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Local Control Achieved

Goal of treatment is to remove all visible cancer

Ongoing Risk in High-Risk CSCC
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Consistent surveillance is an important component
of care for patients with high-risk CSCC
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*The features defining high risk vary across guidelines; this list integrates criteria from multiple sources, using the most conservative definition for each feature.

CSCC, cutaneous squamous cell carcinoma; CT, computed tomography; PET, positron emission tomography; RT, radiation therapy.
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