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Box 1

Self-examination and sun protection advice for patients

•Self-examine all areas of skin one to three monthly for changes in moles listed in
the ABCDE rules. Photographs of the skin can help as a baseline reference. If there
are any changes, patients should seek advice from their GP immediately
•Avoid too much sun exposure particularly sunbathing, sunburn and tanning. 
Use a combination of clothing, sunscreen and behaviour changes for protection.  
• Information about this is available on the CRUK and BAD sites (see Useful
information box, p30) 
•Do not use sun beds or tanning lamps
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granular cell layer of the epidermis, 
to the nearest 0.1 mm), the single most
important prognostic variable.  

Metastases are rare for melanomas 
< 0.75 mm, the risk for tumours 0.75–1 mm
thick is about 5%, rising to about 40% for
melanomas > 4 mm.  

There appears to be a survival benefit
in having a second wide local excision of
normal skin around the scar of a
confirmed melanoma excision, perhaps
through ensuring removal of all the
melanoma including micrometastases.

The size of this normal skin margin is
usually determined by the Breslow
thickness of the melanoma, but may be
influenced by discussion within the skin
cancer multidisciplinary team (SCMDT)
and with the patient.  

A staging technique, sentinel lymph
node biopsy, to diagnose subclinical
regional lymph node involvement is
sometimes undertaken at the same time
as the wide local excision, but it has no
proven therapeutic value.  

Other routine investigations including
blood tests and radiological imaging are
not required for asymptomatic patients
with primary melanoma.  

All patients with a new diagnosis of
melanoma should be discussed at a
SCMDT meeting to enable planning of
investigations, and palliative surgical and
non-surgical treatments for stage III and
IV melanoma.  

Metastatic disease
There is no evidence of a survival benefit
for adjuvant radiotherapy in patients
with melanoma, although local control
of metastatic disease may be improved.
Standard chemotherapy also appears not
to confer a significant survival advantage. 

Newly introduced human monoclonal
antibodies which upregulate cytotoxic
T-cell-mediated cancer cell death, and
agents which block the BRAF gene
mutation (present in about half of
melanoma cases) may offer limited
survival advantage. In December 2012,
NICE issued technology appraisals on
the use of ipilimumab as a possible
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suggests referring:
•A new mole appearing after the onset
of puberty which is changing shape,
colour or size
•A long-standing mole which is
changing shape, colour or size
•Any mole which has three or more
colours or has lost its symmetry
•A mole which is itching or bleeding
•Any new persistent skin lesion
especially if growing, pigmented or
vascular in appearance, and if the
diagnosis is not clear
•A new pigmented line in a nail
especially where there is associated
damage to the nail
•A lesion growing under a nail

For patients whose lesions are not
particularly concerning, it is acceptable
to take photographs of the mole against
a ruler or a marker scale, and monitor it
for eight weeks for any changes.

NICE3 and SIGN4 have both published
guidelines on the management of
melanoma.  Lesions which are
suspicious for melanoma should not be
removed in primary care.  

Patients should be referred urgently
to secondary care with a history
recording the duration of the lesion,
change in size, colour, shape and
symptoms. 

The referral examination should cover
the site, size (maximum diameter),
elevation (flat, palpable, nodular) and
other description such as irregular
margins, irregular pigmentation and if
ulceration is present.

MANAGEMENT
Surgery
As surgery is the only curative treatment
for melanoma, suspected lesions should
be photographed, excised completely
with a 2 mm margin of skin and a cuff of
fat, and sent to a pathology laboratory
for histological examination. 

The pathologist's report should include
a macroscopic description of the specimen
and a microscopic description including
the Breslow tumour thickness (from the

FIGURE 3
Melanomas can occur at sites other than
sun-exposed skin. Here a lentigo maligna
melanoma of the right great toe has
involved the nail folds, Hutchinson’s sign

treatment for patients with previously
treated stage III or IV (unresectable or
metastatic) melanoma,5 and also on
vemurafenib for locally advanced or
metastatic BRAF V600 mutation-
positive melanoma.6

Premalignant lentigo maligna/in situ
melanomas 
These lesions have no potential for
metastatic spread and the aim should
be to excise the lesion completely with 
a clear histological margin. No further
treatment or follow-up is then required.

FOLLOW-UP
Depending on the Breslow depth,
standard UK practice is for melanoma
patients to be followed up for between
one and five years after treatment of
primary cutaneous melanoma. The
three main reasons for follow-up are to:
•Detect recurrence when further
treatment can improve the prognosis
•Detect further primary melanomas
•Provide support, information and
education

Most first relapses occur in the five
years following diagnosis, but there is a
significant risk of later first relapse, and
both patients and their doctors should
be aware of this.  
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