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“Tai bénh nhan khong chiju |én tai kham”
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Lam sao dé han ché kha nang tai
phat sau mo BCC?



PHAU THUAT MOHS
MOHS MICROGRAPHIC SURGERY



Tumor Cure rates (%)
Mohs micrographic surgery Wide local excision
Basal cell carcinomal, 3, 65 99 (primary) 87-96 (primary)

Squamous carcinoma65, 66, 67

Melanoma in situ68, 69
Dermatofibrosarcoma protuberans70, 71
Atypical fibroxanthoma’®

Microcystic adnexal carcinoma’
Sebaceous carcinoma72, 73, 74, 75

Extramammary Paget desease’’

90-93 (recurrent)
92-99 (primary)
90 (recurrent)

98

98-100

98

94-96

94

92

83 (recurrent)
92-95 (primary)
76 (recurrent)
83-85

80-88

o1

40-83

64-89

78

Mayo Clin Proc, 2017 Aug;92(8):1261-1271.
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Step 1. An elliptical exasion is
created with wide margins around

Bxdension ol lumeor not seen on

Top view of excision showing
lateral and deep extension of
subclirical tumor,

Slep 2. Breadloal sections on
histologic shides. Extensions of the
tumor are nol represented in
histology sections A and C,
resulting in false-negative margins
and probable lumor recurrence.




Step 1. Skin cancers often extend
beyond their visible borders, IL is
these extensions that cause the
tumors to recur if not completely
removed.

Step 2. Similar 1o other surgical

procedures, Mohs surgery first
removes the visible tumor.

Step 3. A thin layer of normal
tissue is then removed, mapped,
and evaluated by the surgeon
using a Microscope.

Step 4. Additional layers may then
be taken precisely in the areas of

remaining cancer until the tumor

is completely removed.

Step 5. Mohs surgery is the only
method of removing skin cancer
that ensures all of the tumor is
removed while preserving the
maximum amount of healthy
tissue and, therefore, minimizing
scars and cancer recurrence.
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* Truc xoay linh hoat {(ngang, doc, guanh
truc di’ng)

= T8i wu héa mat phang cat

=> Cat chinh xdc theo ciu tric mé mong
muon

* Man hinh LED hién thi r& nhiét do
budng lanh, d8 day 13t cat, d6 day xén
(trimming)

May cat lanh méi
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“TIat ca trwong hop BCC déu duoc
diéu tri bang phau thuat Mohs?”
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STRATIFICATION TO DETERMINE TREATMENT OPTIONS FOR LOCAL BCC BASED ON RISK FACTORS
FOR RECURRENCE?

Risk Group

Low Risk

High Risk

Treatment options

BCC-2

BCC-3

H&P

Location/diameter (cm)

Trunk, extremities <2 cm

Trunk, extremities 22 cm

Head, neck, hands, feet, pretibial, and anogenital area (any size)®

Clinical borders

Well-defined

Poorly-defined

Primary vs. recurrent

Primary

Recurrent

Immunosuppression

()

(*)

Site of prior RT

(-)

(*+)

Pathology (BCC-A)

Histologic subtype

Nodular, superficial®

Aggressive growth patternd

Perineural involvement

(-)

(*)

https://www.nccn.org/professionals/physician_gls/pdf/nmsc.pdf




National
Comprehensive
Cancer

Network"”

LOW-RISK PRIMARY TREATMENTP ADDITIONAL TREATMENT
BCC .

Curettage and electrodesiccation (C&E)' I

or I >

Shave removal' Mohs®:P or other forms of

or peripheral and deep en face

" i q

Standard excision with 4-mm clinical margins Positive $arg|n assessment (FOEMA)

and postoperative margin assessment. Tissue / margins Re-excision if clinically feasible

rearrangement (eg, flap reconstruction, extensive or

undermining) should not be undertaken until RT®! for non-surgical candidates?

clear margins are identified (second intention Negative
Low-risk healing, linear repair, or skin graft are acceptable) marai - Follow-up

s margins

BCC? Gis (BCC-3)

Radiation therapy (RT)*! for non-surgical candidates” -

or

Non-surgical modalities for tumors clinically and histologically

consistent with superficial BCC (without dermal extension):

» Topical imiquimod™ (preferred)

*» Topical 5-fluorouracil (5-FU)™ (Useful in Certain Circumstances) >

* Photodynamic therapy™ (eg, topical aminolevulinic acid [ALA],
porfimer sodium [category 2B]) (Useful in Certain Circumstances)

* Cryotherapy (Useful in Certain Circumstances)”

https://www.nccn.org/professionals/physician_gls/pdf/nmsc.pdf



National
Comprehensive
Cancer
Network”

HIGH-RISK BCC| PRIMARY TREATMENTP ADDITIONAL TREATMENT

Multidisciplinary consultation to
discuss options:

Mohs®f or other forms . « Re-resect,

of PDEMA (preferred for Positive _ | ¢ feasible . Follow-up
BCCs that are high risk)%" margins or (BCC-5)
or « RTH!

or

Standard excision Wil if surgery and/or RT' are not curative

wider surgical margins'
and postoperative

margin assessment and : o
Negative If extensive perlneura[ or large-nerve

second intention healing, margins involvement,”" consider adjuvant RT™
linear repair, or skin graft

- Advanced
BCC (BCC-4)

High-nsk
Bcca.be

—_
LA RY

Follow-up

(BCC-5)

or .

For non-surgical candidates" consider
multidisciplinary cunsultatlun and -
discussion of definitive RT*/ |

https://www.nccn.org/professionals/physician_gls/pdf/nmsc.pdf



Carcinoma té bao gai (SCC)



National
Comprehensive
W[o{eVl Cancer

NCCN Guidelines Version 2.2025

Network” Squamous Cell Skin Cancer
Risk Group® Low Risk High Risk Very High Risk
Treatment options SCC-3 SCC-4 SCC-4 and SCC-5

H&P

Location/diameter (cm)

Trunk, extremities <2 cm

| _'[rynk, extremities >2 cm — <4 cm

Head, neck, hands, feet, pretibia,
and anogenital area (any size)®

>4 cm (any location)

Clinical borders ~ Well-defined Poorly-defined
Primary vs. recurrent Primary Recurrent
Immunosuppression () (+)

Site of prior RT or chronic inflammation (-) (+)
Rapidly growing tumor . n *)
Neurologic symptoms () (+)

Pathology (SCC-A)

Degree of differentiation

Well or moderately
differentiated

Poor differentiated

Histologic subtype®

Depth“=d: Thickness or level of invasion

7

beyond subcutaneous fat

| <2 mm thick and no invasic?n |

(+)
2-6 mm depth and no invasion
beyond subcutaneous fat

(+)
>6 mm or invasion
beyond subcutaneous fat

Perineural involvement

()

(*)

Tumor cells within the nerve
sheath of a nerve lying deeper
than the dermis or measuring

20.1 mm

Lymphatic or vascular involvement

()

()

(+)




National

W[l Cancer

Network”

Comprehensive

HIGH-RISK/VERY-HIGH-RISK CSCC

High-risk/very-high-
risk CSCC where
surgery or RT has

a high likelihood of
cure® ,b,aacc

TREATMENT
PLANNING

Consider
sentinel Iymph
node bieJ:
{SLNB} **in
cases that are
recurrent or
with multiple
high-risk
features

NCCN Guidelines Version 2.2025
Squamous Cell Skin Cancer

PRIMARY TREATMENT®

Mohs"W*Y or other forms
of PDEMA {preferred fer

very high risk)%f.99.h

or

Standard excision with
wider surgical margins’
and postoperative margin
assessment" and
second intention healing,
linear repair, or skin graft

or

For nonsurgical
candidates, consider
multidisciplinary
consultation and

discussion of definitive
RT? a,bb

Positive
margins

Negetwe
marg i ns

ADDITIONAL TREATMENT

Multidisciplinary consultation
to discuss options:
* Re-resect,

if feasible

—= O

. RTu+bh
or
+ If surgery and/or RTPP

are not curative

If extensive perineural, large,
or named nerve involvement,
or if other poor prognostic
features®i:

recommend multidisciplinary
consultation and

consider adjuvant RT33.0b.gg.kk

Fellew-up
[SCC 10)

5 laCSCC disease

(SCC-6)

Follow-up
(SCC-10)



Dermatologic Surgery

Differences of Mohs micrographic surgery in basal cell

carcinoma versus squamous cell carcinoma

Table 2 Characteristics of tumors

N (%)
SCC BCC
(n=181) (n=2,488) P-value
Evolution time (months), (median 20 (3-20) 30 (6-32) <0.001
[p25-p75])
Size. Major axis. mm, (median 19 (8-26) 13 (6-15) <0.001
[p25-p75])
Number with major 131 (72) 1,488 (60) <0.001

axis =10 mm, n (%)

Int J Dermatel. 2018 Nov;57(11):1375-1381

SCC BCC P-
(n=181) (n = 2,488) value
Hospital admission 64 (38) 432 (18) <0.001
Antiplatelet and/or 43 (25) 384 (16) <0.001
anticoagulant drugs
Need for general 24 (13) 180 (7) <0.001
anesthesia or sedation
Surgical technique <0.001
Fresh tissue 135 (75) 2,354 (95) NA
Deferred (paraffin) 39 (22) 102 (4) NA
Histological control of tumor 7 (4) 21 (1) NA

surgical margins with
three-dimensional histology




Dermatologic Surgery

Differences of Mohs micrographic surgery in basal cell
carcinoma versus squamous cell carcinoma

SCC BCC P-
(n=181) (n = 2,488) value
Level of invasion <0.001
Epidermis 6 (3) 11 (0) NA
Dermis 59 (34) 1,228 (51) NA
Hypodermis 63 (36) 932 (39) NA
Fascia 13 (8) 52 (2) NA
Muscle 29 (17) 169 (7) NA
Bone 4 (2) 13 (1) NA
Number of stages 0.230
1 107 (59) 1,422 (58) NA
2 60 (33) 768 (31) NA
3 or more 13 (7) 279 (11) NA
Size of the defect. Major axis. 25 (15-40) 18 (12-26) <0.001

mm, (median [p25-p75])

Int J Dermatel. 2018 Nov;57(11):1375-1381



Cac loai ung thu da khac?



SarcéHm saoi bi 16i thé teo dét

Atrophic dermatofibrosarcoma protuberans (DFSP)



Chuyén bénh vién Ung Budu

\ 4

Cat rong (Wide local excision)

Ti |é tai phat: 6 - 60%



NCCN CLINICAL PRACTICE GUIDELINES IN ONCOLOGY

Dermatofibrosarcoma Protuberans, Version 1.2025

TREATMENT

Negative ‘
Excision with Mohs|or ;":gf:sl | g
other forms of peripheral
and deep en face margin
assessment (PDEMA)%.d.¢ Negative __
* For unresectable/ margins

borderline resectable
disease, consider tumor
mutation analysis and

Re-resectiond®
neoadjuvant imatinib

Positive h
until margins

Supgical clear or surge
margins gery
is not possible

Positive
margins

* If Mohs or other forms of PDEMA are unavailable, consider wide excision.’
» Reconstruction should be delayed until clear margins have been verified to avoid the risk of translocating the tumor within the resection

bed, thus making further margin assessments inaccurate.




KET LUAN

3 Phau thuat Mohs 1a phau thuat chuyén sau trong diéu tri ung thu da
d Giam kha nang tai phat (type nguy cc cao) va tiét kiém mo da lanh

d biéu tri BCC, SCC va cac ung thu da khac
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