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CASO 1 .

Paziente sesso femminile

39 anni

Fototipo Il

Nessuna patologia dermatologica
pregressa di rilievo

Lesione insorta da circa quattro mesi
sulla coscia sinistra
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1. Asportereste questa
lesione cutanea con un
margine chirurgico <3 mm?

|\ o de Sl
I il Ll T »
e L TS L - P
= o e o] ‘
- . ' : L e
w, ANy g L
¥ ™ B . y " I]‘-‘* ¥,
P R < A ¥ 9 T
- % i i ¥
» -~
2 N O : *

oF

PER RISPONDERE meeter.itlyon . sowommaroocica - D@rMatology Upclate (ygs @ CONTEST

1° INCONTRO

collegati con il tuo smartphone

ROMA 21-22 Marzo 2025



BCC MARGINI CHIRURGICI (CLINICI)

Margini chirurgici secondo linee guida BCC — NCCN v. 2.2025
BASSO RISCHIO ALTO RISCHIO

< «Wider margins»* >

Margini chirurgici secondo linee guida BCC — EADO/EDF/EORTC 2023

BASSO RISCHIO ALTO RISCHIO

(At least 5 mmp» if anatomically feasible

Margini chirurgici secondo linee guida BCC — AIOM 2024

BASSO E ALTO RISCHIO

< >3 mm ma tassi di recidiva piu elevati per BCC ad alto rischio >

*Due to the wide variability of clinical characteristics that may define a high-risk tumor, it is not feasible to
recommend a defined margin for standard excision of high-risk BCC.
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SCC MARGINI CHIRURGICI (CLINICI)

- L

NCCN 2025 4-6 mm Wider surgical
margins*

EDF/EADO/EORTC 5mm 6-10 mm

2023

SIDeMaST 2018 4 mm 26 mm

AIOM 2024 24 mm 26 mm

*Appropriate margins should be determined case by case based on tumor and patient-specific factors.
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Diagnosi:
Melanoma nodulare ulcerato 3,5 mm (pT3b)

e Mitosi: >1 mm?
* TIL: assente

* Regressione: assente

e Satellitosi: assenti
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Guidelines

. o - ) Cutaneous melanoma: ESMO Clinical Practice Guideline for diagnosis,
European consensus-based interdisciplinary guideline for melanoma. Part il S
2: Treatment — Update 2024 treatment and follow-up
Claus Garbe ™', Teresa Amaral ™', Ketty Peris ", Axel Hauschild °, Petr Arenberger “, T. Amaral', M. Ottaviano?, A. Arance’, C. Blank**'%, V.. Chiarion-Sileni’, M. Donia®, R. Dummer®, C. Garbe'®,
Nicole Basset-Seguin ©, Lars Bastholt ', Veronique Bataille ®, Lieve Brochez ", J. E. Gershenwald'', H. Gogas'?, M. Guckenberger®, J. Haanen'****¢, 0. Hamid"’, A. Hauschild*®, C. Héller'?, C. Lebbé”’,
Veronique del Marmol , Brigitte Dréno’, Alexander M.M. Eggermont *", R. J. Lee?™?2, G, V. Long?*'?*%5, P, Lorigan?"??, E. Mufioz Couselo®®, P. Nathan?’, C. Robert?*®, E. Romano?’,
Maria Concetta Fargnoli™, Ana-Maria Forsea ", Christoph Héller °, Roland Kaufmann”, D. Schadendorf**:*!, V. Sondak®?, K. P. M. Suijkerbuijk**, A. C. J. van Akkooi?***, 0. Michelin**' & P. A. Ascierto®®’, on
Nicole Kelleners-Smeets“, Aimilios Lallas’, Celeste Lebbé “, Ulrike Leiter *, Caterina Longo °, behalf of the ESMO Guidelines Committee*
Josep Malvehy ', David Moreno-Ramirez ", Paul Nathan ", Giovanni Pellacani *, Philippe Saiag ",
Eggert Stockfleth”, Alexander J. Stratigos”, Alexander C.J. Van Akkooi®”, Ricardo Vieira ", . . s
Iris Zalaudek *°, Paul Lorigan °“**, Mario Mandala °*%, On behalf of the European Association of * DlagnOSIS ShOUId be baSEd on a fU“ thICkness compIEte
Dermato-Oncology (EADO), the European Dermatology Forum (EDF), and the European - p He - Hen A
Organization fou mesearch nnd Treatment of Cancer (BORTC) excision with a minimal margin of clinically uninvolved

skin [ll, A]. For larger lesions where complete excision

Primary excision Consensus based recommendation — . . . .
GCP When melanoma is suspected, the whole lesion should be IS nOt pOSSIble WIthOUt reconStrUCtlve Surgeryl d blopsy
completely excised with a narrow (1-3mm) margin to per- can be ta ken [| |’ C].

form histological diagnosis.
Incisional biopsies can be performed on large lesions such
as lesions on the face (e.g., lentigo maligna), acral lesions

and on the genitalia.

Consensus rate: 100% (21/21) Linee guida Edizione 2023
-AD“ MELANOMA  fogomaiaadagosio202s

Gomprenensive | | NCCN Guidelines Version2.2025 |  —

Pk el

CC C
B Notwork: Melanoma: Cutaneous

QI T L Raccomandazione clinica i de“?
delle prove raccomandazione

Clinical Presentation and Preliminary Workup

L’exeresi a scopo diagnostico della lesione primitiva dovrebbe

Biopsy: NCCN Recommendations . . . . o
essere presa in considerazione ed eseguita preferibilmente me-
Patients presenting with a suspicious pigmented lesion optimally should Bassa diante biopsia escissionale e con margini in cute sana non supe- Forte a favore

riori ai 2 mm (1-4). Tutte le lesioni pigmentate sospette dovreb-

undergo an excisional biopsy (elliptical, punch or saucerization), preferably n (! > _
bero essere mnviate per esame istologico

with 1- to 3-mm negative margins. The orientation of the excisional biopsy
should always be planned with definitive treatment in mind (eg, a Studi comparativi sull’estensione
longitudinal orientation in the extremities, parallel to lymphatics). With the
increasing use of lymphatic mapping and sentinel node biopsy, biopsies
should also be planned so as not to interfere with this procedure. In this
regard, wider margins for the initial diagnostic procedure should be
avoided.

dell’escissione del tumore primitivo hanno evidenziato un aumento del rischio di falsi negativi al linfonodo

sentinella quando 1’escissione della lesione primitiva ¢ stata eseguita con margini superiori a 2 cm (3-4).
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Linee guida

Ajol | Edizione 2023

- MELANOMA
L’escissione

\msocinzions Halisna di Oncologia Medien

contenuta in 1-2 mm e orientata longitudinalmente alla rete linfatica non influisce sull’eventuale indicazione

alla biopsia del linfonodo sentinella poiché non altera il tessuto linfatico.
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THE UNIVERSITY
OF QUEENSLAND —
NATOMIE

AUSTRALIA

N

—

BiodynamicExcisional

. . . = = -
Skln TCHS]OH (BEST) Llnes From Antoniades 5. Surgical Wound Healing Lecture. From Simon RR, Brenner., BE Emergency
Upper Chesapeake Medical Center. 5, Sep 2014 Procedures and Technigques. Williams and

http://www.slideshare.net/spineant/lecture-wound-healing accessed 22 Sept 2016 Wilkins, Baltimore, 1982

fOl‘ C lltane ous Surgery Fig 1. Differing depictions of Langer’s Lines in the literature.

Dr Sharad P Paul, MB BS, M Phil

((iny)
!

A thesis submitted forthe degree of Masterof Philosophy
The University of Queensland

School of Medicine
2021

Figure 1 Skin tension lines commonly depicted in textbooks.
Originally published in Hockberger R, Marx J, Walls R. Rosen's
Emergency Medicine: Concepts and clinical practice.

© Elsevier, 2002. Reprinted with permission)

Langer’s Lines head from Marx J., Hockberger R, Walls Langer’s Lines head from The Open Access Atlas of
R Eds. Rosen’s Emergency Medicine: Concepts and Otolaryngology, Head & Neck Operative Surgery by
Clinical Practice 2002 Johan Fagan (Editor) johannes.fagan@uct.ac.za
accessed 22 Sept 2016

Fig 2. Differing depictions of "Langer's Lines" on the head and neck in the literature.
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CASO 2

e Paziente di 52 anni

* Fototipo lll
e Melanoma 0,6 mm

(pT1a) dorso piede

sinistro

oF
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2. Secondo le ultime

raccomandazioni EADO-EDF-
EORTC effettuereste

I"'ampliamento chirurgico di questo
paziente entro 4-6 settimane?

1. Si
2. No

wacs  DErmatology Update YESO'@ CONTEST

"' ROMA 2122 Marzo 2025 O" 1o INconTRO



TIMING AMPLIAMENTO

Determination of the impact of melanoma surgical timing on
survival using the National Cancer Database

Ruzica Z. Conic, MD?, Claudia I. Cabrera, MD?, Alok A. Khorana, MD®, and Brian R.
Gastman, MD?

CAPSULE SUMMARY
Impact of time to treatment on survival in melanoma remains uncertain.

Prolonging time to treatment of melanoma negatively affects stage I but not
stage II and III survival.

Expeditious treatment of stage I melanoma could improve survival.
Time To Treatment by Stage
ays m30-59 days m60-89 days m90-119 days

m<30 d m =119 days
— —— e — e ——
= ] ! |
Stage |

Stage II Stage [l
Supplemental Fig 1. Distribution of time to treatment by stage.
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In un'analis1i multivariata di pazienti in_tutti gli
stadi trattati tra 90 e 119 giorni dopo la
biopsia e oltre 119 giorni, ¢ stato riscontrato un
rischio di mortalita piu elevato rispetto a
quelli trattati entro 30 giorni dalla biopsia.
In un'analisi di sottogruppo dello stadio I, ¢
stato riscontrato un rischio di mortalita piu
elevato nei pazienti trattati entro 30-59
giorni, 60-89 giorni, 90-119 giorni e oltre 119
giorni.

La tempistica chirurgica non ha influenzato
la sopravvivenza negli stadi 11 e I1I.
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J Am Acad Dermatol. 2018
Determination of the impact of melanoma surgical timing on

survival using the National Cancer Database

Ruzica Z. Conic, MD?2, Claudia I. Cabrera, MD?, Alok A. Khorana, MDY, and Brian R.
Gastman, MD?2

 153.218 pazienti: ampliamento <30 giorni dei melanomi
stadio | si associa ad un migliore outcome

e Nessuna differenza stadi ll-Ill

Contents lists available at ScienceDirect x ]_:]C
European Journal of Cancer .]I
ELSEVIER journal homepage: www.gjcancer.com &=

Guidelines M)
European consensus-based interdisciplinary guideline for melanoma. Part ==

2: Treatment — Update 2024
Claus Garbe ™', Teresa Amaral ', Ketty Peris ", Axel Hauschild “, Petr Arenberger®,
Nicole Basset-Seguin °, Lars Bastholt’, Veronique Bataille %, Lieve Brochez",

Veronique del Marmol ', Brigitte Dréno’, Alexander M.M. Eggermont "/,
Maria Concetta Fargnoli™, Ana-Maria Forsea ", Christoph Héller “, Roland Kaufmann ",
Nicole Kelleners-Smeets ", Aimilios Lallas®, Celeste Lebbé®, Ulrike Leiter ”, Caterina Longo”,

Josep Malvehy ', David Moreno-Ramirez ", Paul Nathan *, Giovanni Pellacani *, Philippe Saiag *, _ e
Eggert Stockfleth ¥, Alexander J. Stratigos“, Alexander C.J. Van Akkcoi **, Ricardo Vieira ", n ro - S e I m a n e
Iris Zalaudek "°, Paul Lorigan ""*, Mario Mandala "*, On behalf of the European Association of

Dermato-Oncology (EADO), the European Dermatology Forum (EDF), and the European
Organization for Research and Treatment of Cancer (EORTC)
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TIMING AMPLIAMENTO

Delays in the surgical treatment of melanoma are
associated with worsened overall and melanoma-
specific mortality: A population-based analysis

The Impact of Surgical Delay in Primary Cutaneous
Melanoma: A Systematic Review

Michael Z Zhang ", Alexander S Hines *, Addison M Demer 2, Jerry D Brewer 2 David D Xiong !, Paola Barriera-Silvestrini 2, Thomas J Knackstedt 3

Nei pazienti con malattia stadio |, ritardi da 3
a 5 mesi sono stati associati a un MSM

Conclusioni: Un ritardo chirurgico

prolungato nei pazienti con peggiore e qualsiasi ritardo oltre 1 mese e
diagnosi di melanoma cutaneo in stato associato a un OM peggiore. Nei
stadio | sia associato a un pazienti con malattia stadio Il, & stato
peggioramento della mortalita riscontrato un MSM peggiore con ritardi di

6+ mesi e un OM peggiore e stato osservato
con ritardi da 3 a 5 mesi.
Non e stato notato alcun effetto significativo

complessiva, mentre |'effetto del
ritardo chirurgico sulla mortalita

nei melanomi in stadioll e lll dei ritardi di trattamento nella malattia in
Incerto. stadio IlI.
(=] =]
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TIMING LINFONODO SENTINELLA

ORIGINAL RESEARCH - Volume 67, P164-173, November 2016  [AARSLINGILTE RoT (B T

Effects of time interval between primary melanoma excision and
sentinel node biopsy on positivity rate and survival

Charlotte M.C. Oude Ophuis %° & - Alexander C.). van Akkooi ® & - Piotr Rutkowski <& .. -
Michel W.).M. Wouters ® & - Dirk ). Griinhagen® B - Cornelis (Kees) Verhoef ® &... Show more

»> J Surg Oncol. 2024 Mar;129(3):509-516. doi: 10.1002/js0.27507. Epub 2023 Nov 20.

The effect of surgical timing in nonmetastatic
melanoma

Hanna Kakish ", Claire Drigotas 2, Fasih Ali Ahmed 2, Mohamedraed Elshami ,
Jeremy S Bordeaux #, Luke D Rothermel ", Richard S Hoehn !

f wcer 137 (2020) 30—-39

Timing of sentinel node biopsy independently predicts
disease-free and overall survival in clinical stage I-11
melanoma patients: A multicentre study of the Italian
Melanoma Intergroup (IMI)

Nessun effetto del tempo tra la diagnosi di melanoma e linfonodo
sentinella nella sopravvivenza a 5 anni o nella percentuale di
linfonodi positivi fino a tre mesi di intervallo di tempo.

Il linfonodo sentinella eseguito entro 9 settimane dalla diagnosi di
melanoma non é stato associato a una maggiore probabilita di
positivita linfonodale. Dopo le 9 settimane i melanomi T2-3 hanno
avuto un aumento significativo della positivita linfonodale con
I'aumento del tempo di intervento chirurgico mentre nessuna
tendenza significativa per i pazienti con melanomi T4.

Nei pazienti con SNB negativo, e stato confermato un impatto benefico del

SNB ritardato (>32 giorni dopo l'escissione primaria) per DFS e OS

in quelli con SNB positivo, DFS e OS non erano significativamente diversi nei
pazienti con SNB precoce (<31 giorni) o ritardato (>31 giorni e <3 mesi).
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e Paziente M di 55 anni

* Immunodepressione acquisita

* Familiarita per melanoma

* Melanoma 0,7 mm (pT1la) parasternale asportato un anno fa

Contattato piu volte non e mai venuto a ritirare I'esame
istologico............ A distanza di un anno torna a visita...........

fareste I'ampliamento dopo tutto questo tempo?
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CASO 3

e Paziente di 56 anni

* Fototipo Il
e Melanoma 0,5 mm (pT1la)
con regressione >75% della

guancia sinistra

oF
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3. Secondo le ultime
raccomandazioni EADO-EDF-
EORTC effettuereste I'ecografia del
linfonodi loco-regionali nella
stadiazione e nel follow up di questo

paziente pT1a?
1. Si
2. No
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Management of cutaneous melanoma:
comparison of the leading international guidehnes
updated to the 8% American Joint Committee on Cancer
staging system and workup proposal by
the Italian Society of Dermatology

RANCACCIO *_ Elvira MOSCARELL, .n
rardo FFRR:\R& ( atering LONGO *

reoln PIMPI\IEL! 17, Pietro QU AULI\D
ZALAUDEK V', Piergiacomo CALZAVARA 'PINTON 1

Giuseppe ARGENZIANO ! *, Gal

Emi DIKA ?, Mana C. FARGNC

Giovanni PELLACANL *, Ketty PERIS 7

Franco RONGIOLETTI V', Marco SIMONACCI 17,

TaBLE Il —Comparison of baseline imaging workup according fo siage among the international guidelines updated fo the updated fo the
8t AJCC staging system and S1DeMaST proposal.

P i 520 Cancer Council Australia AIOM SIDeMaST
Stage 0 Imaging not recommended Imaging not recommended Imaging not recommended Imaging not recommended
Stage [ Ia: Imaging not recommendad  Imaging not recommended Ia: Consider NBU for melanoma la: Consider WBU
Ib: Consider NBU prior to SNB patient with an equivocal Ib: NBU prior to SNB
for melanoma patient with an physical exam
equivocal physical exam Tb: NBU prior to SNB -
Abdomen ultrasound
Stage IT Consider NBU prior to SNB Imaging not recommended IIa: NBU prior to SNB - NBU prior to SNB
for melanoma patient with an Abdomen ultrasound CT or PET/CT
equivocal physical exam Ib: NBU pricr to SNB -
CT or PET/CT not Abdomen ultrasound - chest
recommended CT
Ie: CT or PET/CT
Stage ITT Ia (with positive SNB): IIT (with positive SNB): CT or PET/CT NEU prior to SNB
Consider imaging (CT or PET/  Ultrasound may be nsed for CT or PET/CT
CT) identification of the extent of Consider Brain MR
IMb/'c (with positive SNB): CT  m-transit and nodal disease,
or PET/CT recommended and also nsed to diagnose liver
IIT (with satellite or in transit metastases.
mets or with clinically positive Consider NOT perfornung CT
nodes): CT er PET/CT or PET/CT
recommended. Consider brain T (with clinically positive
MRI for asymptomatic stage nodes): CT or PET/CT
Stage IV CT or CT/PET + brain MRI Whole bedy PET/CT CT or PET/CT CT or CT/PET
Sernm L.DH level recommended (superior Sermnm I DH level Serum I DH level
diagnostic accuracy over CT)
Sernm I DH level
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Contents lists available at ScienceDirect

European Journal of Cancer

ELSEVIER journal homepage: www.ejcancer.com

Guidelines ()
European consensus-based interdisciplinary guideline for melanoma. Part S
2: Treatment — Update 2024

Claus Garbe ™', Teresa Amaral ', Ketty Peris ", Axel Hauschild ¢, Petr Arenberger®, * : : : : : :
Nicole Basset-Seguin °, Lars Bastholt f Veronique Bataille®, Lieve Brotkzlllez b Patients WIﬂl pTla melanomas WIt'h negatlve phy51cal examination
Veronique del Marmol ', Brigitte Dréno’, Alexander M.M. Eggermont ', 1 1 1

Maria Concetta Fargnoli ™, Ana-Maria Forsea ", Christoph Héller °, Roland Kaufmann ", afld L Symptoms dO not need fl.lrther lmagll.lg et Sentlne]. ly]nph noqe
Nicole Kelleners-Smeets “, Aimilios Lallas”, Celeste Lebbé ©, Ulrike Leiter*, Caterina Longo®, biopsy (SLNB). Ultrasound of the loco-regional lymph nodes and in
Josep Malvehy ', David Moreno-Ramirez ", Paul Nathan *, Giovanni Pellacani *, Philippe Saiag*, . . .

Eggert Stockfleth ”, Alexander J. Stratigos”, Alexander C.J. Van Akkooi **, Ricardo Vieira **, transit areas shall be done for patients with stage IB melanoma and
Iris Zalaudek *°, Paul Lorigan **?, Mario Mandala ***?, On behalf of the European Association of .

Dermato-Oncology (EADO), the European Dermatology Forum (EDF), and the European hlgher.

Organization for Research and Treatment of Cancer (EORTC)

Recommendation 2 [41].

Lymph node ultrasound in primary mela- Evidence based recommendation

noma

Level of recommendation B Ultrasound of the loco-regional lymph nodes and in-
transit area should be done for the initial workup in all
primary melanomas pT1b and higher.

Level of evidence: 2a [41]

Consensus rate: 90 %; (19/21) 2 abstentions
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Management of cutaneous melanoma: TABLE . —Comparizon af follow-up in asympiomatic patients according to stage among the mom mternational guidelnes and SIDe-

comparison of the leading international guidehnes MaST proposal.
updated to the 8% American Joint Committee on Cancer
staging system and workup proposal by Marional ' Cancer Council Australia ATOR STDeMaST
the Italian Society of Dermatology Cancer oaH)
Giuseppe ARGENZIANO ' *, Gabniella BRANCACCIO *_ Elvira MOSCARELLA '} Suge u TBSE !.ﬂm.lalh'ﬁn'll'ﬁ! Sm’ Wﬂm H&P Eumﬂ'g TESE +H&F‘m“?- Em- M}' TESE * H&F’lﬂ]ll]ﬂllf tm- M}'
A ¢ AR o A S Ve, Imagmng not recommended - mot reparted) §monts I mliplenevior 0 months I muliple nevi or
Franco RONGIOLETTI 1, Marco SIMONACCT %, Inis ZALAUDEK ¥, Piergiscomo CALZAVARA PINTON 14 I.'I:I].!.g]].g not recommended Elll]lthlE II:I.EIH.EHHIH] Elll]ltIP].E mﬂlﬂmﬂ]
ine not recommended inE not recommendesd
Stage I TBSE + H&P every §-12 months THSE + H&P anmually for 10 TBSE 6-12 months interval TBSE + H&P 6 months inferval
for 5 years, then anmally for Vears IA: H&P 6 mopths mierval for 5 for 5 years then anmmally
5 years Imaping not recommended vears then armually WNBU 612 months interval for
Imaping not recommendad WBU (optional) § months 5 years
mvterval for 5 years
IB: ses stape ITA
Stage I IIA: TBSE + HkPevery 6-11  IIA: THSE + H&P every 6 TBSE 6-12 memths interval IATE: THSE + H&EP 4 months
maonths for 5 years, then manths far 2 years, then IA: H&P 3-6 months mterval intenval for 5 years (3 visits per
anmually for 5 years anmually for & years for 2 years then § months vear) then § months interval for
Floutine imaging not Floutine imaging mot mterval for 3 years, then 5 years
recommendesd recommendesd anmually for 5 years WNBU + abdomen ultraseund
IOB/C: TBSE + H&Pevery 3-§ IIB: TBSE + HEP every 4 WBU 6 manths interval and twice per year (visit 1 and visit
months for 2 years, every months for 2 years, every § abdomen ultrasound every 3} for 5 years then anmually far
3-12 momths for 3 vears then, months during vear 3, then vear for 5 vears 5 mare years
anmually for 5 years anmually for 5 years. OB: H&P 3 months interval for  Scar area 1% (optional)
Comsider chest/abdominalpelvic Floutine imaging not 1 wears then § momnths interval CT or PET/CT 12 months
CT ar whole body FDG PET!  recommended for 3 years, then anmually for miterval (visit 1) for 5 years
CT ewery 3-12 months for 3-5 IC: TBSE + H&P every 4 5 years OC: see stage IO
VEAIs months for 2 years, svery § WBU and scar area nlitrasound 3
months during vear 3, then months inferval
for 5 years. Abdomen ultraseund § momnths
CT or PET/CT ewery 3-12 mterval
months for the first three years Chest CT ewery year for 5 years
{oprtiomnal) IOC: see stage I
Stage I IOTAB: see stage TR/C THSE + H&P every 3 months = TBSE §-12 months interval TBSE + H&P I months mferval
IIC/D: TBSE + HEP every for 2 years, every § months H&P 3 months interval for 2 (4 visifts per year) for 5 years
3-8 months for 2 years, every during vear 3, then anmually vears then & months mterval then & months interval for 5
3-12 momihs for 3 vears then, for 5 years. CT ar PET/CT for 3 years, then anmaally for VBArs
anmually for 5 years every 3-11 months for the first 5 years WNBU + abdomen ultrasound
Consider chest/abdominal'pelvic  three years CT or FET/CT §-12 months i months interval {wisit 1
CT ar whole body FDG PET/ mterval for 3 years then and wvisit 3) for 5 years then
CT + Brain MET every 3-12 anmually anmually for 5 more years
months for 3-5 years WBU + scar area ultrasound 3 Scar area 1% (optional)
months imterval for 5 years CT or PET/CT § months interval
Abdomen ultraseund optional (wisit 2 and wisit &) for 3 years
then anpoally for 5 more years
Unless athermwise mmmmmmmmmmmmmmmmmmm
TBSE: Mﬂmmmm@xm MMW%NMMMWMMMMM
amgical sar amromnding area; WEL: nodal basin ultraseomd; CT: comprated ITC: pisitron emission tomograpty combmed with combed
temeraphy; SHE: sentine] ndde hiopsy, LUH- lactate debnrdmgenase.
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Table 8
Example of follow-up schedule examinations in melanoma by stage.

Stage Clinical-dermatological Lymph node LDH, S-100 CT neck, thorax, abdominal, pelvic or PET-CT -
examination sonography MRI head

Year 1to3 4 to 10 >10 1to3 4to 10 1to3 4to 10 1to 3 4 to 10

IA 6m 12m 12m - - - - -

IB-IIA 3—-6m 6m 12m 6m - 6m - -

IIB-ITIC 3m 6m 12 m 3-6m - 3-6m - 6m -

111D 3m 6m 12 m 3-6m - 3-6m - 3-6m -

IV NED(Resected, CR under therapy) 3 m 6 m 12m 3 -6m - 3-6m - 3m -

IV (M1a - M1d)(Distant metastasis) Individual follow-up. Otherwise staging every 8 —12 weeks is recommended*

4 Standard of Care for Clinical Studies
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REGRESSIONE

Melanoma 0,5 mm (pT1a)
* La regressione sembra

con regressione >75%
associarsi ad un rischio piu

guancia sinistra

to confermato in altri studi (19, 27-29). E stato suggerito che la presenza di estesi fenomeni di regressione ba SSO di pOSitiVité dEI

possa determinare una sottostadiazione del tumore primitivo. Sebbene I’interpretazione degli studi pregressi

linfonodo sentinella (>TILs)

non sia ad oggi conclusiva a causa della scarsa standardizzazione dei criteri istopatologici utilizzati e della

[

bassa riproducibilita interosservatore (27), si raccomanda di riportare nel referto I’estensione della regressio- e i Nna IC un i St u d i Si asso Ci aa d

ne come assente vs presente <75% vs presente >75%, come suggerito dal CAP 2021 (30). Nei pazienti con

una migliore prognosi

Qualita globale Raccomandazione clinica b de]l:;l
delle prove raccomandazione . .
* Anche i MM occulti
Nei pazienti con melanoma pTla e con regressione >75% puo Condizionata
Bassa s
essere consigliata la biopsia del Imtonodo sentinella (21-23) a favore
sembrerebbero avere una

Linee guida  Edizione 2023
Wagner NB. JAAD 2023

mn MELANOMA Aggiornata ad agosto 2023 Ribero S et al. JEADV 2016 p rOgnOSi m igl io re.

i azions Italm[::nd:- meokogia Medica Ribero S et al. JAMA 2015
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e Melanoma 0,5 mm (pT1a) con

regressione >75% guancia sinistra

ECO LINFONODI PREOPERATORIA: linfoadenopatie multiple latero-cervicali sinistra (max 16x9 mm), si consiglia agoaspirato

4

AGOBIOPSIA LINFONODO LC SINISTRO: quadro morfologico compatibile con tessuto tiroideo, verosimilmente secondario

| |

TC TB: conferma le linfoadenopatie LC sinistre CEA e CALCITONINA nella norma
ECOGRAFIA TIROIDEA: nodulo tiroideo parzialmente esofitico lobo sinistro (6x5 mm)

Ampliamento melanoma e SLNB (0/1) l

TIROIDECTOMIA: carcinoma papillifero con differenziazione follicolare, multifocale (4 e 8 mm) e invasione linfovascolare
CLND LC sinistro: 5/27 positivi per metastasi da carcinoma papillifero
m] ]
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Lentigo maligna - Melanoma  Melanoma acrale 0,5 mm

CASI 4a-4b pT1a)

it e scuos mutorocca  D@FMaAtology Upcdate T~ ~\ CONTEST
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4. Laddove disponibile, e corretto
considerare la chirurgia di Mohs
per I'asportazione chirurgica di
casi analoghi di lentigo maligna o
melanoma lentigginoso acrale?

1. Si
2. No
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Recommendation 5.

Microscopically controlled surgery Consensus based recommendation

GCP In some melanoma subtypes, such as lentigo maligna mel-

anoma, and nail unit melanomas, microscopically con-

trolled surgery can be used to spare tissue and to ensure

complete resection.
[31-33]

Consensus rate: 95% (20/21) 1 abstention
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LENTIGO MALIGNA

Table 1L Clearance rates for primary MIS on the head and neck

P —

Chrafasms Pl Ll miansr ol
LU R ST il @ 0o hlargis Bor 7%

sridy Ml cuses, B Treslienil kb i w b g L weriidiie it
Jegurikar et al 42 SE 35% at / mm B4% a1 9 mm 11 mm
Cument stuwdy 1362  Mohs % Gt 1.2 mm
Garcia et al 27 Modified SE 55% <93% 12 mm
Mahoney o1 al’ 10 SE 500 at 7 mm F0R 3 9 mm 13 mm Analysis included 9
BO% At 11 mm recument MiSs
de Vries et al 103 SE 450 5t ¥ mm BE% at B mm 13 mm Analytis included 3 MiSs
son trunk and
EREremeties
Abdelmalek ot al 225 5K Ti% Gi% 13 mm Analysis included few
BAI5s on Erunk and
e rTThes
Walling et al 51  Mpdified 5E 455% B3% 14 mm Analysis included 10
rveasioe melenomas
Madler af al”™ and 2r 5E i ity 14 mm
Glarer ot &l
Mioyer ef al Sab SE ik &s T 15 mm
Felton et o' 143 Maoha 55 L Fy ] 15 mm
Huilgal &t 91 Modifisd SE Bl Gy 15 mm
dlbertini ot af' 43 Mohz 415 L% 18 mm Analysis included 3
recurment Miss
Zalla et al 45 Miohs 0% B3% 15 mm Analysis included 3 MISs
o trank and
extremithes and 1
, recurment Miss Comparison of surgical margins for lentigo
Demisci et al ' @  SE 15% 0% L3 T maligna versus melanoma in situ.
Aganaal-Antal et al 92 SE 42% &% X5 mmi Analysis ncluded 23 Mi%s Kunishige et al. JAAD 2019
\ ) e

Per lentigo maligna (o melanomi in situ) di grandi dimensioni, in assenza di una chirurgia
di Mohs, margini chirurgici > 5 mm potrebbero essere necessari per raggiungere margini
istologicamente neqgativi
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Tanaka et al. BMC Cancer (2019) 19:1002
https://doi.org/10.1186/s12885-019-6248-2

BMC Cancer

STUDY PROTOCOL Open Access

SUMs without distant metastasis or
invasionto bones

. . . v % ' I
Confirmatory trial of non-amputative digit ,@w s st e | et o |
preservation surgery for subungual ’ — |

Clinicall or ksl o i J"ﬁv«emmes clinicalt osiutenodesin two
melanoma: Japan Clinical Oncology Group | [P [ ielien |l
study (JCOG1602, J-NAIL study protocol) e e e e e R P e

7 )

Amputation / i | Amputation | | Amputation |

-
-

1 TP Non-amputative digit Non-amputative digit Non-amputative digit Non-amputative digit
2 E—— preservation surgery preservation surgery preservation surgery preservation surgery
+ SLNB + regional lymph node dissection | | + regional lymph node dissection*

*multiple nodal basins harboring clinically positive nodes are dissected.
Fig. 2 The algorithm for the JCOG1602 treatment protocol. SLNB, sentinel lymph node biopsy; SUM, subungual melanoma; TT, tumor thickness
.

Discussion: This is the first prospective trial to confirm the safety and efficacy of non-amputative digit preservation
surgery for SUM without distant metastasis or bony invasion. The results of this trial could provide evidence to
support this less-invasive surgery as a new standard of care to preserve adequately functioning digits.
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CASO 5

* Paziente di 73 anni

e Melanoma 4,2 mm ulcerato
(pT4b) | dito piede destro con

satellitosi multiple
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5. In casi come questo, ovvero in
presenza di satellitosi, e .
indispensabile effettuare la biopsia

del linfonodo sentinella?

1. Si
2. No
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Tabella 3.4: Stadio patologico (pTNM) (AJCC 8a edizione)

. - .. .. . Metastasi in transit, satelliti, T N M TNM
AN
Categoria N N. di linfonodi regionali coinvolti /o microsatellitosi A p
N1 1 linfonodo coinvolto oppure metastasi in transit, satelliti e/o Tis NO MO 0
microsatellitosi in assenza di linfonodi regionali coinvolti
Nia a: 1 linfonodo clinicamente occulto (diagnosticato con biop- | ., . Tla NO MO IA
sia del linfonodo sentinella) ) T1b NO MO 1A
Ni1b b: 1 linfonodo dimostrato clinicamente b: Assenti T2a NO MO IB
Nle c: Linfonodi regionali non coinvolti c: Presenti T2b NO M0 1A
R TI STRR— — - T T3a NO MO A
-3 linfonodi coinvolti oppure metastasi in transit, satelliti
N2 e/o microsatellitosi con 1 linfonodo regionale coinvolto T3b NO MO 1B
N2a a: 2 o 3 linfonodi clinicamente occulti (diagnosticati con a: Assenti T4a NO Mo 1IB
biopsia del linfonodo sentinella) ’ T4b NO MO 1IC
TO N1b, Nlc MO 111B
N2b b: 2 o 3 linfonodi, di cui almeno 1 dimostrato clinicamente b: Assenti :
N To N2b, N2¢, N3bo N2c MO 1c
N2e¢ c: 1 linfonodo clinicamente occulto o diagnosticato clinica- ¢ Presenti
mente ] Tla/b-T2a NlaoN2a MO IITA
4 o piu linfonodi coinvolti oppure metastasi in transit, satel- T1a/b-T2a Nl1b/c o N2b MO 1B
liti e/o microsatellitosi con 2 o piu linfonodi regionali coin-
N3 volti oppure qualsiasi numero di pacchetti linfonodali (linfo- T2b/T3a Nla-N2b Mo 1B
nodi confluenti) con o senza metastasi in transit, satelliti e/o T1a-T3a N2¢c o N3a/b/e MO IIC
microsatellitosi T
>
N3a a: 4 o pit linfonodi clinicamente occulti (diagnosticati con a- Assenti T3b/T4a Qualsiasi N>N1 Mo mc
biopsia del linfonodo sentinella) ) T4b Nla-N2¢ MO IIIC
b: 4 o piu linfonodi, di cui almeno 1 dimostrato clinicamente T4b N3a/b/c MO 11ID
N3b oppure presenza di pacchetti linfonodali (linfonodi confluen- | b: Assenti Qualsiasi T, ..
ti), in qualsiasi numero Tis Qualsiasi N Ml v
c: 2 o piu linfonodi clinicamente occulti o diagnosticati cli-
N3c nicamente e/o presenza di pacchetti linfonodali (linfonodi | c: Presenti
confluenti), in qualsiasi numero
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