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Abstract and Introduction

The mutual goal of the National Comprehensive Cancer Network (NCCN) and the American Cancer Society partnership is
to provide patients and the general public with state of the art cancer treatment information in understandable language.
This treatment information is based on the professional guidelines developed by the NCCN. It is intended to assist patients
in a discussion with their doctor about the treatment that is best for their specific situation. Part I of these guidelines
addressed melanoma risk factors, prevention, diagnosis, stages, prevention, and clinical trials (Vol. 17, No 2, pp. 119-131).
Part II describes decision trees for evaluation and treatment.

With publication of the "Melanoma: Treatment Guidelines for Patients," patients have their first access to information about
the way melanoma is treated at the nation's leading cancer centers. Originally developed for cancer specialists by the
National Comprehensive Cancer Network (NCCN), these treatment guidelines have now been written in an easier to
understand version for the general public by the American Cancer Society (ACS).

Decision Trees

The "decision trees" on the following pages represent treatment options for melanoma based on its thickness and how far
it has spread. Each decision tree shows step by step how patients and their doctors can arrive at treatment choices.

Keep in mind, this information is not meant to be used by patients without the expertise of their own doctor, who is familiar
with their situation, medical history, and personal preferences. Patients may even want to review this information together
with their dermatologic clinician who can show patients which of the decision trees apply to them. Patients are encouraged
to make notes about the treatments and write down questions about the treatments.

Participating in a clinical trial is an option for patients with most stages of melanoma. Taking part in a study does not
prevent patients from getting other medical care they may need.

The NCCN guidelines are updated as new significant data become available. To ensure you have the most recent version,
consult the Web sites of the ACS ( www.cancer.org ) or NCCN ( www.nccn.org ). You may also call the ACS at (800) ACS-
2345 or the NCCN at (888) 909-NCCN for the most recent information on these guidelines on cancer in general.

Workup for Melanoma

A decision tree begins when the patient or a clinician finds a suspicious looking, dark-colored skin lesion such as a mole, a
blemish, or even a spot (see Figure 1).
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Decision Tree: Workup for Melanoma

The next step is a biopsy. No other testing is recommended at this point. The whole lesion, if possible, should be removed,
along with 1 mm to 3 mm (about 1/25 to 3/25 inch) of surrounding normal skin. If that is not possible, then the thickest part
of the lesion should be removed, including the full depth of the lesion.

A pathologist who is experienced with skin tumors will examine the specimen to determine if it is a melanoma. He or she
will do the following:

Measure the thickness of the lesion (Breslow scale).

Note how deeply it grows into the underlying normal tissue (Clark level).

Check whether the top of the lesion has ulcerated (determine if the epidermis or outer layer of the skin is no longer
present).

Look for cancer at the edges of the biopsy.

Report if there are small melanoma tumors in the lymph vessels near the original melanoma.
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If the diagnosis of melanoma is confirmed, the patient should have a complete history taken. This should include asking
whether there have been members of his/her family with melanoma. A physical examination, including a thorough
inspection of the skin, should also be performed. The clinician will look for any enlarged lymph nodes, particularly near the
melanoma, and enlarged organs.

Workup and Treatment for Lower Stages of Melanoma

If the melanoma is stage 0 or IA, meaning it is less than 1 mm thick without ulceration and Clark level II or III, no tests are
needed. The only treatment should be a wider excision of the melanoma and of the surrounding area. About 0.5 to 1 cm
(1/5 to 2/5 inches) of extra skin should be removed. If this will affect the patient's appearance (for example, if the lesion is
on the face), less skin is sometimes removed. No adjuvant treatment is recommended.

If the melanoma is stage IB, less than 1 mm thick but with ulceration or Clark level IV or V, or stage II, thicker than 1 mm,
and the lymph nodes are not enlarged, the only tests that might be done are a blood LDH level and a chest x-ray. Because
stage II melanomas may spread to other organs, tests such as a brain MRI, a CT scan, or a PET scan may be ordered.
Because the melanoma may have spread to lymph nodes near the melanoma, a biopsy of one or more sentinel nodes
may be recommended. This is an option that patients should discuss with their doctor. If the sentinel node(s) is identified,
then it will be biopsied along with a wide excision of the melanoma and 1 cm to 2 cm of surrounding skin. This may be
smaller if the melanoma is on the face.

The physician might consider extra treatment to prevent recurrence if the melanoma is stage IB or II. Because it is not
certain what treatment is best, no further treatment is one option. Another is that the patient might consider entering a
clinical trial. If the melanoma is thicker than 4 mm, another possible treatment to consider is interferon injections (see
Figure 2).
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Decision Tree: Workup and Treatment for Lower Stages of Melanoma

Workup and Treatment for Higher Stages of Melanoma

This decision tree describes treatment of advanced melanoma (see Figure 3). If the sentinel node biopsy finds cancer
(stage IIIA melanoma), further tests such as chest x-ray and blood LDH should be done. Also, CT, PET, and MRI scans
may be done, depending on the patient's symptoms. If they are normal, then the rest of the lymph nodes should be
removed. At this point, because the role of further treatment is unclear, the patient might discontinue treatment, might
consider entering a clinical trial, or receive injections of interferon.
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Decision Tree: Workup and Treatment for Higher Stages of Melanoma

If lymph nodes are enlarged near the melanoma (stage IIIB or C) or there are several nodules of melanoma leading away
from the tumor (stage III-in-transit) when the melanoma is discovered, more testing must be done. Any enlarged lymph
nodes should be biopsied, either by excision or by fine needle aspiration. A chest x-ray and blood LDH level should be
obtained, and if the enlarged lymph nodes are in the groin, a CT scan of the pelvis is recommended. Other scans may be
done depending on the site of the melanoma and the patient's symptoms.

If the lymph node(s) biopsy shows melanoma, then all the lymph nodes in that area should be completely removed along
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with a wide excision of the melanoma.

After all melanoma has been removed surgically, adjuvant therapy may be considered. Because it is not certain which
treatment is best, patients may not receive any further treatment but instead undergo close observation. Patients might
also consider entering a clinical trial. Another option is treatment with interferon injections. Radiation may also be helpful if
the melanoma in any lymph node area was contained in many nodes or grew outside the lymph nodes into surrounding
tissue.

If several melanomas are present tracking away from the main tumor (in transit), they should be biopsied and all removed
if possible. If this is not possible, injections of BCG or interferon directly into the melanoma is a treatment option. They also
might be destroyed with laser therapy. If the melanoma is on a limb, another possible treatment is to perfuse the area with
a melphalan solution heated to 102o to 104o F. Tumor necrosis factor might be added.

Because it is not certain which treatment is best, the patient may consider entering a clinical trial. Other possible
treatments are radiation therapy to the area or systemic treatment, such as chemotherapy or cytokine treatment or both
combined.

If all the melanoma lesions completely disappear, patients may consider entering a clinical trial for further treatment,
interferon injections, or careful observation by clinicians. Finally, if the melanoma is stage IV, meaning it has already
spread to distant sites, the first step should be a biopsy of one of those distant sites to confirm that it is truly a metastasis.
The biopsy can be a fine needle aspiration or an excisional biopsy. Other tests that should be done are a chest x ray,
blood LDH level, and possible CT scans of the chest or abdomen and pelvis, or all three. Other imaging studies, such as a
brain MRI, PET scan, and others, may also be done.

Treatment for stage IV melanoma is described Figure 6.
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Treatment of Melanoma that Presents of Recurs With Distant Spread

Followup After Initial Treatment of Melanoma

All patients with treated melanoma, regardless of stage, should have a complete skin examination every year (see Figure
4). Stage 0 patients need no other followup. Stage IA patients should also have interval history and physical examinations
with special attention paid to the lymph nodes at least yearly.



Decision Tree: Followup After Initial Treatment of Melanoma

If the melanoma was stage IB to III, thicker than 1 mm with or without spread to the lymph nodes, a complete history and
physical exam should be done every 3 to 6 months for 3 years, then every 4 to 12 months for 2 years, and then yearly. A
chest x-ray should also be done. The physician may want to do a complete blood count and blood LDH level every 6 to 12
months, although this is optional.

If the melanoma recurs in the scar or nearby skin or lymph nodes, it should be evaluated as described in Figure 5. If it
comes back in distant sites, its evaluation is described Figure 6.



Decision Tree: Treatment if the Cancer Comes Back (Recurrence)

Treatment if the Cancer Recurs

A decision tree (see Figure 5) deals with options if the melanoma recurs.

If the melanoma recurs in the surgical scar, a biopsy should be done to confirm it. A chest x-ray and blood LDH level may
be done along with a CT scan, PET scan, or brain MRI, if the patient displays symptoms of distant spread. The treatment
is surgical removal of the recurrent melanoma with adequate margins of normal skin. If the nearby lymph nodes have not
been biopsied, a sentinel node biopsy may be recommended.



If the recurrence is one or several nodules present between the original skin cancer and the nearby lymph nodes (in
transit), one of these lesions should be biopsied. A chest x-ray or chest CT should be done. Blood LDH level and blood
counts are optional. If the groin lymph nodes are enlarged, a CT scan of the pelvis will be done. Other imaging tests may
be done depending on the patient's symptoms. If possible, all the melanomas in transit metastases should be removed. If
this is not possible, then they may receive injections of BCG or interferon directly into the in-transit metastases. Another
possible treatment is to perfuse the area, if it is a limb, with a heated melphalan solution. Tumor necrosis factor (TNF) may
be added. Because it is not certain which treatment is best, the patient might consider entering a clinical trial. Other
possible treatments are radiation therapy to the area or systemic treatment, such as chemotherapy or cytokine treatment
or both combined.

If a lymph node enlarges near the original lesion, it should be biopsied either with a fine needle aspiration or excision of
the lymph node. If melanoma is found by biopsy, a chest x-ray or chest CT should be done along with a CT scan of the
pelvis. A blood LDH level should be done. If the lymph nodes have not been previously removed, then as many as
possible should be surgically removed. If they have been removed, then any remaining nodes should be removed along
with any other melanoma in the area. Radiation therapy may be recommended for that area, as well as systemic therapy
such as chemotherapy or cytokine therapy.

If all the recurrent melanoma is completely removed by surgery or other treatment, then the patient may be observed
without treatment, he/she could consider entering a clinical trial, or he/she may take interferon injections as an adjuvant
treatment to try and prevent another recurrence.

If the tests show that there is distant spread, then treatment should follow the decision tree in Figure 6.

Treatment of Melanoma that Presents or Recurs with Distant Spread

If the melanoma recurs in distant sites, a biopsy of a distant metastasis should be done, along with CT scans of the chest,
abdomen, and pelvis. An MRI of the brain and a PET scan may be done. If only one metastasis has occurred, there are
several options. If there is no other cancer spread, the one metastasis can be surgically removed, which could be curative.

After surgery, the patient might consider entering a clinical trial. Other options include receiving interferon or being closely
observed without treatment. If surgery is not an option, the patient may choose to receive systemic therapy or to be
observed, in which case the scans should be repeated in 3 months. If, after the 3 months, there are no other metastases,
surgery might be curative. If all the cancer can be removed, after surgery the patient might consider entering a clinical trial,
being observed without treatment, or receiving interferon injections. If all the cancer cannot be removed, the patient might
consider systemic treatment (see Figure 6).

If a single brain metastasis is present, surgery may be an option. If surgery is not an option, the patient may be offered the
following options: a clinical trial, systemic therapy with temozolomide or other drugs, or supportive care (treatment of
symptoms).

If multiple metastases are seen on imaging studies and the patient is in good health, he/she may consider entering a
clinical trial or receiving systemic treatment. Systemic treatment includes chemotherapy with DTIC in combination with
other drugs or temozolomide, or interleukin-2. Or the patient may only want treatment for his/her symptoms (supportive
care). If one of these treatments is not successful and the patient's health is fair to good, another one of these treatments
may be offered.

Note: The National Comprehensive Cancer Network (NCCN) Clinical Practice Guidelines, the professional versions, were
developed by a diverse panel of experts. The guidelines are a statement of consensus of its authors regarding the
scientific evidence and their views of currently accepted approaches to treatment. The NCCN guidelines are updated as
new significant data become available. The patient version will be updated accordingly and will be available online through
the NCCN and the American Cancer Society Web sites. The most up-to-date version of the guidelines (Version II/April

ProRetina
Highlight

ProRetina
Highlight



2004) are reprinted here. Consult the Web sites of the American Cancer Society ( www.cancer.org ) or NCCN (
www.nccn.org ) for additional information. You may also call the NCCN at (888) 909-NCCN or the American Cancer
Society at (800) ACS-2345 for the most recent information. ©2004, by the National Comprehensive Cancer Network
(NCCN) and the American Cancer Society. Reprinted with permission.
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