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Radiation therapy may be performed for a variety of cutaneous malignancies, depending on patient health
status, tumor clinical and histologic features, patient preference, and resource availability. Dermatologists
should be able to recognize the clinical scenarios in which radiation therapy is appropriate, as this may
reduce morbidity, decrease risk of disease recurrence, and improve quality of life. The second article in this
2-part continuing medical education series focuses on the most common indications for radiation therapy
in the treatment of basal cell carcinoma, cutaneous squamous cell carcinoma, dermatofibrosarcoma
protuberans, Merkel cell carcinoma, Kaposi sarcoma, angiosarcoma, cutaneous lymphoma, melanoma,
undifferentiated pleomorphic sarcoma, and sebaceous carcinoma. ( J Am Acad Dermatol 2021;85:551-62.)
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INTRODUCTION
Radiation therapy (RT) may be performed for a

variety of cutaneous malignancies, depending on
patient health status, tumor clinical and histologic
features, patient preference, and resource availability.
Recent guidelines have better defined the indications
for RT in particular clinical scenarios. Table I summa-
rizes the most common indications for RT in the
treatment of basal cell carcinoma (BCC), cutaneous
squamous cell carcinoma (cSCC), dermatofibrosar-
coma protuberans (DFSP), Merkel cell carcinoma
(MCC), Kaposi sarcoma (KS), angiosarcoma,
cutaneous lymphoma, melanoma, undifferentiated
pleomorphic sarcoma, and sebaceous carcinoma.1-8
INDICATIONS FOR RADIATION THERAPY
Basal cell carcinoma

Most BCCs are successfully treated with surgical
methods. Primary RT is favored in poor surgical
candidates and in tumors than cannot be excised
without resulting in significant morbidity, impaired
function, or poor cosmesis (Fig 1).1 This is especially
important in cosmetically sensitive areas, such as those
near the eyelid, nose, or ear.1 Similarly, tumors of the
lip, oral commissure, or cheek requiring full-thickness
resection may also be managed effectively with RT.9

The National Comprehensive Cancer Network
recommends adjuvant RT for BCC with substantial
perineural involvement (nerve $0.1 mm in caliber or
[3 nerves \0.1 mm) or for positive margins after
Mohs micrographic surgery (MMS) or complete
circumferential peripheral and deep margin assess-
ment (CCPDMA) if clear margins cannot be achieved.1

It may also be used for locally advanced disease
extending into the cranial cavity.1 Small, low-risk BCCs
may be treated with a 0.5-cm radiation field margin
beyond the clinically apparent tumor, while high-risk
BCCs should have a wider margin of 1 to 1.5 cm.10

Although numerous treatment options for BCC
exist, there are few high-quality analyses comparing
different modalities. Surgery is considered the most
efficacious treatment due to lower rates of
recurrence.11 Two meta-analyses reported a 5-year
recurrence rate of 8.7% for primary BCCs and 10% for
recurrent BCCs treated with definitive RT.12,13 More
recent retrospective analyses showed a combined
5-year recurrence rate of 4% to 16% for primary and
recurrent BCCs.14-17 RT has increased efficacy in
primary, small (\2 cm), and less deeply invasive
tumors.14,15 The efficacy of treating BCCs with RT is
directly related to the clinician’s ability to delineate
tumor margins.18 Scouting biopsies may be considered
in tumors with ambiguous borders.18 One retrospec-
tive analysis reported a 5-year recurrence rate of 39%
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within a microscopically positive margin excision
compared to only 9% in patients who received
adjuvant RT.19 Approximately 20% to 30% of
incompletely excised tumors recur without adjuvant
RT.10

Cutaneous squamous cell carcinoma
While surgery is effective for treating cSCC,

definitive RT may be desirable in poor surgical
candidates.2 The National Comprehensive Cancer
Network panel recommends adjuvant RT for cSCC
with positive margins following MMS or CCPDMA
when clear margins cannot be attained.2 Adjuvant
RT is also recommended in cSCC with substantial
perineural involvement (invasion of large caliber
nerve $0.1 mm or invasion of nerve below dermis),
as disease recurrence tends to occur along the
affected nerves (Fig 2).20-22 The proximal course of
the local nerves should be irradiated in substantial or
clinically evident perineural involvement in addition
to involvement of named nerves of the head and
neck.2 Adjuvant RT is indicated in the postoperative
period for nodal metastases to the head and neck,
unless the patient has 1 small (#3 cm) node with no
extracapsular extension.2 RT may be used for large
or multifocal lesions, multiply recurrent disease, or
advanced disease extending into the cranial cavity
(Fig 3).2 Most cSCCs are treated with a 1- to 1.5-cm
radiation field margin.10 When postoperatively
treating nodal metastases, low-dose radiation (2 Gy
per fraction) are used to minimize radiation-related
sequelae in a healing operative bed.9

Data regarding RT for cSCC are mostly limited to
retrospective studies. These studies have demonstrated
a5-year recurrence rateof 4% to7%forprimary low-risk
cSCC treatedwith RT.16,23-25 Onemetanalysis showed a
similar 5-year recurrence rate of 6.7% for primary cSCC
treated with RT compared to 10% for recurrent cSCC.26

Certain high-risk features include diameter [2 cm,
thickness[2 mm, invasion[6 mm or beyond the fat,
poor differentiation, recurrence, location on the ear or
lip, or immunosuppressed host.2 Retrospective studies
of patients with high risk and metastatic cSCC treated
withRThad significantly higher recurrence rates of 17%
to 54%.27-31 One retrospective review demonstrated a
significantly worse disease-specific survival in patients
with cSCC metastatic to the parotid gland treated with
RTalone compared to surgeryplus adjuvant RT (47%vs
72%, respectively).32 Another showed a significantly
increased 5-year disease-free survival rate in patients
with cSCC of the head and neck and nodal metastases
when treated with surgery plus adjuvant RT compared
to surgery alone (73% vs 54%, respectively).31 Adjuvant
RT improves local control and disease-free survival, but
fails to show a survival benefit.33-37
ty from ClinicalKey.com by Elsevier on September 02, 
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Abbreviations used:

RT: radiation therapy
BCC: basal cell carcinoma
cSCC: cutaneous squamous cell carcinoma
DFSP: dermatofibroma sarcoma protuberans
MCC: merkel cell carcinoma
KS: kaposi sarcoma
MMS: Mohs micrographic surgery
CCPDMA: complete circumferential peripheral

and deep margin assessment
CTCL: cutaneous T-cell lymphoma
PCBCL: primary cutaneous B-cell lymphoma
UPS: undifferentiated pleomorphic sarcoma
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Common radiation schedules used for the
treatment of basal and squamous cell cancers are
shown in Table II.38

Dermatofibrosarcoma protuberans
The preferred treatment for DFSP is wide local

excision to the fascia or MMS.3 In poor surgical
candidates, definitive RT is not typically used as first-
line treatment.3 Imatinibmesylate is an Food andDrug
Administration approved treatment for unresectable,
recurrent, and/or metastatic DFSP in adults that is
preferred over radiation in nonsurgical candidates.3

For recurrent disease where further resection is not
feasible, RT alone may be used if not performed
previously and would then be preferred over imatinib
mesylate.3 Adjuvant RT is performed when margins
are positive following CCPDMA or MMS or after
disease recurrence and further resection is not
feasible.39-42 The radiation field is widely extended
beyond the surgical margins when clinically feasible,
approximately 3-5 cm.3 However, adjuvant RT is not
necessary if surgical margins are clear.

The combination of surgery plus adjuvant RT
provides excellent local control. A retrospective re-
view of 53 patients with primary or recurrent DFSP
treatedwith surgeryplus adjuvantRThad a recurrence
rate of 4% at amedian of 6.5 years and disease-specific
survival of 93% at 10 years.43 In a series of 13 patients
who received surgery plus adjuvant RT and 1 patient
who received RT alone, 86% of patients remained
disease-free at a median follow up of 10.5 years,
including the patient who received RT alone.40

Merkel cell carcinoma
The first-line treatment for MCC is excision with

CCPDMA to the fascia or pericranium with 1- to 2-cm
margins followed by expeditious initiation of adjuvant
RT.4 In certain cases, MMS has been used. Adjuvant
RT is performed postoperatively whether negative or
positive margins are obtained following CCPDMA or
MMS.4 It is preferable to start adjuvant RT within
Downloaded for Anonymous User (n/a) at Costa Rica Universi
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4 weeks after surgery or as soon as the area is healed.
The excision site, in-transit tissue, and draining nodal
basins are irradiated to account for subclinical disease
unless the primary tumor is #1 cm, negative post-
operative margins are obtained, no lymphovascular
invasion is noted, sentinel lymph node biopsy is
negative, and the patient is immunocompetent.4

Definitive RT is reserved for patients who are poor
surgical candidates.4 Wide radiation field margins of
5 cm should be used around the primary site.4

RT is not considered a replacement for surgery,
however, it can result in 75% to 80% field control in
most patients.10 One multivariate analysis of patients
with MCC treated with definitive RT alone showed a
significantly improved disease-specific survival at
5 years versus no treatment (73% vs 54%).44 Data to
support adjuvant RT for MCC in specific clinical
scenarios are few; however, it is recommended as it
decreases disease recurrence and improves disease-
specific survival.4,45,46 Several small retrospective
studies reported better outcomes in MCC patients
treated with surgery 1/- adjuvant RT compared to
definitive RT1/- chemotherapy.47-52 Similarly, a large
retrospective study showed a significantly increased
overall survival for MCC treated with surgery 1/-
adjuvant RTcomparedwith definitive RTalone among
patients with stage I/II disease (overall survival 76 vs
25 months) and stage III disease (overall survival 30 vs
15months).51 One randomized control trial of patients
with stage I MCC showed a significant decrease in the
risk of regional recurrence in patients treated with
surgery followed by adjuvant RT compared to surgery
alone (0% vs 16.7%).53 Therefore, surgery followed by
adjuvant RT is currently recommended.

Kaposi sarcoma
While KS is a radiosensitive disease, a limited

number of asymptomatic lesions that do not impair
function may be safely managed with observation
alone.5 Definitive and palliative RT is reserved for the
short-term management of patients with advanced
cutaneous disease in which systemic therapy is not
feasible (Fig 4).5 RT may be used for local disease
control until systemic treatment may be initiated.5,54

Total skin electron beam RT is a therapeutic option for
widespread, multifocal disease. Special considerations
for treating KS with RT include the development of
acute painful reactions to the palmar and plantar
surfaces; therefore, treatment should be approached
cautiously by treating one extremity at a time.5,55-57

Lymphedema is a common complication of KS that
may be exacerbated by RT.5 This may lead to a delay in
wound healing, delayed response to treatment, and an
increased risk of soft-tissue infection.5 Consequently,
referral to a lymphedema specialist is recommended.5
ty from ClinicalKey.com by Elsevier on September 02, 
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Table I. Indications for the treatment of cutaneous malignancies with radiation therapy

Cutaneous malignancy Definitive radiotherapy Adjuvant radiotherapy Palliative radiotherapy

Basal cell carcinoma Nonsurgical candidates Substantial perineural
involvement*

Advanced/incurable disease,
cutaneous metastases

Advanced disease extending
into cranial cavity

Positive margins after CCPDMA
or MMSy

Cutaneous squamous
cell carcinoma

Nonsurgical candidates Positive margins after CCPDMA
or MMSy

Advanced/incurable disease,
cutaneous metastases

Advanced disease extending
into cranial cavity

Substantial perineural
involvementz

Postoperatively for nodal me-
tastases to the head and neckx

Multiply 11recurrent disease
Dermatofibrosarcoma
protuberans

Nonsurgical candidates Positive margins after CCPDMA
or MMSy

Advanced/incurable disease,
cutaneous metastases

Disease recurrencey

Merkel cell carcinoma Nonsurgical candidates Postoperatively whether nega-
tive or positive marginsk

Advanced/incurable disease,
cutaneous metastases

Kaposi sarcoma Nonsurgical candidates Widespread/multifocal disease
Angiosarcoma Nonsurgical candidates For limited operable disease

Extensive scalp involvement
Cutaneous lymphoma Localized primary cutaneous

B-cell lymphoma
All other cutaneous

lymphomas
Cutaneous T-cell lymphoma

Melanoma Large facial lentigo malignas
not amenable to surgery

Postoperatively for desmo-
plastic melanoma

Unresectable nodal, satellite,
or in-transit disease

Lymph node metastases Cutaneous metastases
Undifferentiated
pleomorphic sarcoma

Postoperatively whether nega-
tive or positive margins

Sebaceous carcinoma Nonsurgical candidates Positive margins after CCPDMA
or MMSy

Advanced/incurable disease,
cutaneous metastases

Postoperatively for nodal
metastases

CCPDMA, Complete circumferential peripheral and deep margin assessment; MMS, Mohs micrographic surgery.

*[3 small nerves\0.1 mm or large nerve involvement $0.1 mm in caliber.
ywhen further resection is not feasible.
zlarge nerve $0.1 mm or invasion of nerve below dermis.
xUnless patient has one small (#3 cm) node and no extracapsular extension.
kUnless primary tumor #1 cm, no lymphovascular invasion, negative margins, negative sentinel lymph node biopsy, and patient is

immunocompetent.
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Data on the efficacy of RT in treating KS mostly
consists of retrospective series and case reports, with
few prospectively designed trials. One retrospective
study of HIV-negative patients treated with RT
showed complete response in 54% of KS lesions,
partial remission in 38%, and nonresponse in 8%with
a median duration of local control of 19.5 months.58

Another study showed complete response in 91.4%
of HIV-related KS lesions, partial remission in 6.7%,
andnonresponse in 0.51%at a rangeof 1 to 46months
after RT.59 For classic KS, 1 retrospective study of 771
lesions demonstrated a favorable cure rate of 98.7% at
13.5 years following treatment.59While RT is effective
in treating KS, the risk of developing subsequent KS
lesions persists even after complete remission as
HHV-8 is not eradicated.5
Downloaded for Anonymous User (n/a) at Costa Rica Universi
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Angiosarcoma
The treatment of choice for angiosarcoma is

surgery, with or without adjuvant RT, due to its
high rates of subclinical extension and local recur-
rence. Definitive RT alone is considered inadequate
for potentially curable disease and should be
avoided in radiation-induced angiosarcoma.6

Definitive RT is only performed in poor surgical
candidates or for those with extensive scalp
involvement (Fig 5).6 Adjuvant RT may be used in
patients with limited, operable disease to reduce
the risk of local recurrence.6,10 No randomized
control trials have been performed to compare
therapies, but retrospective series suggest that
adjuvant RT combined with surgery, improves local
control and overall survival.60,61 One retrospective
ty from ClinicalKey.com by Elsevier on September 02, 
n. Copyright ©2021. Elsevier Inc. All rights reserved.



Fig 1. Radiotherapy of basal cell carcinoma. A, A 64-year-
old man with significant lower extremity pitting edema
with multifocal BCCs of the right lower leg at the site of a
burn from molten iron sustained 45 years ago. B, Four
weeks into treatment with dose of 55 Gy in 20 fractions
(radiation field outlined in black). Full response is
expected 4 weeks following completion of therapy.

J AM ACAD DERMATOL

VOLUME 85, NUMBER 3
Wilmas et al 555
review of 67 patients with angiosarcoma showed an
improved 5-year disease-free survival when treated
with surgery followed by adjuvant RT 1/- chemo-
therapy compared to surgery 1/- chemotherapy
(43% vs 17%).6 Due to limited data, the role of
adjuvant RT is currently unclear and not routinely
recommended.
Cutaneous lymphoma
Radiation may be used to treat cutaneous lym-

phomas as a sole therapy or multimodal regimen as
lymphocytes are exceedingly radiosensitive.62 RT is
a treatment for cutaneous T-cell lymphoma (CTCL),
CD301 lymphoproliferative disorders, and primary
cutaneous B-cell lymphomas (PCBCL).63 Treatment
is generally considered palliative with the exception
of PCBCL and CTCL, which may be treated defini-
tively.63 Total skin electron beam radiation involves
treatment of the entire cutaneous surface while a
patient is standing on a rotating platform.63 This may
be used in the management of patch, plaque, or
tumor stage CTCL.63 Most cutaneous lymphomas
may be managed with a dose of 24-30 Gy using a 6-
9 MeV electron beam, however, newer prospective
studies displayed tolerability and efficacy of low
doses of RT using a 12 Gy regimen.7,62 Individual
tumors may require an additional dose of 4-12 Gy.7 A
circumferential and deep radiation margin of 1-2 cm
is used when treating cutaneous lymphomas to
provide a durable response and minimize toxicity.7

Lower doses of RT allow for fewer side effects and
Downloaded for Anonymous User (n/a) at Costa Rica Universi
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opportunity for subsequent treatments if initial
response is not adequate. A dose of 4 Gy may be
employed for relapsed disease.7 Figure 6 demon-
strates the successful treatment of multifocal CTCL
following RT.

Radiation is an effective therapy for both PCBCL
and CTCL. One retrospective study of patients with
PCBCL treated with RT showed 100% complete
response and 87.1% overall survival at 10-years.64

Another retrospective study showed that low-dose
RT # 12 Gy was as effective as RT [12 Gy for
indolent PCBCL, with complete response achieved
in 100%.65 Likewise, RT of 4 Gy in 2 fractions was
found to be effective in managing symptoms of
primary or recurrent disease among patients with
PCBCL plaques and tumors, with complete
response in 72%.66 In 1 study, CTCL plaques and
tumors were effectively treated with 8-12 Gy of
electron beam radiation in 1-2 fractions, with
complete response demonstrated in 92% of treated
patients.66

Melanoma
The standard treatment of localized melanoma is

wide local excision. Melanoma is considered a rela-
tively radioresistant skin cancer. Definitive RT may be
offered for nonsurgical candidates or in cases where
surgery would result in significant morbidity such as a
large facial melanoma in situ, lentigo maligna (LM)
type, in an elderly patient.8,67 This is more common in
Europe, where an estimated 13% to 17% of dermatol-
ogists use RT for LM in patients older than 70 years of
age.68,69 Adjuvant RT is recommended in patientswith
desmoplastic melanoma with factors associated with
high risk of local recurrence, such as location on the
head or neck, extensive neurotropism, pure desmo-
plastic histologic subtype, positive margins following
excision and further resection is not feasible, or for
recurrent disease.8 Adjuvant RT may be used to treat
high risk, resected regional disease, however it is not
associated with improved disease-free survival or
overall survival.8 Factors associated with increased
risk of regional recurrence include: gross or histologic
extracapsular extension of melanoma in macroscop-
ically involved nodes, including$1 parotid node,$2
cervical or axillary nodes, $3 inguinal or femoral
nodes, $3 cm cervical or axillary nodes, and/or
$4 cm inguinal or femoral nodes.8 Definitive or
palliative RT may be considered for unresectable
nodal, satellite, or in-transit disease or for residual
local, satellite, or in-transit disease after a prior
treatment.8 For metastatic melanoma outside of the
brain, a hypofractionated schedule of 30 Gy in 5
fractions over 3 weeks may be used.38 For metastatic
melanoma of the brain and otherwise adequate
ty from ClinicalKey.com by Elsevier on September 02, 
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Fig 2. Adjuvant radiotherapy of cutaneous squamous cell carcinoma. A, An 87-year-old man
with multiply recurrent cSCC of the right cheek with significant perineural invasion previously
treated with surgical resection, partial right maxillectomy, and right parotidectomy.
B, Immediately following surgical resection with MMS, right infraorbital nerve resection, and
infraorbital foramen resection with clear margins obtained. C, Nine years following recon-
struction with advancement flap and adjuvant radiation at a dose of 60 Gy in 30 fractions to the
right cheek. cSCC, Cutaneous squamous cell carcinoma; MMS, Mohs micrographic surgery.
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disease control, stereotactic radiosurgery should be
considered.38,70 Inoperable, invasive melanomas
require a 2 cm margin while LM should have a
radiation field margin of 1 to 1.5 cm.10

Local control of melanoma can be improved with
adjuvant RT as illustrated in a retrospective analysis
of patients with desmoplastic melanoma treated with
excision plus adjuvant RT, especially in those with
residual positive margins, Breslow depth[4 mm, or
Downloaded for Anonymous User (n/a) at Costa Rica Universi
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locations on the head and neck.71 Of note, there is a
potential for increased toxicity when combining RT
with systemic therapies, especially at higher doses of
radiation.72 BRAF and MEK inhibitors may lead to
increased toxicity when used with RT, thus, these
therapies should be held at least 3 days before and
after fractionated RT.73 Evidence of adverse reactions
between RT and immunotherapy have not been
shown.74
ty from ClinicalKey.com by Elsevier on September 02, 
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Fig 3. Palliative radiotherapy of cutaneous squamous cell carcinoma. A, A 76-year-old man
with severe dementia with a painful and bleeding 3.5 cm cSCC of the right cheek. B, Three
months following radiation at a dose of 44 Gy in 10 fractions. KS, Kaposi sarcoma.

Table II. Common radiation schedules for the treatment of basal and squamous cell cancers

Clinical scenario Possible fractionation schedule Total dose (Gy) Total duration (days)

Most patients, most tumors 4 Gy 3 10 fractions 40 12-14
3 Gy 3 15 fractions 45 19-21

2.5-2.7 Gy 3 20 fractions 50-55 26-28
Large treatment
field with favorable
cosmetic outcome desired or near the eye

2 Gy 3 30 fractions 60 42-44
2 Gy 3 35 fractions 70 49-51

Elderly patient with tumor # 1 cm 5 Gy 3 8 fractions 40 10-12
Elderly patient with medical comorbidities 8 Gy 3 4 fractions 32 4-7
Elderly patient in poor health (palliative) 20 Gy 3 1 fraction 20 1

Reproduced with kind permission from Spring Nature38
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Sarcoma
Pleomorphic dermal sarcoma and undifferenti-

ated pleomorphic sarcoma (UPS), previously
referred to as malignant fibrous histiocytoma, are
spindle cell neoplasms existing within a clinicopath-
ologic spectrum.75-77 Pleomorophic dermal sarcoma
and superficial UPS arise from the dermis and invade
subcutaneous fat, with or without lymphovascular or
perineural invasion. Management includes CCPDMA
or MMS. However, UPS in the deep tissues of the
head/neck, extremities, or trunk is more aggressive,
with an increased risk of metastasis and a 50% 5-year
survival rate.75-77 Thus, optimal treatment includes
surgery plus adjuvant RT, regardless of whether
surgical margins are clear. Due to the rarity of these
tumors, evolving nomenclature, and limited data
available, consensus guidelines on the treatment
have not been established.

Sebaceous carcinoma
The primary treatment of sebaceous carcinoma

is CCPDMA or MMS. Definitive RT is used in
nonsurgical candidates. The dosage ranges from 50
to 70 Gy in 2 Gy fractions with a 2 cm margin for
extra-ocular lesions and varying margin, depending
on adjacent anatomy for periocular tumors as RT of
Downloaded for Anonymous User (n/a) at Costa Rica Universi
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the upper eyelid increases the risk for ocular toxicity,
such as conjunctivitis, keratitis, and cataracts.78,79

Local anesthetic eye drops with steroids are applied
prior to inserting eye shields and patients wear an
eye patch for 1 to 2 hours following RT each day.
Adjuvant RT is used for incompletely excised tumors
or for perineural invasion. Additionally, RT may be
used palliatively for metastatic or incurable disease.
Adjuvant RT to the regional nodal basin may be
performed instead of complete lymph node dissec-
tion in patients with positive sentinel lymph node
biopsy. Regional RT is also used after therapeutic
lymphadenectomy for clinically evident nodal
metastases.

Few studies have reported RT use in the treat-
ment of sebaceous carcinoma. One study of pa-
tients with periocular sebaceous carcinoma treated
with 39 Gy of RT resulted in 100% complete
response and 57% disease-free survival at 5 years.80

In another study, patients treated with 50 to 66.6 Gy
of RT demonstrated an 80% 5-year overall survival
rate and 93% local progression-free rate.78

Treatment of patients with periorbital sebaceous
carcinoma invasive to the parotid gland with
surgery 1/- adjuvant RT, including those with
metastatic disease, resulted in a local recurrence
ty from ClinicalKey.com by Elsevier on September 02, 
n. Copyright ©2021. Elsevier Inc. All rights reserved.



Fig 5. Angiosarcoma. A, A 75-year-old woman with high-grade angiosarcoma of the forehead
and frontal scalp with 4.5 mm of invasion. No lymphovascular or perineural invasion was
noted. B, Following resection to the periosteum and reconstruction with skin graft one month
later. C, Two and a half years following adjuvant radiation at a dose of 66 Gy in 33 fractions with
no evidence of recurrence.

Fig 4. Radiotherapy of Kaposi Sarcoma. A, A 90-year-old woman with KS of the medial lower
portion of the right leg associated with significant pruritus and pain. B, Three months after
treatment with a dose of 20 Gy in 5 fractions with relief of symptoms. KS, Kaposi sarcoma.
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rate of 29% at 2 years compared to 83% in patients
treated with surgery alone.81

CONCLUSION
Radiation therapy has shown to be a safe and

effective treatment for a variety of cutaneous
Downloaded for Anonymous User (n/a) at Costa Rica Universi
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malignancies in select cases. The decision to initiate
RT should be tailored to both patient and tumor after
careful consideration. A thorough understanding of
the indications for RT in specific clinical scenarios in
addition to its strengths and limitations optimizes
patient care and safety.
ty from ClinicalKey.com by Elsevier on September 02, 
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Fig 6. Radiotherapy of cutaneous T-cell lymphoma. A, 65-year-old man with tumor stage CTCL
of the right medial lower leg before radiation. B, Following treatment with a dose of 45 Gy in 15
fractions. C, Same patient with tumor stage CTCL of the right lateral lower leg before radiation.
D, Following treatment with a dose of 45 Gy in 15 fractions. E, 70-year-old man with tumor
stage CTCL with large cell transformation of the left dorsal hand and fifth finger before
radiation. F, Five months following treatment with a dose of 60 Gy in 2 fractions with 1 cm
bolus. CTCL, Cutaneous T-cell lymphoma.
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