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PREVENTION, SURVEILLANCE & GENETICS

72

Healthcare professionals and members of the public
should be aware of the risk factors for melanoma

B

Individuals identified as being at higher risk should be:
§ advised about appropriate methods of sun

protection
§ educated about the diagnostic features of

cutaneous melanoma
§ encouraged to perform self examination of the skin

C

INFORMATION FOR PATIENTS

Marcs Line Resources Centre
MARCS Line (Melanoma And Related Cancers of the Skin)

Dermatology Treatment Centre, Level 3
Salisbury District Hospital, Salisbury, Wiltshire, SP2 8BJ
Tel: 01722 415071, Email: marcsline@wessexcancer.org

CancerBACUP Scotland

Suite 2, 3rd Floor, Cranston House,
104-114 Argyle Street, Glasgow G2 8BH
Tel: 0141 223 7676, Fax: 0141 248 8422
FREEPHONE: 0808 800 1234
www.cancerbacup.org.uk

Tak Tent Cancer Support Scotland

Flat 5, 30 Shelley Court, Gartnavel Complex, Glasgow, G12 0YN
Tel: 0141 211 0122 Fax: 0141 211 3988
Email: tak.tent@care4free.net, www.taktent.org.uk

Maggie�s Centres Scotland

maggies.centre@ed.ac.uk, www.maggies.ed.ac.uk

þ

MANAGEMENT OF STAGE IV DISEASE

MELANOMA IN WOMEN

§ Metastasectomy should be considered in patients with stage IV
disease

§ All patients with painful bone metastases should be offered
radiotherapy

þ

§ Dacarbazine (DTIC) is the standard single agent of choice in
stage IV melanoma

§ Multiple drug regimens (eg with tamoxifen and interferon a)
do not improve survival compared to single agent DTIC and
are not recommended outside clinical trials

A

Genetic testing should only be undertaken in the context
of appropriate research studies

D

RISK FACTORS FOR CUTANEOUS MELANOMA

INCREASING
RISK

11-50  common moles >2mm
51-100 common moles >2mm
>100 common moles >2mm

Family history of melanoma
Previous history of melanoma
Presence of 1-4 atypical moles
Red or light coloured hair
Presence of actinic lentigines
Giant congenital melanocytic naevi ≥ 20 cm  diameter
Unusually high sun exposure
Reported growth of a mole
Skin that does not tan easily
Light coloured eyes
Light coloured skin
Affluence
Female sex
Age

THE 7 POINT CHECKLIST

 MAJOR FEATURES

§ Change in size of lesion

§ Irregular pigmentation

§ Irregular border

MINOR FEATURES

§ Inflammation

§ Itch/altered sensation

§ Lesion larger than others

§Oozing/crusting of lesion

THE ABCDE SYSTEM

A. Geometrical Asymmetry
in 2 axes

B. Irregular Border

C. At least 2 different
Colours in lesion

D. Maximum Diameter
>6mm

E. Elevation of lesion

Single dose radiotherapy of at least 8 Gy is an effective treatment
for bone metastases

D

All patients with spinal cord compression should be referred
urgently for surgical intervention and/or palliative radiotherapy

þ

§ Patients with favourable CNS disease, good performance
status, favourable response to corticosteroid treatment, and
without systemic disease should be considered for surgical
resection of their CNS disease

§ If surgery is not possible, whole brain radiotherapy combined
with corticosteroids may help palliate neurological symptoms

D

Patients with metastatic melanoma should be treated within a
clinical trial wherever possible and be offered palliative care

þ

Patients with advanced melanoma require a coordinated
multiprofessional approach with input from a specialist palliative
care team

B

Patients with poorly controlled symptoms should be referred to
specialist palliative care at any point in the cancer journey

D

§ Women with a significant risk of recurrence (localised disease
of >1mm) who wish to become pregnant after surgery for stage
I & II melanoma should be advised to delay pregnancy for two
years postsurgery, as the likelihood of recurrence is highest
during this period

§ Women who have had a melanoma treated should select
contraception in the same way as women who have not had a
melanoma

§ Women who have had stage I & II melanoma and who wish to
take HRT should be treated as women who have not had
melanoma

þ

Patients should receive targeted information throughout their
journey of care

C



DIAGNOSIS & PROGNOSTIC INDICATORS

§ Emphasis should be given to the recognition of early
melanoma by both patients and health professionals

§ Patients with suspicious pigmented lesions should be seen at a
specialist clinic in a time commensurate with the level of
concern indicated by the GP referral letter

§ GPs should refer urgently all patients in whom melanoma is a
strong possibility rather than carry out a biopsy in primary care

þ

§ Clinicians should be familiar with the 7 point or ABCDE
checklist for assessing lesions

§ Clinicians using hand held dermatoscopy should be
appropriately trained

§ Health professionals should be encouraged to examine
patients� skin during other clinical examinations

D

A suspected melanoma should be excised with a 2 mm margin
and a cuff of fat

D

§ If complete excision cannot be performed as a primary
procedure a full thickness incisional or punch biopsy of the
most suspicious area is advised

§ A superficial shave biopsy is inappropriate for suspicious
pigmented lesions

C

SURGERY

§ The deep excision margin should incorporate adipose tissue
down to but not including the deep fascia

§ Excision margins should be recorded by the surgeon
§ In open biopsy the incision must be placed in the same line as

for a potential radical lymphadenectomy

þ

§ Radical lymph node dissection requires complete removal of
all draining lymph nodes for pathological examination

§ Elective lymph node dissection should not be performed
routinely in patients with primary melanoma

§ SLNB should be considered as a staging technique in patients
with a primary melanoma >1 mm or a primary melanoma
<1 mm of Clark level 4

B

Chest X-ray, ultrasound and computerised tomography scanning
are not indicated in the initial assessment of primary melanoma,
unless indicated for investigation of clinical symptoms and signs

C

OTHER INVESTIGATIONS/NON-SURGICAL STAGING

Routine blood tests should not be used to stage asymptomatic
melanoma patients

D

§ ILP is the treatment choice for bulky limb disease for patients fit
to undergo the procedure

§ Carbon dioxide laser ablation can be considered for multiple
lesions of trunk or abdomen and for limb disease when ILP is
not appropriate

þ

RECOMMENDED EXCISION MARGINS

pT1 (melanoma 0 to 1 mm) 1 cmB

B

B

D

pT2 (melanoma 1 to 2 mm) 1 to 2 cm

pT3 (melanoma 2 to 4 mm) 2 cm

pT4 (melanoma >4 mm) 2 cm

STAGING MARGINS

ADJUVANT TREATMENT OF STAGE II & III DISEASE

§ Patients with AJCC stage II & III disease should be offered entry
into trials to confirm whether or not interferon therapy extends
the disease-free interval after surgery

§ Patients should be entered into vaccine clinical trials as
appropriate

þ

The routine use of adjuvant radiotherapy is not recommended
for patients who have had therapeutic lymph node dissections

D

Patients who have had melanoma in situ do not require follow upD

Routine full blood counts, liver function tests, tumour markers,
chest X-rays and lactate dehydrogenase are not recommended as
part of a follow up schedule in the asymptomatic patient

B

Adjuvant interferon should not be used for AJCC stage II & III
melanoma patients other than in a trial setting

A

PATIENT FOLLOW UP IN STAGE I, II & III DISEASE

§ Patients with an invasive melanoma should be followed up
§ The frequency and duration of follow up should be determined

from the timing and rate of recurrence of the individual
patient�s melanoma, taking into account the patients�
psychological and emotional needs

§ Stage III patients with lymph node metastases may need
lifelong follow up

þ

§ Patients should be educated in self assessment techniques to
detect local and nodal recurrent disease and secondary lesions
and appraised of the possibility of late recurrence

§ There should be an easy route into the clinic if problems occur
between clinic visits or after discharge

þ

PATHOLOGY

The macroscopic description of a suspected melanoma should:
§ state the biopsy type (excision, incision, or punch)
§ describe and measure (in mm) the biopsy
§ describe and measure (in mm) the lesion

D

§ Submit the entire lesion for histopathological exam
§ Section the lesion transversely at 3 mm intervals
§ Do not select cruciate blocks

D

LOCAL DETAILS

Contact No. Clinic Times

Rapid Access Clinic ---------------------------- -----------------

Dermatology Outpatients ---------------------------- -----------------

----------------------------- ---------------------------- -----------------

----------------------------- ---------------------------- -----------------

----------------------------- ---------------------------- -----------------

----------------------------- ---------------------------- -----------------

----------------------------- ---------------------------- -----------------

Features of a melanoma pathology report

Breslow thicknessB

B

B

B

Clark level (if Breslow Thickness <1 mm)

Ulceration

Growth phase characteristics

Essential features     Desirable features

RegressionC

B

B

D

Lymphovascular space invasion

Microscopic satellites

Microscopic clearance (mm)

B

þ

þ

þ

Histogenetic type

Cell type

Host inflammatory
response

Mitotic rate


