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Cutaneous squamous cell carcinoma (cSCC) is the second most common skin malignancy, after basal cell carcinoma. It can be insitu 
(also referred to as intraepidermal carcinoma or Bowen’s disease) or invasive. Invasive squamous cell carcinoma has the potential to 
cause significant local tissue destruction as well as metastasis to other sites.

Within Australia the overall incidence of excised invasive cSCCs is estimated to be 271 per 100,000 persons; this incidence increases 
with latitude and is highest in Queensland with 471 per 100,000 persons.1

Individuals with fair skin, eyes and hair, as well as a predilection for freckling, have an increased risk of developing cSCCs. The most 
important environmental risk factor is exposure to ultraviolet (UV) radiation from sunlight. Other environmental risk factors include 
UV radiation from other sources (tanning beds), non-UV sources of radiation (such as external beam radiation), immunosuppression, 
smoking, alcohol and viruses (human papillomavirus).2

Diagnosis
Clinical features of cSCC insitu are an erythematous, well 
demarcated, scaly patch or plaque. Clinical features of invasive 
cSCC typically correlate with level of tumour differentiation. Well 
differentiated tumours are usually indurated or firm hyperkeratotic 
papules, plaques or nodules. They are typically 5 to 15 mm in 
diameter and may have ulceration. Poorly differentiated tumours 
are fleshy nodules that often lack hyperkeratosis and may have 
ulceration, haemorrhage or necrosis. 

Key dermatoscopic findings of cSCC insitu include dotted 
glomerular vessels, white to yellowish surface scales, and red to 
yellowish background colour. Invasive squamous cell carcinoma 
display white circles, white structureless areas and hairpin and/or 
linear blood vessels.3

Although clinical and dermatoscopic findings may strongly 
suggest the presence of a squamous cell carcinoma, 
histopathologic examination by means of a biopsy is necessary to 
confirm the diagnosis. 

When submitting a biopsy or excision specimen, important 
elements to include on the request form are the anatomical 
location, clinical size and presence of any additional risk factors. 
Also important to include are the presence of previous treatment, 
recurrence, scar, burn and ulceration. To ensure accurate 
diagnosis, a biopsy specimen should include tissue to at least the 
mid-reticular dermis. 

Histology report
Key reporting elements of the histological report include the 
following: 
 � Differentiation: Well, moderate or poorly differentiated (see 

Figure 1).
 � Histological variant (if applicable).
 � Depth of invasion measured in millimetres.
 � Presence of perineural invasion (see Figure 2).
 � Presence of lymphovascular invasion.
 � Staging (for head and neck sites).
 � Margin assessment.

Management
Complete surgical excision of the tumour is the gold standard 
treatment for primary localised cSCC.

Ascertaining if surgical management has been adequate is 
essential as this will determine the follow-up regime, further 
surgical procedures and need for adjuvant therapy, as well as 
appropriate referrals. 

Most importantly this includes correctly identifying those tumours 
of higher risk of recurrence and metastases.4

While uncomplicated low risk small tumours can be adequately 

removed by an excision and direct closure, higher risk tumours 
may prompt consideration of wider clearance and possibly 
specialist referral, imaging, as well as consideration of adjuvant 
therapy. 

High risk factors include:
 � Tumours located in head and neck area, especially lip and ear, 

or genitalia.
 � Poorly differentiated tumours.
 � Aggressive subtypes (such as acantholytic, spindled, 

desmoplastic or adenosquamous type).
 � Tumour diameter greater than 20 mm.
 � Tumour depth greater than 4 mm.
 � Invasion beyond dermis. 
 � Perineural invasion (either clinical or histological).
 � Lymphovascular invasion.
 � Origin in burn or scar.
 � Immunosupression.

Perineural invasion

Perineural invasion (PNI) is associated with an increased 
incidence of tumour recurrence, metastasis, and death. Clinical 
indicators of perineural invasion include pain, numbness, tingling, 
paralysis, or formication. Perineural invasion is considered 
significant for staging purposes if the involved nerves are located 
deeper than dermis, show involvement of nerves greater than or 
equal to 0.1 mm in diameter, or there is clinical and/or radiological 
involvement of named nerves.

Margins

There are no definitive guidelines for adequate excision margins 
and these should be tailored to the specific circumstances of the 
patient. 

As a general guide, for high-risk tumours a clinical peripheral 
margin of 6 mm or greater is indicated, where surgically 
achievable and clinically appropriate. For low-risk tumours a 
clinical peripheral margin of 4 mm or greater is indicated where 
surgically achievable and clinically appropriate.5

Treatment

Treatment decisions are influenced by many factors, including 
individual patient factors, experience and skill of treating doctor, 
and availability of imaging and specialists. Consideration of 
referral should be made (but not limited to) if there are multiple 
or large tumours (>2 cm), located in difficult sites (lips, ears, nose, 
eyelids), presence of recurrence, cosmetic concerns, or suspicion 
of nodal/metastatic spread. 

Follow-up

All patients treated for cSCC require follow-up for evidence of 
recurrence, metastasis and/or any new primary skin cancers.
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Figure 1: Low power microscopic photograph of a 
moderately differentiated squamous cell carcinoma

Figure 2: High power microscopic photograph of perineural invasion
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