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Melanoma is the fourth 
commonest invasive cancer in 
Ireland, with a lifetime risk of 1 in 
62 for men and 1 in 57 for women. 
Melanoma incidence has been 
increasing, more than doubling in 
the past 20 years. Overall survival 
for cutaneous melanoma, which is 
the focus of this article, is 91% at 
5 years but advanced disease still 
carries a much poorer prognosis, 
although options for treatment of 
advanced stage 3 and 4 melanoma 
have improved significantly in 
recent years with the advent of 
targeted and immunotherapy.

Exposure to ultraviolet radiation 
in fair skinned individuals is the 
major risk factor for melanoma 
development. Primary prevention 
programmes promote avoidance 
of UV exposure, in particular 
avoidance of childhood sun 
exposure, sunburn and sunbed 
use. Outdoor workers and those 
who with regular outdoor hobbies 
need to take particular care to 
cover up, seek shade, avoid 
hours of peak ultraviolet radiation 
exposure and regularly apply sun 
protection factor to exposed skin. 
Additional factors that predispose 
to melanoma include fair skin, 
multiple melanocytic naevi, 
dysplastic naevus syndrome, 
immunosuppression and family 
history. Several genetic mutations, 
both inherited and non-inherited, 
have been associated with 
melanoma, including melanocortin 
receptor-1 gene, CDKN2A gene 
and BRAF gene.  Commercially 
available genetic diagnostics have 
not been shown to consistently 
add prognostic value to the 
diagnostic work up for patients 
with melanoma.

The majority of melanomas arise 
de novo, with only a third arising 

within pre-existing naevi. Clinical 
presentation of melanoma is 
heterogenous, reflecting the range 
of histopathological subtypes; 
superficial spreading, nodular, 
lentigo maligna melanoma, acral, 
spitzoid and desmoplastic. Prompt 
access to appropriate care is 
essential. The national cancer 
control programme (NCCP) has 
developed guidelines for general 
practitioners for assessment and 
referral of suspicious pigmented 
lesions. Patients should be referred 
using the NCCP referral form to 
rapid access skin cancer clinics 
run by dermatology or plastic 
surgery. In SVHG, rapid access 
skin cancer clinics have been 
developed without funding support 
from the NCCP. It is essential that 
full skin examination is carried out 
and same day surgery is offered to 
patients when indicated. Patient 
education in the form of sun 
protection and self examination 
advice is also provided. The 
first step in management is 
complete excisional biopsy of 
any suspicious pigmented lesion, 
with a narrow clinical margin. 
Incisional biopsy should only 
be carried out in limited cases 
where complete excision would 
be better carried out with support 
of a histopathological diagnosis 
e.g. a large lesion affecting a 
cosmetically sensitive site. 

It is essential that melanoma 
management takes place in 
a multidisciplinary manner. In 
SVHG, the strategic skin cancer 
network was developed to 
advance person-centred care 
and support research, audit and 
education for all clinicians involved 
in skin cancer management. 
There is a well established SVHG 
melanoma multidisciplinary team 

Management of Melanoma 

(MDT) which meets fortnightly 
and core specialty members 
are from dermatology, plastic 
surgery, oncologic surgery, 
histopathology, radiology, medical 
oncology and radiation oncology, 
with input from other specialties 
such as head and neck surgery 
and oculoplastic surgery when 
required. The melanoma clinical 
nurse specialist plays an essential 
role in supporting the patient 
through diagnosis and treatment 
of melanoma and is key to co-
ordinating care and follow-up. 

Subsequent to initial excision, 
further management is dictated 
by stage of melanoma, based 
on the 8th edition American joint 
committee on cancer (AJCC) 
staging system. Breslow thickness 
remains the most important 
prognostic factor, with pT1a 
tumours (Breslow thickness 
<0.8mm) having an excellent 
prognosis. All patients undergo 
wide local excision following 
complete histopathological 
clearance of primary melanoma. 
The margins required (1-2cms) 
for wide local excision depend on 
Breslow thickness, with the aim 
of this procedure being to reduce 
risk of local recurrence. There is 
no evidence that margins beyond 
2cms are of additional benefit 
and are naturally associated with 
greater post-operative risk and 
poorer cosmesis. Sentinel lymph 
node biopsy (SLNB) is a prognostic 
test offered to patients who have 
a >5% chance of a positive result. 
Therefore, most patients who 
have melanoma with a Breslow 
thickness of >/=0.8mm are offered 
SLNB following discussion of 
their case by the MDT. Provision 
of accurate staging data guides 
clinical decision making. The 
publication of large multicentre 
randomised control trials over the 
past 7 years; multicentre selective 
lymphadenectomy trial (MSLT)-I 
and MSLT-II, has greatly influenced 
clinical practice and management 
of lymph node disease. MSLT-1 
confirmed the utility of SLNB as a 
prognostic tool with no melanoma 
specific survival benefit for 
patients for patients who undergo 
SLNB in addition to wide local 
excision. MSLT-II went on to look 
at patients with positive SLNB 
and found no survival benefit for 
patients who undergo immediate 
completion lymph node dissection 
versus follow-up ultrasound 

surveillance of the affected lymph 
node basin. This supports patients 
managed in a multidisciplinary 
setting being offered the choice 
of immediate surgery or follow-
up surveillance with ultrasound. 
Patient selection is important as 
those with large volume nodal 
disease or extranodal extension 
may be better managed by 
immediate surgery. Those with 
pT4b tumours or positive SLNB 
should have staging radiological 
examination carried out, ideally in 
the form of PET-CT.

There has been an explosion 
of therapeutic options for 
management of advanced 
melanoma, with resultant 
improvement in prognosis for 
patients with stage III and IV 
disease over the past 10 years. 
In Ireland, approximately 30% of 
melanomas are BRAF mutated, 
which is lower than other 
countries. The reasons for this 
lower rate are unclear. Targeted 
treatment in the form of BRAF 
and MEK inhibitors offer an initial 
good response in the majority 
of patients who have a mutation 
detected but loss of efficacy 
is observed in most after 6-12 
months. More sustained response 
is seen with immunotherapy, in the 
form of  either CTLA-4 antagonist 
(ipilimumab) or anti PD-1 agents 
(nivolimab and pembrolizumab). 
Side effects may be severe 
enough to limit treatment with 
immunomodulatory effects having 
an impact on thyroid, liver or  
renal function.

Patients should be offered  
follow-up, based on stage of 
melanoma, for 1-10 years. At each 
follow up visit patients should 
have their scar and lymph node 
basins examined in addition to a 
full skin examination. It is projected 
that melanoma incidence will 
continue to rise in Ireland. The 
public health message regarding 
photoprotection is important, but 
has taken over 30 years to have 
an impact on melanoma rates in 
Australia. Education of the public 
regarding signs of melanoma is 
essential to encourage prompt 
presentation. Support of rapid 
access skin cancer clinics is 
essential so that patients may 
access the treatment they need in 
a timely fashion.
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