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Simple Summary: Suamous cell carcinoma (SCC) is the most frequent skin carcinoma after basal
cell carcinoma. Advanced squamous cell carcinoma (aSCC) are tumors not treatable by surgery or
radiotherapy. They represent a rare subgroup of SCC for which no standardized treatment has not
been available and chemotherapy was so far mostly palliative. Indeed, their prognosis was very
poor. The development of immunotherapy has modified the outcome of such tumors. The rationale
for immunotherapy for these tumors is the high mutational burden and their significant increase in
incidence in immunosuppressed patients. This review aimed to present the definition of aSCC and
discuss the different therapeutical options and treatment modalities.

Abstract: Squamous cell carcinoma (SCC) is the second most frequent form of skin cancer after basal
cell carcinoma. While most SCC can be treated by surgery or radiotherapy, some progress into an
advanced form and are no longer suitable for these treatments. Guidelines and staging systems have
help to define these advanced SCC (aSCC), for which prognosis was very poor until recently. Platin-
based chemotherapy was traditionally used, but few prospective trials and no treatment regimen
was recommended. Furthermore, toxicity in elderly patients limited its use. The development of
immunotherapy has improved the prognosis of these difficult-to-treat aSCC. In this review, we define
high risk and aSCC and explored current treatment strategies for these tumors.

Keywords: advanced epidermoid carcinoma; treatment immunotherapy

1. Introduction

Cutaneous epidermoid carcinoma (SCC) are the second most frequent skin cancer after
basal cell carcinoma. SCC incidence is rising throughout the world. While most SCC can be
treated efficiently with surgery, some progress locally to lymph nodes and eventually lead
to distant metastasis. It has been reported that in southern and central USA the death rate
from aSCC is comparable to that of melanoma [1].

In this article, we will focus mainly on these high risks and aSCC which are associated
with high patient morbidity and mortality. Their prognosis is changing with the develop-
ment of immune check point inhibitors. It is crucial to identify these high risk patients to
choose optimal treatment approaches.

2. Definition of High Risk SCC

European guidelines have recently worked to create a definition of high risk factors of
recurrence and progression for SCC.

These factors include the following factors: the clinical size, the histopathological
subtype and the thickness, the location, the differentiation, the presence of perineural
involvement and vascular thrombi, presence of immunosuppression (see Table 1).
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Table 1. Prognosis risk factors for primary SCC (adapted from Stratigos et al., Refs. [2,3]).

Prognosis
Group

Tumour
Diameter Location Depth/Level of

Invasion Histological Features Surgical
Margins Immune Status

Low risk Less than 2 cm Sun exposed (except
lip/ear)

Less than 6 mm
Invasion above

subcutaneous fat

Well-differentiated
common variant or

verrucous
Clear Immuno-

competent

High risk More than 2 cm

Ear/lip
Non sun expposed sites
(sole foot)
SCC arising in radiation
sites, scars, burns,
chronic inflammatory
conditions
Recurrent SCC

More than 6 mm
Invasion beyond
subcutaneous fat

Moderately or poorly
differentiated grade

Acantholytic, spindle,
or desmoplastic

subtypes

Incomplete
excision

Immuno-
suppressed Organ

transplant recipient
Chronic Immuno-

suppressive disease
or treatment

The American Joint Committee on cancer (AJCC 8th edition) [2] and the Brigham and
Women’s hospital (BWH) [1] proposed slightly different classifications (Tables 2 and 3).
The AJCC8 classification was developed for head and neck SCC and its use might not be
relevant to all SCC. The BWH classification system is based on the absence or presence
of risk factors (Table 3) The BWH staging system shows overlap with the AJCC-8 both
in high-stage and low-stage tumor assignment and allows for the classification of cSCCs
beyond the head and neck area.

Table 2. AJCC 8th edition.

Tx: Primary tumor not accessible

T0: No primary tumor

Tis: in situ Carcinoma

T1: Tumor diameter ≤2 cm

T2: Tumor diameter >2 cm but ≤4 cm

T3 Tumor diameter >4 cm, minor bone invasion, perineural invasion or deep invasion
Perineural invasion is defined as tumor cells within a nerve sheath lying deeper below the dermis, ≥0.1 mm in
caliber, with clinical or radiographic involvement of named nerves without skull base invasion or transgression.
Deep invasion is defined as that going beyond the subcutaneous fat or >6 mm. T: tumor.

Table 3. BHW.

T1: 0 risk factor

T2a: 1 risk factor

T2b: 2–3 risk factors

T3: ≥4 risk factors or bone invasion
Risk factors: Tumor diameter ≥2 cm; Tumor invasion beyond subcutaneous fat (excluding bone invasion, which
automatically upgrades to T3); Perineural invasion ≥0.1 mm; Poorly differentiated.

High risk cSCC correspond to BWH stage T2b/T3 and AJCC stage IV. AJCC stage IV
corresponds to a rather heterogenous group of patients some having local involvement
while others have locogerional or distant metastasis.

A recent German study reported that among 190 advanced SCC patients, 58% started
with a primary low stage tumor (T in situ, T1 and T2), emphasizing the need to assess high
risk factors in common SCC [3].

Advanced squamous cell carcinoma (aSCC) are tumors not treatable by surgery
or radiotherapy.
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3. Lymph Node Involvement in SCC

Lymph node involvement by SCC increases the risk of recurrence and mortality
(survival rate: 30% at 5 years), meaning that regular lymph node palpation and ultrasound
is highly recommended for high risk tumors [4].

The risk of nodal metastases is 21% to 30% for BWH T2b tumors and 50 to 67% for
BWH T3 tumors.

In case of clinical suspicion or ultrasound detection of nodal involvement, fine needle
biopsy for histological confirmation is recommended. A positive-node biopsy leads to
a lymphadenectomy of the associated nodal basin with or without adjuvant radiation
therapy (depending of the number of affected nodes and the presence of extra capsular
invasion) [5,6].

In case of lymph node extension, a CT scan or petscan is recommended to search for
distant metastasis.

Is Sentinel Lymp Node (SLN) an Option for High Risk SCC?

As lymph node involvement is a strong prognostic marker for SCC, the potential
for earlier detection by SLN biospy has been studied; however no conclusive data on its
prognostic information are available.

SLNB efficiency was analysed in a large study (n = 847) of SCC cases in the oral cavity
and oropharynx, with positive SLNB results observed in 18–60% of patients with high
sensitivity (93%) [7,8], but lymph node involvement is much more frequent in these sites
compared to cSCC. SLNB was therefore proposed to complete the staging procedure for
cSCC. However, the exact impact of SLNBs on cSCC remains unclear and controversial and
so far not recommended [5].

A retrospective study evaluating the impact of SLNB was carried out in our depart-
ment. A total of 37 patients (Saint Louis Hospital, Paris, France), who underwent SLNB,
were analyzed together with 290 cases from a systematic review of the literature [9]. The
mean rate of positive SLNB was 0.14. In our study, the sentinel lymph node status did
not affect relapse-free survival and overall survival (log-rank test; p = 0.08 and p = 0.31,
respectively). This suggests that the procedure is not critical for the management of SCC.
The presence of a poorly differentiated tumour was the only risk factor associated with
a positive SLNB, as well as with relapse, which may indicate that SLNB could be suscep-
tible for high risk tumors. A study of 143 patients, including 17 patients with the SLND
procedure and 24 months of follow up, reported a low sensitivity of SLND as 6 out of
17 SLND progressed to metastatic disease despite a negative SLND. In their study tumor
thicknesses of >4 mm and recurrent disease were strongly associated with metastasis [10]
Future prospective studies are needed to evaluate the impact of SLNB in cSCC.

4. Management of Primary High Risk SCC

All high-risk tumors should be discussed by a multidisciplinary committee.
Surgery of high risk primary SCC is always recommended when feasible with surgical

margins of 10 mm [11].
Radiotherapy (RT) can be proposed as a primary treatment when patients are not

operable. The association of chemotherapy with RT can also be indicated [11]. RT can also
be administered as adjuvant treatment in case of limited excision without the possibility
to re-excise, in case of peri neural involvement, N2 or greater nodal disease or recur-
rent lesions. Furthermore [12], a study revealed a better surgical outcome with adjuvant
radiotherapy [13].

5. Management of Advanced Cutaneous Squamous Cell Carcinoma
5.1. Advanced SCC Had a Very Bad Prognosis before the Development of Immune Check Points
Inhibitors (ICI)

A study reported a 6% survival rate for stage IV SCC treated with conventional
therapy [14]. Platin-based chemotherapies are usually recommended, but few prospective
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trials are available. Their overall response rate (ORR) is high, although such results do
not last long and its use is limited by toxicity [15]. Few retrospective series and some case
reports evaluating stage IVc SCC survival have been published and only a few reports
are available concerning the response to chemotherapy and its durability. A study of
36 stage IV cSCC patients [16] reported a 5-year OS of 26% with a median duration of
follow up of 22.4 months. Brunner et al. in another study including 603 stage IV head
and neck cSCC patients, found [17] a 5-year OS of 11% in the metastatic group, 75% in the
«N2M0» group, and 65% in the «N3M0» group (median follow up duration 25.2 months).
Hillen et al. reported [5,17] a 3-year overall survival of 26% for their advanced cSCCs
cohort. but it included a lower number of severe forms: only 50% of stage IV, a majority
of T1–T2, of N0 (73%) only 10% of T4 and only 2% of distant metastatic forms. Similarly,
their series included less immunocompromised patients (12%) and patients were given
systemic treatment in only 33% of the cases (mostly cetuximab and only three patients
were treated with platinum-5FU-cetuximab). This underlines the heterogeneity of stage IV
cSCC patients.

5.2. EGFR Targeted Therapy

The EGFR family incudes EGFR and human epidermal growth factor receptor (HER)-2,
3 and 4. EGFR is strongly expressed in metastatic cSCCs, and its overexpression in primary
cSCCs is a risk factor of poor outcome [18].

Anti-EGFR treatments are monoclonal antibodies, such as cetuximab or panitumumab,
competitively inhibiting EGFR, or small molecules, e.g., gefitinib or erlotinib, targeting the
intracellular domain of the receptor. Anti-EGFR treatment provided promising results in
several trials [19]. A French phase-3 trial prospectively evaluated cetuximab as 1rst-line
monotherapy on 36 patients with metastatic (n = 3), regional (n = 16) or locally advanced
(n = 17) cSCCs [20]. The ORR was 28%, i (2 CRs and 8 PRs), and the overall disease-control
rate was 69% (25/36 patients). Median PFS was 4 months. The median duration of response
was 7 months and the mean OS was 8 months. Among the adverse events, the most frequent
were infections (22%) and bleeding (11%). An open label study reported the interest of
combining platinum salt with cetuximab, thereby allowing for a prolonged PFS [21]. This
study suggested that cetuximab could be an option to control the disease in elderly patients
for whom chemotherapy is not an option.

However, phase 3 trials are still required to verify the efficacy of anti EGFR in advanced
SCC. If anti-EGFR are not approved to treat advanced SCC, cetuximab is listed in the
National Comprehensive Cancer Network (NCCN) compendium as a therapy for recurrent
and metastatic cSCCs.

The efficacy of small molecules erlotinib and gefitinib seems to be lower with OR of
10 to 32% [22,23].

5.3. ICI Have Changed the Prognosis of Advanced SCC

ICI target the PD1 receptor. The PD-1 receptor is expressed on T cells. T cells bind
to its ligand (PD-L1) (expressed in 30%–50% of aSCC), thereby inhibiting T-lymphocyte
functions [24]. The impact of the immune system on the development of SCC is illustrated
by their high incidence in organ transplant recipients (OTR) [25]. Additionally, the high
mutational load found in cSCC as well as the frequent presence of tumor infiltrative
lymphocytes mean that they are a good candidate for immunotherapy [26]. The PD-1
inhibitor, cemiplimab, was the first approved as a first line agent for locally advanced and
metastatic SCC.

In a phase-2 study, cemiplimab (3 mg/kg every 2 weeks) was associated with a
response in about 50% of patients enrolled with locally regional or distant metastatic SCC
(n = 85) and treated for up to 48 weeks. More than half of the patients received systemic
treatment before cemiplimab. Median time to response was 2 months; 7% of patient were
in complete response. Furthermore, median PFS and OS had not been reached. The median
duration of response exceeded 6 months [27]. The estimated proportion of patients with
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ongoing response at 12 months from the first objective response was 87.8% (95% CI: 78.5%
to 93.3%), with the median DOR not reached [28].

Among the potential adverse events, the most frequently observed were fatigue, rash
and diarrhea. Some serious immune-mediated and adverse events were reported such
as pneumonitis, hepatitis, colitis, adrenal insufficiency, dysthyroidism, diabetes mellitus
and/or nephritis, and, unlike other anti-PD-1 inhibitors, infusion reactions. These adverse
event led to treatment discontinuation in 7% of patients.

Cemiplimab was approved for patients with metastatic or locally advanced cSCCs
who were not candidates for curative surgery or radiation by the US Food and Drug
Administration (FDA) in September 2018 and European Medicines Agency (EMA) in
July 2019. The recommended cemiplimab dose and schedule is now 350 mg, infused
intravenously over 30 min every 3 weeks.

In real life, some of the patients receiving anti-PD1 were immunocompromised, mainly
with chronic lymphocytic leukemia cases or other blood disorders [28,29]. Interestingly, in
both the two largest Italian and French studies [29], the response rate, PFS and OS were of
the same order in immunocompromised or immunocompetent patients, suggesting that it
would be of interest to develop specific trials for immunocompromised patients according
to types of immunosuppression.

An analysis of real-life data recently identified clinical factors associated with response
and survival to cemiplimab. An Italian study including 131 patients found that prior
chemotherapy and altered Eastern Cooperative Oncology Group performance status (PS)
were associated with progression [29], whereas in a French study that included 240 patients
receiving cemiplimab, a multivariate analysis found PS ≥ 2 as being associated during the
first 6 months with PFS and OS. However, anti-PD-1 should remain the first line treatment
for patients with SCC who have an altered PS, as approximately one third of patients with
PS ≥ 2 respond to cemiplimab [29]. Moreover, depending on the studies, head-and-neck
location was associated with longer PFS [30] in multivariate analysis in the French study
and with a better ORR in univariate analysis in the Italian study [29].

6. Pembrolizumab

The efficacy of pembrolizumab was evaluated during several trials. The Keynote
629 was a multicenter, multicohort non randomized, open-label trial. Patients received
Pembrolizumab (200 mg IV every 3 weeks) until disease progression, or unacceptable
toxicity. The treatment lasted a maximum of 24 months. The ORR was 34% and the median
response duration was not reached. The most common AE include fatigue, musculoskele-
tal pain, decreased appetite, pruritus, diarrhea, nausea, rash, pyrexia, cough, dyspnea,
constipation, abdominal pain. Immune-mediated side effects include pneumonitis, colitis,
hepatitis, endocrinopathies, nephritis and skin adverse reactions [31,32]. A higher ORR
of 50% in patients with locally advanced SCC compared to a 35% ORR in patients with
recurrent/metastatic was recently demonstrated in an update of the Keynote 629 study.
Moreover, the durability of responses was confirmed [33].

The CARSKIN study evaluated first line pembrolizumab in a multicenter open-label
trial including a 39-patient primary cohort and an 18-patient expansion cohort. ORR
at week 15 was 41% in the primary cohort, and 42% in the overall population. It was
significantly higher in PD-L1 positive (55%) than in PD-L1 negative (17%) patients. Only
2/16 responders had PD-L1 negative tumors. At a median follow-up of 22.4 months, the
primary cohort’s median PFS, DOR, and OS were, respectively 6.7 months, not reached,
and 25.3 months. The most common AE were fatigue, diarrhea, hypothyroidism, pruritus,
and eczematous eruption. A death occurred due to fast SCC progression and another
unexpected death occurred related to a second aggressive head and neck SCC [34].

Pembrolizumab was approved in June 2020 by the FDA for recurrent and metastatic
SCC not curable by surgery or radiation.

Nivolumab efficacy was reported in head and neck tumors [35] and more recently in
aSCC (NCT03834233).
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A recent meta-analysis including 7 trials evaluating anti PD-1 in advanced SCC with a
subgroup analysis of the odds ratio for ORR by PD-L1 tumor proportion score found an
OR of 2.81 for ORR in patients with a PD-L1 tumor proportion score of ≥1% [31,34,36,37].
However, patients with PD-L1 negative tumors can sometimes be responders to anti PD-1
and thus other predictive factors are required.

Late complete responders have been reported in all recent trials with anti PD-1 in
SCC. A recent publication showed that 9/11 PR patients by RECIST criteria in a cohort of
patients receiving immunotherapy for at least 10 months were CR patients by PET [38].
Although these data are yet to be confirmed, this study suggests that PET CT might be
preferentially used for anti PD-1 efficacy assessment.

Adjuvant treatment with both cemiplimab (NCT03969004) and pembrolizumab after
surgery and radiotherapy in high risk (NCT03833167) are being investigated.

The neoadjuvant use of immune check point inhibitors is also being investigated
for both cemiplimab (NCT04154943), pembrolizumab (NCT04808999) and nivolumab
(NCT04620200). In a trial of the MD Anderson Cancer Center, 20 patients received neoadju-
vant cemiplimab for stage III or IVA SCC of head and neck. Although only 6 patients (30%)
had PR by RECIST, 14 patients (70%) had either a pathological CR or a major pathological
response illustrating underestimation of pathological response by imaging. At a median
follow-up of 23 months, one patient progressed and died, one died without disease, and
two developed recurrence [39]. A larger phase 2 trial is ongoing (NCT04154943).

7. Follow Up

Patients with aSCC must be followed every 3–4 months with a lymph node ultrasonog-
raphy, MRI and CT scan.

8. Conclusions

Advanced SCC had a poor prognosis. The development of immune check-point
inhibitors has changed the overall survival of patients with advanced SCC with prolonged
remission. Research is still required to improve these results and identify early markers of
progression to optimize treatment strategy.

Author Contributions: N.B.-S.: Writing—Review and Editing. E.M.: Writing—Review and Editing.
All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Conflicts of Interest: N.B.-S. is a consultant and investigator for Sanofi and MSD and E.M. is a
consultant and E.M. is investigator for Sanofi and MSD and a consultant for Sanofi.

References
1. Karia, P.S.; Han, J.; Schmults, C.D. Cutaneous Squamous Cell Carcinoma: Estimated Incidence of Disease, Nodal Metastasis, and

Deaths from Disease in the United States, 2012. J. Am. Acad. Derm. 2013, 68, 957–966. [CrossRef] [PubMed]
2. Amin, M.B.; Greene, F.L.; Edge, S.B.; Compton, C.C.; Gershenwald, J.E.; Brookland, R.K.; Meyer, L.; Gress, D.M.; Byrd, D.R.;

Winchester, D.P. The Eighth Edition AJCC Cancer Staging Manual: Continuing to Build a Bridge from a Population-Based to a
More “Personalized” Approach to Cancer Staging. CA Cancer J. Clin. 2017, 67, 93–99. [CrossRef] [PubMed]

3. Hillen, U.; Leiter, U.; Haase, S.; Kaufmann, R.; Becker, J.; Gutzmer, R.; Terheyden, P.; Krause-Bergmann, A.; Schulze, H.-J.;
Hassel, J.; et al. Advanced Cutaneous Squamous Cell Carcinoma: A Retrospective Analysis of Patient Profiles and Treatment
Patterns-Results of a Non-Interventional Study of the DeCOG. Eur. J. Cancer 2018, 96, 34–43. [CrossRef]

4. Jank, S.; Robatscher, P.; Emshoff, R.; Strobl, H.; Gojer, G.; Norer, B. The Diagnostic Value of Ultrasonography to Detect Occult
Lymph Node Involvement at Different Levels in Patients with Squamous Cell Carcinoma in the Maxillofacial Region. Int. J. Oral
Maxillofac. Surg. 2003, 32, 39–42. [CrossRef] [PubMed]

5. Stratigos, A.; Garbe, C.; Lebbe, C.; Malvehy, J.; del Marmol, V.; Pehamberger, H.; Peris, K.; Becker, J.C.; Zalaudek, I.; Saiag, P.;
et al. Diagnosis and Treatment of Invasive Squamous Cell Carcinoma of the Skin: European Consensus-Based Interdisciplinary
Guideline. Eur. J. Cancer 2015, 51, 1989–2007. [CrossRef] [PubMed]

6. Veness, M.J.; Morgan, G.J.; Palme, C.E.; Gebski, V. Surgery and Adjuvant Radiotherapy in Patients with Cutaneous Head and Neck
Squamous Cell Carcinoma Metastatic to Lymph Nodes: Combined Treatment Should Be Considered Best Practice. Laryngoscope
2005, 115, 870–875. [CrossRef]

http://doi.org/10.1016/j.jaad.2012.11.037
http://www.ncbi.nlm.nih.gov/pubmed/23375456
http://doi.org/10.3322/caac.21388
http://www.ncbi.nlm.nih.gov/pubmed/28094848
http://doi.org/10.1016/j.ejca.2018.01.075
http://doi.org/10.1054/ijom.2002.0326
http://www.ncbi.nlm.nih.gov/pubmed/12653231
http://doi.org/10.1016/j.ejca.2015.06.110
http://www.ncbi.nlm.nih.gov/pubmed/26219687
http://doi.org/10.1097/01.MLG.0000158349.64337.ED


Cancers 2022, 14, 550 7 of 8

7. Govers, T.M.; Hannink, G.; Merkx, M.A.W.; Takes, R.P.; Rovers, M.M. Sentinel Node Biopsy for Squamous Cell Carcinoma of the
Oral Cavity and Oropharynx: A Diagnostic Meta-Analysis. Oral Oncol. 2013, 49, 726–732. [CrossRef]

8. Fan, S.-F.; Zeng, Z.-Y.; Peng, H.-W.; Guo, Z.-M.; Wang, S.-L.; Zhang, Q. Sentinel Lymph Node Biopsy versus Elective Neck
Dissection in Patients with CT1-2N0 Oral Tongue Squamous Cell Carcinoma. Oral Surg. Oral Med. Oral Pathol. Oral Radiol. 2014,
117, 186–190. [CrossRef]

9. Lhote, R.; Lambert, J.; Lejeune, J.; Gottlieb, J.; Badaoui, A.; Battistella, M.; Roux, J.; Pages, C.; Vercellino, L.; Vilmer, C.; et al.
Sentinel Lymph Node Biopsy in Cutaneous Squamous Cell Carcinoma Series of 37 Cases and Systematic Review of the Literature.
Acta. Derm. Venereol. 2018, 98, 671–676. [CrossRef]

10. Krediet, J.T.; Beyer, M.; Lenz, K.; Ulrich, C.; Lange-Asschenfeldt, B.; Stockfleth, E.; Terhorst, D. Sentinel Lymph Node Biopsy and
Risk Factors for Predicting Metastasis in Cutaneous Squamous Cell Carcinoma. Br. J. Derm. 2015, 172, 1029–1036. [CrossRef]

11. Stratigos, A.J.; Garbe, C.; Dessinioti, C.; Lebbe, C.; Bataille, V.; Bastholt, L.; Dreno, B.; Fargnoli, M.C.; Forsea, A.M.; Frenard, C.;
et al. European Interdisciplinary Guideline on Invasive Squamous Cell Carcinoma of the Skin: Part 1. Epidemiology, Diagnostics
and Prevention. Eur. J. Cancer 2020, 128, 60–82. [CrossRef]

12. Jambusaria-Pahlajani, A.; Miller, C.J.; Quon, H.; Smith, N.; Klein, R.Q.; Schmults, C.D. Surgical Monotherapy versus Surgery plus
Adjuvant Radiotherapy in High-Risk Cutaneous Squamous Cell Carcinoma: A Systematic Review of Outcomes. Derm. Surg.
2009, 35, 574–585. [CrossRef] [PubMed]

13. Harris, B.N.; Pipkorn, P.; Nguyen, K.N.B.; Jackson, R.S.; Rao, S.; Moore, M.G.; Farwell, D.G.; Bewley, A.F. Association of Adjuvant
Radiation Therapy with Survival in Patients With Advanced Cutaneous Squamous Cell Carcinoma of the Head and Neck. JAMA
Otolaryngol. Head Neck Surg. 2019, 145, 153–158. [CrossRef] [PubMed]

14. Chapalain, M.; Baroudjian, B.; Dupont, A.; Lhote, R.; Lambert, J.; Bagot, M.; Lebbe, C.; Basset-Seguin, N. Stage IV Cutaneous
Squamous Cell Carcinoma: Treatment Outcomes in a Series of 42 Patients. J. Eur. Acad. Derm. Venereol. 2020, 34, 1202–1209.
[CrossRef] [PubMed]

15. Sadek, H.; Azli, N.; Wendling, J.L.; Cvitkovic, E.; Rahal, M.; Mamelle, G.; Guillaume, J.C.; Armand, J.P.; Avril, M.F. Treatment
of Advanced Squamous Cell Carcinoma of the Skin with Cisplatin, 5-Fluorouracil, and Bleomycin. Cancer 1990, 66, 1692–1696.
[CrossRef]

16. Zhu, G.A.; Lynn Su Chang, A. Overall and Progression-Free Survival of Stage 4 Cutaneous Squamous Cell Carcinoma at a Single
Large Referral Center. J. Am. Acad Derm. 2015, 73, 165–166. [CrossRef]

17. Brunner, M.; Veness, M.J.; Ch’ng, S.; Elliott, M.; Clark, J.R. Distant Metastases from Cutaneous Squamous Cell Carcinoma–Analysis
of AJCC Stage IV. Head Neck 2013, 35, 72–75. [CrossRef]

18. Cañueto, J.; Cardeñoso, E.; García, J.L.; Santos-Briz, Á.; Castellanos-Martín, A.; Fernández-López, E.; Blanco Gómez, A.; Pérez-
Losada, J.; Román-Curto, C. Epidermal Growth Factor Receptor Expression Is Associated with Poor Outcome in Cutaneous
Squamous Cell Carcinoma. Br. J. Derm. 2017, 176, 1279–1287. [CrossRef]

19. Maubec, E. Update of the Management of Cutaneous Squamous-Cell Carcinoma. Acta. Derm. Venereol. 2020, 100, adv00143.
[CrossRef]

20. Maubec, E.; Petrow, P.; Scheer-Senyarich, I.; Duvillard, P.; Lacroix, L.; Gelly, J.; Certain, A.; Duval, X.; Crickx, B.; Buffard, V.; et al.
Phase II Study of Cetuximab as First-Line Single-Drug Therapy in Patients with Unresectable Squamous Cell Carcinoma of the
Skin. J. Clin. Oncol. 2011, 29, 3419–3426. [CrossRef]

21. Dereure, O.; Missan, H.; Girard, C.; Costes, V.; Guillot, B. Efficacy and Tolerance of Cetuximab Alone or Combined with
Chemotherapy in Locally Advanced or Metastatic Cutaneous Squamous Cell Carcinoma: An Open Study of 14 Patients.
Dermatology 2016, 232, 721–730. [CrossRef]

22. William, W.N.; Feng, L.; Ferrarotto, R.; Ginsberg, L.; Kies, M.; Lippman, S.; Glisson, B.; Kim, E.S. Gefitinib for Patients with
Incurable Cutaneous Squamous Cell Carcinoma: A Single-Arm Phase II Clinical Trial. J. Am. Acad. Derm. 2017, 77, 1110–1113.e2.
[CrossRef]

23. Gold, K.A.; Kies, M.S.; William, W.N.; Johnson, F.M.; Lee, J.J.; Glisson, B.S. Erlotinib in the Treatment of Recurrent or Metastatic
Cutaneous Squamous Cell Carcinoma: A Single-Arm Phase 2 Clinical Trial. Cancer 2018, 124, 2169–2173. [CrossRef]

24. Slater, N.A.; Googe, P.B. PD-L1 Expression in Cutaneous Squamous Cell Carcinoma Correlates with Risk of Metastasis. J. Cutan.
Pathol. 2016, 43, 663–670. [CrossRef]

25. Moloney, F.J.; Comber, H.; O’Lorcain, P.; O’Kelly, P.; Conlon, P.J.; Murphy, G.M. A Population-Based Study of Skin Cancer
Incidence and Prevalence in Renal Transplant Recipients. Br. J. Derm. 2006, 154, 498–504. [CrossRef] [PubMed]

26. Pickering, C.R.; Zhou, J.H.; Lee, J.J.; Drummond, J.A.; Peng, S.A.; Saade, R.E.; Tsai, K.Y.; Curry, J.L.; Tetzlaff, M.T.; Lai, S.Y.; et al.
Mutational Landscape of Aggressive Cutaneous Squamous Cell Carcinoma. Clin. Cancer Res. 2014, 20, 6582–6592. [CrossRef]

27. Migden, M.R.; Guminski, A.; Gutzmer, R.; Dirix, L.; Lewis, K.D.; Combemale, P.; Herd, R.M.; Kudchadkar, R.; Trefzer, U.; Gogov,
S.; et al. Treatment with Two Different Doses of Sonidegib in Patients with Locally Advanced or Metastatic Basal Cell Carcinoma
(BOLT): A Multicentre, Randomised, Double-Blind Phase 2 Trial. Lancet Oncol. 2015, 16, 716–728. [CrossRef]

28. Rischin, D.; Khushalani, N.I.; Schmults, C.D.; Guminski, A.; Chang, A.L.S.; Lewis, K.D.; Lim, A.M.; Hernandez-Aya, L.; Hughes,
B.G.M.; Schadendorf, D.; et al. Integrated Analysis of a Phase 2 Study of Cemiplimab in Advanced Cutaneous Squamous Cell
Carcinoma: Extended Follow-up of Outcomes and Quality of Life Analysis. J. Immunother. Cancer 2021, 9, e002757. [CrossRef]
[PubMed]

http://doi.org/10.1016/j.oraloncology.2013.04.006
http://doi.org/10.1016/j.oooo.2013.09.012
http://doi.org/10.2340/00015555-2942
http://doi.org/10.1111/bjd.13508
http://doi.org/10.1016/j.ejca.2020.01.007
http://doi.org/10.1111/j.1524-4725.2009.01095.x
http://www.ncbi.nlm.nih.gov/pubmed/19415791
http://doi.org/10.1001/jamaoto.2018.3650
http://www.ncbi.nlm.nih.gov/pubmed/30570645
http://doi.org/10.1111/jdv.16007
http://www.ncbi.nlm.nih.gov/pubmed/31587382
http://doi.org/10.1002/1097-0142(19901015)66:8&lt;1692::AID-CNCR2820660807&gt;3.0.CO;2-Y
http://doi.org/10.1016/j.jaad.2015.03.028
http://doi.org/10.1002/hed.22913
http://doi.org/10.1111/bjd.14936
http://doi.org/10.2340/00015555-3498
http://doi.org/10.1200/JCO.2010.34.1735
http://doi.org/10.1159/000461578
http://doi.org/10.1016/j.jaad.2017.07.048
http://doi.org/10.1002/cncr.31346
http://doi.org/10.1111/cup.12728
http://doi.org/10.1111/j.1365-2133.2005.07021.x
http://www.ncbi.nlm.nih.gov/pubmed/16445782
http://doi.org/10.1158/1078-0432.CCR-14-1768
http://doi.org/10.1016/S1470-2045(15)70100-2
http://doi.org/10.1136/jitc-2021-002757
http://www.ncbi.nlm.nih.gov/pubmed/34413166


Cancers 2022, 14, 550 8 of 8

29. Baggi, A.; Quaglino, P.; Rubatto, M.; Depenni, R.; Guida, M.; Ascierto, P.A.; Trojaniello, C.; Queirolo, P.; Saponara, M.; Peris, K.;
et al. Real World Data of Cemiplimab in Locally Advanced and Metastatic Cutaneous Squamous Cell Carcinoma. Eur. J. Cancer
2021, 157, 250–258. [CrossRef]

30. Hober, C.; Fredeau, L.; Pham-Ledard, A.; Boubaya, M.; Herms, F.; Celerier, P.; Aubin, F.; Beneton, N.; Dinulescu, M.; Jannic, A.;
et al. Cemiplimab for Locally Advanced and Metastatic Cutaneous Squamous-Cell Carcinomas: Real-Life Experience from the
French CAREPI Study Group. Cancers 2021, 13, 3547. [CrossRef] [PubMed]

31. Grob, J.-J.; Gonzalez, R.; Basset-Seguin, N.; Vornicova, O.; Schachter, J.; Joshi, A.; Meyer, N.; Grange, F.; Piulats, J.M.; Bauman, J.R.;
et al. Pembrolizumab Monotherapy for Recurrent or Metastatic Cutaneous Squamous Cell Carcinoma: A Single-Arm Phase II
Trial (KEYNOTE-629). J. Clin. Oncol. 2020, 38, 2916–2925. [CrossRef]

32. Hughes, B.G.M.; Mendoza, R.G.; Basset-Seguin, N.; Vornicova, O.; Schachter, J.; Joshi, A.; Meyer, N.; Grange, F.; Piulats, J.M.;
Bauman, J.R.; et al. Health-Related Quality of Life of Patients with Recurrent or Metastatic Cutaneous Squamous Cell Carcinoma
Treated with Pembrolizumab in KEYNOTE-629. Derm. (Heidelb) 2021, 11, 1777–1790. [CrossRef]

33. Hughes, B.G.M.; Munoz-Couselo, E.; Mortier, L.; Bratland, Å.; Gutzmer, R.; Roshdy, O.; González Mendoza, R.; Schachter,
J.; Arance, A.; Grange, F.; et al. Pembrolizumab for Locally Advanced and Recurrent/Metastatic Cutaneous Squamous Cell
Carcinoma (KEYNOTE-629 Study): An Open-Label, Nonrandomized, Multicenter, Phase II Trial. Ann. Oncol. 2021, 32, 1276–1285.
[CrossRef]

34. Maubec, E.; Boubaya, M.; Petrow, P.; Beylot-Barry, M.; Basset-Seguin, N.; Deschamps, L.; Grob, J.-J.; Dréno, B.; Scheer-Senyarich,
I.; Bloch-Queyrat, C.; et al. Phase II Study of Pembrolizumab As First-Line, Single-Drug Therapy for Patients With Unresectable
Cutaneous Squamous Cell Carcinomas. J. Clin. Oncol 2020, 38, 3051–3061. [CrossRef]

35. Ferris, R.L.; Blumenschein, G.; Fayette, J.; Guigay, J.; Colevas, A.D.; Licitra, L.; Harrington, K.; Kasper, S.; Vokes, E.E.; Even,
C.; et al. Nivolumab for Recurrent Squamous-Cell Carcinoma of the Head and Neck. N. Engl. J. Med. 2016, 375, 1856–1867.
[CrossRef] [PubMed]

36. Aboul-Fettouh, N.; Chen, L.; Ma, J.; Patel, J.; Silapunt, S.; Migden, M. PD-1 Inhibitors for Cutaneous Squamous Cell Carcinoma: A
Meta-analysis. Australas. J. Derm. 2021, ajd.13733. [CrossRef] [PubMed]

37. Migden, M.R.; Khushalani, N.I.; Chang, A.L.S.; Lewis, K.D.; Schmults, C.D.; Hernandez-Aya, L.; Meier, F.; Schadendorf, D.;
Guminski, A.; Hauschild, A.; et al. Cemiplimab in Locally Advanced Cutaneous Squamous Cell Carcinoma: Results from an
Open-Label, Phase 2, Single-Arm Trial. Lancet Oncol. 2020, 21, 294–305. [CrossRef]

38. McLean, L.S.; Cavanagh, K.; Hicks, R.J.; Callahan, J.; Xie, J.; Cardin, A.; Lim, A.M.; Rischin, D. FDG-PET/CT Imaging for Evaluat-
ing Durable Responses to Immune Check Point Inhibitors in Patients with Advanced Cutaneous Squamous Cell Carcinoma.
Cancer Imaging 2021, 21, 57. [CrossRef] [PubMed]

39. Ferrarotto, R.; Amit, M.; Nagarajan, P.; Rubin, M.L.; Yuan, Y.; Bell, D.; El-Naggar, A.K.; Johnson, J.M.; Morrison, W.H.; Rosenthal,
D.I.; et al. Pilot Phase II Trial of Neoadjuvant Immunotherapy in Locoregionally Advanced, Resectable Cutaneous Squamous Cell
Carcinoma of the Head and Neck. Clin. Cancer Res. 2021, 27, 4557–4565. [CrossRef]

http://doi.org/10.1016/j.ejca.2021.08.018
http://doi.org/10.3390/cancers13143547
http://www.ncbi.nlm.nih.gov/pubmed/34298764
http://doi.org/10.1200/JCO.19.03054
http://doi.org/10.1007/s13555-021-00598-6
http://doi.org/10.1016/j.annonc.2021.07.008
http://doi.org/10.1200/JCO.19.03357
http://doi.org/10.1056/NEJMoa1602252
http://www.ncbi.nlm.nih.gov/pubmed/27718784
http://doi.org/10.1111/ajd.13733
http://www.ncbi.nlm.nih.gov/pubmed/34699068
http://doi.org/10.1016/S1470-2045(19)30728-4
http://doi.org/10.1186/s40644-021-00426-2
http://www.ncbi.nlm.nih.gov/pubmed/34645517
http://doi.org/10.1158/1078-0432.CCR-21-0585

	Introduction 
	Definition of High Risk SCC 
	Lymph Node Involvement in SCC 
	Management of Primary High Risk SCC 
	Management of Advanced Cutaneous Squamous Cell Carcinoma 
	Advanced SCC Had a Very Bad Prognosis before the Development of Immune Check Points Inhibitors (ICI) 
	EGFR Targeted Therapy 
	ICI Have Changed the Prognosis of Advanced SCC 

	Pembrolizumab 
	Follow Up 
	Conclusions 
	References

