.

Some people find it reassuring to have regular scans.

Some people find that having regular scans increases
their anxiety.

|Scans expose the body to radiation, which can

increase the risk of cancer in the future.

Scans of the brain and neck increase the risk of
developing cataracts.

Scans of the chest cause a very small incresse in the
risk of thyroid cancer & increased risk of braast cancer,

el

Scans may show abnormalities that are fater Iy 1o
be harmless, causing unnecessary investioations and

anxiety.

_._..:‘.n e P
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Imaging for high risk melanoma

Stage IIC:

« Lesions >4 mm in thickness with ulceration but no lymph node involvement

(pT4bNOMO) are associated with a 5-y survival rate of 45%
Stage 111B: ;

. Patients with any-depth lesion, positive ulceration, and 1 lymph node positive for
micrometastasis (pT1-4bN1aMO) or 2-3 nodes positive for micrometastasis (T1-
4bN2aM0) have a 5-y survival rate of 50-53%

+ Patients with any-depth lesion, no ulceration, and 1 lymph node positive for
macrometastasis (pT1-4a, N1b, MO) or 2-3 nodes positive for macrometastasis (pT1-
4aN2bMO0) have a 5-y survival rate of 46-59%

Stage llIC: ;

« Patients with any-depth lesion, positive ulceration, and 1 lymph node positive for
macrometastasis (T1-4bN1bM0); 2-3 nodes positive for macrometastasis (pT1-
4bN2bM0); or 24 metastatic lymph nodes, matted lymph nodes, or in-transit
met(s)/satellite(s) have a 5-y survival rate of 24-29%

At CNG meeting on 28 March 2018, the information above was presented. Consideration for
follow up CT scans was discussed. On a case by case basis the risks of radiation, anxiety and
cost implications should be discussed with each patient. The approximate risk of each CT scan of
Chest, abdomen and Pelvis confers a 0.05% charice of a solid organ malignancy.

L3

Updated October 2022. Due to benefit/risk analysis of Stage 2b, stage 2¢ and Stage 3a
melanoma, adjuvant oncology may give some benefit and referral should be considered. If referral
for staging scans and braf status assessment PRIOR to referral. NICE recommended.

Adjuvant therapy for Stage 3 disease

Cctober 2018 NICE approved treatment for braf +ve stage 3 disease treatment with combination
adjuvant therapy (Dabrafenib and Trametinib) for one year. Evidence currently doesn’t support
treatment for those with <1mm micrometastasis. Combi-AD trial 19% reduction disease free
survival DFS, but trial inclusion only if >1mm micrometastasis.

December 2018 NICE approved Pembrolizumab for braf wild type disease for 1 year treatment.

Current consensus CQG March 2019 — offer adjuvant therapy for those with >1mm
micrometastasis and minimal tumour burden (i.e. have had completion dissection if high risk
factors — head and neck primary, extracapsular spread and >2mm disease).

CQG meeting November 2019

Offer CT for pT4b melanoma prior to SLNB due to increased chance of other metastasis
MRI brain for patients greater than stage 3b.

Melanoma in pregnancy — 1t trimester caution for any operation ,

2nd trimester —may not offer further treatment — question need for SLNB.

3rd Trimester — consider SLNB as likely able to offer completion or immunotherapy.

CNG May 023 Page12  Validuntil March2024 ©
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Decision matrix for adjuvant therapy or further surgery for melanoma

Head and neck site _ . AICC Stage 30
And[Or ' ‘ \;:‘13:\' <Imm Deposit for 1SS (Ol
* Multifocal or extensive nodal J adequate Survetllance Qppoe
met by Dewar criteria (>2mm
deposit)
® Unsuitable for systemic therapy
° Geographical constraint limits
access to adequate follow up
- therapy
 Extracapsular spread
¢ >3 +ve nodes

ECOG 0-1
Stage 3R, 3C or
3D

Systemic
Therapy

Treatment for Stage 3
* Stage 3A

o pTila, pT1band pT2a and N1a or N2a

o Offer Minitub if eligible or USS surveillance locally.

o Refer for adjuvant therapy if <tmm deposit in sentinel node (< 2mm primary melanoma)
o Stage 3B | | | ”

o pTOand N1b or N1c OR pT1a/b-pT2a and N1b/c or N2b OR pT2b —pT3a and N1a or N2b

o Offer surgical excision if immunocompromised, extracapsular spread or >2mm deposit in

lymph node. ]
¢ Refer to Oncology for adjuvant treatment if performance status 0-1 and no contra-indications
e Stage 3¢

c pTO and N2b/c or N3b/c OR pT1a-3a and N2¢ or N3a/b/c OR pT3b-4a and any nzn1 OR
pT4b and N1a-2¢ A
¢ Offer surgical excision if immunocompromised, extracapsular spread or >2mm deposit in
lymph node. | :
¢ Refer to Oncology for adjuvant treatment if performance status 0-1 and no contra-indications
e Stage 3d '
- o pT4b and N3a/b/c
o Offer surgical excision if immunocompromised, extracapsular spread or >2ram deposit in
- lymph node. ‘
Refer to Oncology for adjuvant treatment if perfo :
e L £ A e Wt el E— : N —

Q

e status 0-1 and no centra-indications
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REFERENCE (Risk definitions)

Squamous cell carcinoma

Turour behavior widely variable within the histological diagnostic category of ‘primary cutaneous SCC’..
Tumour location influences prognosis: sites are listed in order of increasing metastatic potential.
Low risk
»  SCC arising at sun-exposed sites excluding lip and ear.
High risk:
s SCC of the lips and ears.
= Tumours arising in non sun-exposed sites (e.g. perineum, sacrum, sole of foot).
= SCC arising in areas of radiation or thermal injury, chronic draining sinuses, chronic ulcers, chronic
inflammation or Bowen's disease.
Size:
= >2cm diameter (local recurrence [15.2% v 7.4%)] metastatic risk x 3 [30.3% v 9.1%)])
= >4mm depth. '
= Extending into or beyond subcutaneous tissue (Clark Ievei V) are more likely to recur and metastasize
(metastatic rate 45.7% v 6.7%).
Histological differentiation and subtype
Poorly differentiated tumours have a poorer prognosis, with more than double the local recurrence rate and
triple the metastatic rate of better differentiated SCC.
=  Better prognosis
Verrucous subtype
= Worse prognosis (more likely to metastasize)
Acantholytic, spindle and desmoplastic subtypes, Marjolin’s ulcer
Perineural involvement, lymphatic or vascular invasion
Hoest immunosuppression
= Poorer prognosis.
Previous treatment and treatment modality
»  The risk of local recurrence depends upon the treatment modality.
= Locally recurrent disease itself is a risk factor for metastatic disease.
Local circumstances
Foilow up it primary care may be a satisfactory option, depending on tumour risk, local circumstances and
patient’s wishes.
Brigham and Women’s staging system (Skin Squamous Cell Carcinoma)
T1 = 0 high-risk factors )
T2a = 1 high-rigk factor
TZb = 2 to 3 high-risk factors
3 =z 4 high-risk factors
High-risk factors include: tumour diameter 2 2 cm, poorly differentiated histology, perineural invasion 2 0.1 mm,
and tumour invasion beyend fat (excluding bone invasion, which automatically upgrades to stage T3).
Basa; Cell Carcinoma
increasing size and poorly defined lesions confer higher risk of recurrence.
Site — lesions on the central face (the eyes, nose, lips & ears have higher recurrence risk).
Certain histological subtypes confer higher risk of recurrence, morphemc infiltrative, micronodular and
basosquamous subtypes.
= Histological features of aggression such as perineural & or perivascular involvement confer a higher
risk of recurrence.
= Recurrent lesions are at higher risk of further recurrence.
= Immunosuppression possibly confers increased risk of recurrence.
= Close radial margins (<0.5mm) warrant discussion with patient about observation or further surgery in
some cases (e.g. can't observe due to site or poor vision). Note narrow deep margins harder to
observe. Consider that could be incompletely excised if not excised with Mohs technique

CNG May 023 Page 14 Validuntil March 2024 ©
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Table 2: Vitam‘in D treatment guidelines.

Exclude patients with hypercaicaemia or an eGFR <30mLiminute/1.73m", See Appendix 1~

Patient

v Recommendations

Notes

Characteristics

Deficiency in adults:

<30nmoliL
Or <12ngfimL

Deficiency: high
treatment
initially, then long
term maintenance
treatment required

If deficiency is
tiagnosed in
pregnancy please
follow guidel nes of
your local maternity
services provider

Most UK Guidelines sugyest a
loading dose of 300,0001U
colecalciferol is required to
replenish Vitamin D

concentration, either:
Yarious regimes can be P ;
considlered to achieve this. g:gza:?;cufatol 20,0001U orglly ONE daily for

Check Vitamin D concentration
after & months to ensure
adequate replacsment and/or
concordances. :

ff = 100nmol/L. consider
reducing dose, -

I stifi deficient alter dose as
necessary, _

If sufficient no further
monitoring recommended

Treatment Dose;
Due to compliance Issues locally Liverpaal
are suggesting a loading dose is given by

Colecalciferol 20,0001 orally FIVE cally for 3

Coiex:alcifernl 20,000 IU ONE orally onee a
month '

Prescribers can preseribe from a seloction of
available products to give o foral dose as
Fecommmended above, See Appendix 2 for finther
preseribing and product information

OR

daya

intenanc ]

Alfacalcidol is not considered appropriate

advised by

specialists due to the

for community use in Vitamin
risk of hypercalcaemia. See Appendix 3

D de'fiiiiency unless

|
|

Table 2: Vitamin D treatment guidelines.

treatrment likely to be
resciuired

g?:al:gét&risﬁ - Recommendations Notes
| Insuificiency in There is eurrently a lack of Maintenance dose:

acults: evidence on the functional »  Vitamin D equivalent to 8001U daily
outcomes of populations with .. Vitamin D 4001U (10meg) tablets.

>30 to 50rmolil. insufficient vitamin D One tablet twice daily for life.

O concentration to justify the «  Avrange of Vitamin D tablets are

=12-20nghml reatment of all patients with available to buy from commun ity

; ‘ insufficiency. pharmacies, health food stores or

Insufficiency: ‘ . s via prescription. (See Appendlix 2)

Maintenance Assess patient holistically +  Calcium and Vitamin D tablets e.q

Consider prescribing if
symptomatic & at risk / praviously
deficient! unlikely to take
supplements / breast feeding or
considering pregnancy /

Calcichew D3 Forte and Adeal 03
are licensed preparations available
on prescription and can be
consiclerad for maintenance
treatment

wintertime Or where compliance may be an issue
* Colecalciferol 20,0001U one capsiie
per month available via prescription e
Healthy or at risk Lifestyle advice Over the counter proclucts contain
adubts amounts likely to prevent
' Can consider daily self treatment rickets/osteomalacia, but are unlikely to .
>50-7 Sninolil, with over the counter purchased | raise Vitamin D cancentration to optimal i
Or > 20ng'ml. supplement of 400-8001U Vitamin | most people who are deficient,
D clail ‘
Symptom free : NE prevention may be needed in older

people / househound / in institution
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Dewar Criteria for lymph node metastases:

Multifocal metastases

Dewar et al 2004 JCO

APBREVIATIONS:

Extensive nodal metastasis

AJCC — Arnerican Jeint Cancer Committee

SLNB - Sentinel Lymph node biopsy

C & C - Curettage and cautery

SSMDT — Specialist Skin Multidisciplinary Team

ENE - Exiranodal extension

TYA - Teenage and Young Adult

FNA - Fine needle aspiration for cytology

WLE - Wide local excision

| HAART — Highiy aciive antiretroviral therapy

LSMDT ~ Local skin Multidisciplinary Team

i NICE - Nztiona! Institute for Health and Care Excellence
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