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Head & neck AJCC 8 staging

Primary tumor (T) Size Features

Tx Primary tumor cannot be assessed

Tis Carcinoma in situ

T1 ≤2 cm

T2 >2 - ≤4 cm

T3 >4 cm or; minor bone erosion, perineural 
involvement, or deep invasion

T4 Not specified Gross cortical bone/marrow 
(T4a) or skull base invasion 
(T4b)

Regional lymph nodes (N)** Number and size of regional nodes Special considerations

Nx Regional nodes cannot be assessed

N0 None

N1 1 ipsilateral; ≤3 cm and ENE (-)

N2 1 ipsilateral; >3 - <6cm (N2a) All ENE (-) except patho-
logical (pN) N2a: 1 ipsilateral 
node ≤ 3 cm and ENE (+)*

Multiple ipsilateral; <6cm (N2b)

Bilateral or contralateral; <6 cm (N2c)

N3 Any node >6cm and ENE (-)

Any node and ENE (+)

Distant metastasis

M0 None

M1 Present

*ENE: extranodal extension, synonymous with extracapsular extension (ECE)
*pN: Pathological N categorization
** Clinical and Pathological N categorization criteria are overlapping and therefore combined for simplification, with excep-
tions noted under special considerations.

BWH SCC staging

Primary tumor (T) Criteria

T1 0 High-risk factors

T2a 1 High-risk factor

T2b 2-3 High-risk factors

T3 ≥4 High-risk factors or bone invasion

BWH high-risk factors

Tumor diameter ≥2 cm

Poorly differentiated histology

Perineural invasion ≥0.1 mm

Tumor invasion beyond subcutaneous fat (excluding bone invasion, which automatically upstages tumor to T3)
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NCCN risk stratification

Risk group Low risk High risk Very high risk

Clinical features

Location & tumor size Trunk or 
extremities and 
≤2 cm

Trunk or extremities and >2 – ≤4 cm; >4 cm; any location

Any size: head and neck, hands,  
feet, pretibia, anogenital

Borders Well-defined Poorly defined

Primary or recurrent Primary Recurrent

Other: • Immunosuppression
• Site of prior RT or chronic inflam-

mation
• Rapidly growing
• Neurologic symptoms

Pathology

Degree of differentiation Well or moder-
ately differenti-
ated

Poor differentiation

Depth ≤6 mm; no  
invasion beyond 
subcutaneous 
fat 

Deep: >6mm from 
granular layer or 
invasion beyond 
subcutaneous fat

Perineural involvement None Present Present

Histologic features: 
Acantholytic,  
adenosquamous  
(mucin production),  
or metaplastic  
(carcinosarcomatous)  
subtypes

None Present Desmoplastic SCC

Other Lymphatic or  
vascular involvement

Quick tips: Definitions and risk category determination

• Highest risk factor present determines risk category. 

• The high-risk group has elevated risk of local recurrence; the very high-risk group has elevated risk of local 
recurrence and metastasis. 

• Location on the head, neck, hands, feet, pretibial, or anogenital area are high-risk based on location, inde-
pendent of size. 

• Deep invasion for NCCN, AJCC8 and BWH is considered invasion beyond subcutaneous fat or greater than 
6mm (from granular layer)

• Perineural invasion: Tumor cells within the nerve sheath of a nerve deeper than the dermis or measuring 
≥0.1 mm
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Preoperative Assessment (High or Very High Risk) & Management

cSCC Primary Tumor Treatment

Palpable lymphadenopathy or  
abnormal nodes by imaging

Lymph node 
biopsy

CT of lymph node basin

CT of nodal basin or CT 
C/A/P or PET/CT as indicated 
to rule out distant metastasis

Positive

Positive

Resectable Unresectable or 
distant metastasis

Follow-up:
• Consider re-evaluation or repeat 

biopsy
• CT or ultrasound nodal basin 

surveillance
• *No consensus on appropriate 

interval of radiologic monitoring

• Surgical Excision: 4-6mm margins 
+ postop margin assessment

• Mohs
• Cutterage and Electrodessication
• Radiation therapy: non-surgical 

candidates

• Mohs (preferred for very high risk)
• Surgical excision: wider margins + 

postop margin assessment
• RT or systemic therapy: non-surgi-

cal candicates

• Re-excise or Mohs
• Radiation therapy: non- 

surgical candidates

• Extensive perineural  
or large nerve  
involvement; or 

• Other poor prognostic 
features

Multidisciplinary 
consultation

+/- radiation therapy

Follow-up:
• Every 3-12 mo for 2 yrs
• Then every 6-12 mo for 3 yrs
• Then annually for life

Follow-up:
• Every 3-12 mo for 2 yrs
• Then every 6-12 mo for 3 

yrs (6 mo for very high risk)
• Then annually for life (6-12 

mo for very high risk)

Residual disease, further 
surgery not feasible:

• Multidisciplinary 
consulation

• RT +/- systemic 
therapy

Multidisciplinary 
consultation

• RT +/- systemic therapy
• Systemic therapy if 

curative RT not feasible

RT if single node >3cm 
multiple nodes, or ENE 

(+), +/- systemic therapy

RT or observa-
tion if single node 

≤3cm, ENE (-)

Trunk & extremeties

Excision of primary
tumor & regional
node dissection

Excision of primary
tumor & ipsilateral 

or bilateral
node dissection

Parotid node involvement
• Excision of primary tumor + 

superficial parotidectomy + 
ipsilateral neck dissection

RT if multiple 
nodes or ENE (+)

Head & neck

Positive margins

Negative

Negative

No palpable nodes

Local low risk Local high risk/very high risk

Positive margins Negative margins

Negative margins

• Re-excise or Mohs, 
if feasible

• Multidisciplinary 
consulation (+margin 
after Mohs)

• RT +/- systemic therapy
• Systemic therapy if RT 

not curative


