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Melanoma treatment has changed  
completely since 2011, with the introduction  
of systemic therapies for metastatic 
melanoma, such as checkpoint inhibitors  
and small molecule inhibitors.

Presentation of 
melanoma to surgery
In the surgical oncology unit, we usually  
see patients who have been referred with  
the recommended 2mm excision, and also 
more advanced presentation with lymph 
nodes, advanced mass and metastasis.  
Less commonly, we see atypical moles  
and inadvertent excisions.

Wide margin 
excision in melanoma
The main aim of a wide excision of melanoma 
after a diagnostic excision is to prevent the 
cancer recurring at the site of origin, and to 
maximise long-term survival. It is likely to 
remove any residual tumour cells at the site of 
origin of the tumour, and any microsatellites 
of disease that may exist in the skin near the 
tumour or in the local lymphatic system.
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Historical basis for 
excision margins in 
melanoma
Much of the history of excision margins in 
melanoma comes from work done at The 
Royal Marsden, in the 1900s, where it was 
suggested performing a 5cm wide excision 
with removal of the lymph nodes. This was 
seen as radical treatment at the time, but it 
has defined how we treat melanoma, breast 
cancer and other cancers.  

The trajectory since then has been from 
radical excisions to less radical excisions, 
and there have been trials comparing 5cm, 
4cm, 3cm and 2cm excisions. These have 
shown that the local recurrence rate can be 
reduced to less than 5% with as small  
a surgical impact as possible. 

The most recent trial demonstrated that a 
1cm margin was associated with a reduced 
loco-regional outcome and melanoma specific 
survival than a 3cm margin for melanoma 
of more than 2mm thickness, but with no 
significant difference in overall survival;  
this is consistent with other trials.

The current guidelines state that an in-situ 
melanoma should have a 5mm margin; a less 
than 1cm excision for <1mm thick melanoma; 
and a 2cm excision if it is thicker than 2mm.  



There is some variance in the BAD and NICE 
guidance, but that is our current practice, and 
representative of practice in general in the UK. 
The NICE guidelines are being updated, and 
are now out for consultation.

A new trial in the UK and abroad (MelMART) 
is investigating 1cm versus 2cm wide excision 
margins for primary cutaneous melanoma 
and The Royal Marsden is a hoping to be a 
trial site.

Surgery and 
lymph nodes
The Royal Marsden was central to a lot 
of the ideas with regards to lymph nodes 
in melanoma and the assumption that 
intervention in nodes will prevent  
further spread. 

Stage 3 disease with nodes has a worse 
outcome, and the higher the number of  
nodes that are positive, the worse the 
outcome. However, various trials in the US 
and the UK have shown that sentinel node 
biopsy and axillary node dissection do not 
improve survival. They are, however, good 
staging tools, and it is safe to observe with 
ultrasound, and dissect on progression/basin 
failure. They are also a pragmatic route to 
adjuvant treatment.

In practice, sentinel node biopsies are 
standard of care. You can reduce the need  
for further lymph node dissection and 
associated morbidity, and reduce the risk  
of lymphoedema and the wound problems  
that are seen in 30-40% of inguinal  
node dissections.

Sentinel node 
biopsy technique
The likelihood of metastatic deposit is 
estimated in a clinically node negative patient. 
This is done via primary tumour thickness: 
the thicker the tumour, the more likely there  
is a positive node.

We now use Spy-Phi to identify sentinel 
lymph nodes, as well as blue dye, which is a 
camera with an infrared light. It is cheaper, 
there are fewer allergies, and technically and 
interoperatively I think it is much preferable. 

Recent treatment 
paradigm
The treatment paradigm for melanoma  
has changed. If there is a 0.8mm thick 
melanoma or greater, the patient is  
considered for a wide local sentinel node 
biopsy as standard of care. If they are  
positive, they have ultrasound surveillance. 
Everyone with melanoma in the nodes 
are discussed in the MDT, and therefore 
adjuvant treatment is always considered, 
and appropriate referral made. We only 
occasionally do node dissection. If they  
have a negative sentinel node, they are  
offered clinical surveillance only. 

The NICE guidance is being  
updated to reflect the changes in  
melanoma management. 

Summary
 − The question of margins is now settled 

      in that there should be a wide excision,  
      but the direction of travel is to reduce  
      the extent of margin, with sentinel node 
      biopsy for the majority of patients. 

 − Sentinel node biopsy is standard of care, 
      but node dissection is usually carried 
      out for palpable metastasis, or progressive 
      disease on imaging surveillance.

 − The mode and frequency of surveillance 
      in the setting of adjuvant treatment need  
      to be considered.


