
MELANOMA DERM5

ApplicantsWithlesions <1mmthick(thinlesionorlowriskprimary):. SpecialistEvaluation(Dermatologist,GeneralSurgeon)withinthepast6monthstoincludethefollowing
Dateofdiagnosis(s).
Descriptionof lesion(s)toincludesize,location,andtumorstage.
Treatment

Historyofrecurrence(s),samesiteorothersite.
Statementofprognosisfromtreatingphysician.
Recommendationsforfollow-upoverthenext3years.. Copyofpathologyreport(s)withinterpretation.

ApplicantsWithlesions 1.2mmthick(intermediaterisk):. SpecialistEvaluation(Dermatologist,Oncologist,GeneralSurgeon)withinthepast6monthstoincludetheaboveinformation.. Copyofsentinelnodebiopsyreport.
ApplicantsWithlesion> than2mmthick:. SpecialistEvaluation(Oncologist)withinthepast6monthstoincludetheaboveinformation.. Copyofsentinalnodebiopsyreport.. Copyofmetastaticwork-up.
If Applicable:. Dischargesummaryforallrelatedhospitalizations.

.
.,. PCMOFOLLOW.UP

Afterdiagnosis,skin examinationq3 monthsfor2years,q 6
monthsuntil5 years,andthen annuallythereafter.

(continued on next page)
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-....

..

172 ICD

CrossReferenceICD.9.CM

Reviewersto Consider:. None

.-\daptedfromemedicine.comMalignantMelanoma.Author:SusanMSwetter,MD,DirectorofPigmentedLesionandCutaneousMelanomaClinic,
AssistantProfessor,DepartmentofDermatology,StanfordUniversityMedicalCenterNAPaloAltoHealthCareSystem]

Background:Melanomaisamalignancyofpigment-producingcells(melanocytes)occurringintheskin,eyes,ears,GItract,
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leptomeningesofthecentralnervoussystem(CNS),andoralandgenitalmucousmembranes.Melanomaaccountsforonly4%ofall
skincancers;however,it causesthegreatestnumberofskincancer-relateddeathsworldwide.Earlydetectionofthincutaneous
melanomaisthebestmeansofreducingmortality.

Pathophysiology:Transformationofmelanocytestomelanomacellsisunderstoodpoorly.Primarycutaneousmelanomamaydevelop
inprecursormelanocyticnevi(commonacquired,congenital,andatypical/dysplastictypes),althoughmorethan50%ofcasesare
believedtoarisedenovowithoutapreexistingpigmentedlesion.Melanomaismultifactorialandappearstoberelatedtomultiplerisk
factorsincluding(1)faircomplexion,(2)excessivechildhoodsunexposureandblisteringchildhoodsunburns,(3)increasednumberof
commonacquiredanddysplasticmoles,(4)familyhistoryofmelanoma,and(5)presenceofachangingmoleontheskin.

History:Achangingmoleisthemostcommonsymptomofmelanoma.Variationincolorand/orincreaseindiameter,height,or
asymmetryofbordersofa pigmentedlesionarenotedbymorethan80%ofpatientswithmelanomaatthetimeofdiagnosis.Symptoms,
suchasbleeding,itching,ulceration,andpaininapigmentedlesion,arelesscommonbutwarrantevaluation.
Informationregardingthechangesnotedinanyofthefollowingisrelevanttothepatient'shistory.Physicianandpatienteducation
regardingthewarningsignsofearlymelanomahasbeenachievedsuccessfullythroughtheuseoftheABCDcriteriaforachanging
mole,whichisasfollows:

Asymmetry
Bordernotching
Colorvariegationwithblack,brown,red,orwhitehue
Diameter>6mm

Considerlesionsexhibitingthesefeaturestobepotentialmelanomas,althoughseverelyatypicalnevimaybedifficulttodistinguish
clinically.

Physical:Inprimarycutaneousmelanoma,4 majorclinical-histopathologicsubtypeshavebeenidentifiedandincludesuperficial
spreading,nodular,lentigomaligna,andacrallentiginousmelanomas.

.

SuperficialspreadinQmelanomacharacteristicsareasfollows:

. Mostcommonsubtypeofmelanoma,occurringinapproximately70%ofpatients
Mostcommononthetrunkinmenandwomenandonthelegsinwomen.
Presentsasaflatorslightlyelevatedbrownlesion,withvariegatepigmentation(black,blue,orpinkdiscoloration). Sizeof>6mmindiameter

Irregularasymmetricborders

Nodularmelanomacharacteristicsareasfollows:. Occursin15-30%ofpatients
Mostcommonlyseenonthelegsandtrunk
Rapidgrowthoverweekstomonths

Presentsasadarkbrown-to-blackpapuleordome-shapednodule,whichmayulcerateandbleedwithminortrauma

Lentiqomaliqnamelanomacharacteristicsareasfollows:

Accountsfor4-15%of cutaneousmelanoma

Typicallylocatedonthe head,neck,andarms(sun-damagedskin)of fair-skinnedolderindividuals(averageage65 y) (Picture3)
Growsslowlyover5-20years. Arisesinonlyasmallpercentage(estimated5-8%)oftheintraepithelialprecursorlesion,lentigomaligna. Insituprecursorlesionusuallylarge(>3cmdiameter),existingforaminimumof10-15years,withdermalinvasioncharacterizedby
developmentofdarkbrown-to-blackmacularpigmentationorraisedblue-blacknodules

Acrallentiqinousmelanomacharacteristicsareasfollows:. Leastcommonsubtypeofmelanoma(2-8%ofmelanomainwhitepersons)
Accountsfor29-72%ofmelanomaindark-skinnedindividuals(AfricanAmerican,Asian,andHispanicpersons)
Occursonthepalms,soles,orbeneaththenailplate(subungualvariant)(Picture2)
Subungualmelanomapresentingasdiffusenaildiscolorationora longitudinalpigmentedbandwithinthenailplate
Mustbedifferentiatedfromabenignjunctionalmelanocyticnevusofthenailbed(similarappearance)
Pigmentspreadtotheproximalorlateralnailfolds(Hutchinsonsign,ahallmarkforacrallentiginousmelanoma)

.

.

.
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I Raremelanomavariants«2%ofmelanomas)includethefollowing:

Desmoplastic/neurotropicmelanoma. Mucosal(Ientiginous)melanoma. Malignantbluenevus. Melanomaarisinginagiantcongenitalnevus. Melanomaofsoftparts(clearcellsarcoma). Amelanoticmelanoma«2%ofmelanomas)characteristicsareasfollows:. Nonpigmentedandappearingclinicallyaspinkorfleshcoloredandoftenmimickingbasalcellorsquamouscellcarcinoma. Mostcommonlyoccursinthesettingofmelanomametastasistotheskin,presumablybecauseoftheinabilityofthesepoorly
differentiatedcancercellstosynthesizemelaninpigment

Melanomacanoccuronanyskinormucosalsurface.Melanomaoccursmostcommonlyonthetrunkinwhitemalesandthelowerlegs
andbackinwhitefemales.InAfricanAmericanandAsianpersons,themostcommonsiteistheplantarfoot,followedbysubungual,
palmar,andmucosalsites.Allexceptnodularmelanomaarecharacterizedbyaradialgrowthphase,whichmaylastformonthstoyears
beforea dermalexpansilenodule(verticalgrowth)occurs.

lab Studies:

. Theroutinepracticeoforderingbaselineandsurveillanceliverfunctiontests,lactatedehydrogenase(lDH)levels,andalbumin
levelsinpatientswithcutaneousmelanomahascomeunderscrutinywithnoevidencetosupportitsusefulnessinpatientswithout
signsorsymptomsofdisease.likewise,studieshaveshownthatabnormallaboratorytestresultsareneverthesoleindicatorof
metastaticdiseaseandthatthemajorityofrecurrencesarediagnosedclinically.. Thesetestsmaybeorderedevery6-12monthsinpatientswithdeeperprimarymelanomas(tumordepth>1mm).. laboratorytestsshouldnottaketheplaceofcarefulhistoryandphysicalexamination.

SerumS-100proteinlevelsmaybea usefultumormarkerinpatientswithmetastaticdisease.

.nagingStudies:

StudieshaveconfinnedthatextensiveradiologicstudiessuchasCT,MRI,positronemissiontomography,ultrasonography,and
bonescans,haveanextremelylowyieldinasymptomaticpatientswithprimarycutaneousmelanoma(AmericanJointCommitteeon
Cancer[AJCC]stagesIandII)andarenotindicated.
Baselinemetastaticstagingformelanomapatientswithprimarytumorsmorethan1mmindepthmayincludeachestx-ray,which
typicallyisrepeatedevery6-12monthsforroutinesurveillance(optionalinabsenceofsymptomsofmetastaticdisease).

.

.
Procedures:

Thecriterionstandardformelanomadiagnosisishistopathologicexaminationofskinormucosallesionsthataresuggestiveof
cancer.

Anexcisionalbiopsywithnarrowmarginsispreferredtoascertainthefollowinginformation:
Assessmentoftumordepth(Breslowdepth)
Ulceration

Anatomiclevelof invasion(Clarklevel)
Presenceofmitoses

Regression
lymphatic/vesselinvasionorvascularinvolvement
Hostresponse(tumor-infiltratinglymphocytes)

Immunohistochemicalstainingforlineage(S-100,homatropinemethylbromide45)orproliferationmarkers(proliferatingcellnuclear
antigen,Ki67)maybehelpfulinsomecasesforhistologicdifferentiationfrommelanomasimulators.
Generally,2-3mmofnonnalskinsurroundingthepigmentedlesionshouldberemovedtoprovideaccuratediagnosisandhistologic
microstaging.Widermargins(>1cm)maydisruptafferentcutaneouslymphaticflowandaffecttheabilitytoidentifythesentinel
node(s)accuratelyinpatientseligibleforthisstagingprocedure.
Shavebiopsiesofsuspectedmelanomasarediscouragedbecausepartialremovaloftheprimarymelanomamaynotprovide
accurateBreslow-depthmeasurement,whichisthemostimportanthistologicprognosticfactorforcutaneousmelanoma

.

.
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Staging:Themelanomastagingsysteminitiallydevelopedin1983bytheAJCCandtheUnionInternationaleContreIeCancer(UICC)
dividedmelanomainto4 stagesandincorporatedtumorthicknessandanatomiclevelof invasionforstagesIandII(localizedcutaneous
disease)withthelaterrecommendationtofollowBreslowdepthoverClarklevelwhenanydiscordancearose.StageIIIdiseaseinvolved
theregionallymphnodes,andstageIVdiseaseincludeddistantskin,subcutaneous,nodal,visceral,skeletal,orCNSmetastasis.

Majorrevisionsinthe2002AJCC/UICCmelanomastagingsystemweremadebasedonacriticalanalysisofpriorversionsofthe
staging.TheAJCCformedaninternational,multidisciplinaryMelanomaStagingCommitteeandestablishedanewclinical-pathologic
databaseofover1.7,000patientsworldwidetotestthevalidityoftheproposedstagingchanges.Severalimportantmodificationsinthe
2002AJCCstagingsystemincludeincorporationofhistologiculcerationandnumberof lymphnodesinvolved(insteadofsize)tobetter
stratifymetastaticriskandpatientprognosis.Clarklevelis includedonlyinthinprimarytumors(~1mmdepth,stagesIAand18)inthe
revisedstagingsystembecauseitsprognosticvalueisminimalinthickerprimarymelanoma.Microscopicregionallymphnode
metastasisasdetectedbysentinellymphnodebiopsyaredifferentiatedfrommacroscopicnodalmetastasis.Overallsurvivalinthe
stagingTablebelowisbasedontheworldwideAJCCdata.

Table.AJCC2002RevisedMelanomaStaging

Stage C
TN

I M .f'
t ' Histologic/ClinicalFeaturesass I Ica Ion

5.year
Survival
Rate
(%)
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T1aNOMO
I. 1 mm without ulceration and level 111111I ...

18:-1 T1bNOMO
1 1mmwithulcerationorlevellVN

1.01-2mmwithoutulceration, I

rT2bNOMO 111.01-2mmwithulceration
2.01-4mmwithoutulceration

I ,
;-1 T3bNOMO I 2.01-4mmwithulceration

>4mmwithoutulceration

IIC

iliA I T1-4aN1aMO
il Singleregionalnodalmicrometastasis,nonulceratedprimaryT1-4aN2aMO 2-3microscopicpositiveregionalnodes,nonulceratedprimary

IIIB IT1-4bN1a MO Singleregionalnodalmicrometastasis,ulceratedprimary I 46-53
T1-4bN2aMO 2-3microscopicregionalnodes,nonulceratedprimary
T1-4aN1bMO Singleregionalnodalmacrometastasis,nonulceratedprimary
T1-4aN2bMO 2-3macroscopicregionalnodes,noulcerationofprimary
T1-4a1bN2cMO In-transitmet(s)*and/orsatellitelesion(s)withoutmetastaticlymphnodes I 30-50

IIIC T1-4bN2aMO Singlemacroscopicregionalnode,ulceratedprimary I 24-29
T1-4bN2bMO 2-3 macroscopicmetastaticregionalnodes,ulceratedprimary
Any TN3MO 4 or moremetastaticnodes,mattednodes/grossextracapsular

extension,or in-transitmet(s)/satellitelesion(s)andmetastaticnodes

IV AnyT anyNM1a Distantskin,subcutaneous,ornodalmetswithnormalLDHlevels I 7-19
AnyT anyNM1b LungmetswithnormalLDH
AnyT anyNM1c All othervisceralmetswithnormalLDHoranydistantmetswithelevated

LDH
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I Treatment:

~edicalCare:Patientswithlocalizedcutaneousdiseasehavebeentreatedwithadjuvantchemotherapy,nonspecificpassive
Immunotherapy,radiationtherapy,andbiologictherapy.Noincreaseinpatientsurvivalhasbeenreportedwiththeseadjunctive
therapies.Adjuvantinterferon(IFN)alfa-2bandvariousexperimentalmelanomavaccinesshowpromiseinindividualswithhigh-risk
primarycutaneousmelanomaandthosewithregionalnodaldisease.

SurgicalCare:Surgeryistheprimarymodeoftherapyforlocalizedcutaneousmelanoma.

Surqicalmarqinsforprimarymelanoma

. Surgicalmarginsof5 mmcurrentlyarerecommendedformelanomainsitu,andmarginsof1cmarerecommendedformelanomas
upto1mmindepth(low-riskprimaries).. Randomizedprospectivestudiesshowthat2-cmmarginsareappropriatefortumorsintheintermediate-riskgroup(1-4mmin
Breslowdepth),although1-cmmarginshavebeenproposedfortumorsof1-to2-mmthickness.. Marginsofatleast2cmarerecommendedforcutaneousmelanomasgreaterthan4 mminthickness(high-riskprimaries)to
preventpotentiallocalrecurrenceinoraroundthescarsite.Arecentlypublishedretrospectivestudyofhigh-riskprimarymelanomas
showedthatexcisionalmarginsgreaterthan2cmhavenoeffectonlocalrecurrence,disease-freerelapse,oroverallsurvivalrates;
therefore,a2-cmmarginisappropriateinthissubgroup.

ElectiveIvmphnodedissection

. Prophylacticlymphnodedissectionforprimarycutaneousmelanomaofintermediatethicknessinitiallywasbelievedtoconfera
survivaladvantageonpatientswithtumors1-4mmindepth.Subsequently,prospectiverandomizedclinicaltrialshaveshownno
survivalbenefitforelectivelymphadenectomyformelanomasofvaryingthicknessesontheextremitiesandmarginal,ifany,benefit
fornonextremitymelanomas.. 10-yearfollow-updatain2ofthetrialsconductedbytheWorldHealthOrganization(WHO)andMelanomaIntergroupnowsuggest
asurvivalbenefitforcertainsubsetsofpatientsstudied.'nparticular,patientsintheWHOtrialwhohadoccultmetastasisdetected
atthetimeofwidelocalexcisionandimmediateelectivenodedissectionhadasignificantlybetter5-yearsurvivalrate(48%)
comparedtothosewhounderwentdelayed(therapeutic)lymphnodedissectionwhenlymphadenopathybecameapparentclinically
(27%).Thedifferencesinoverallsurvivalratesforallpatientswhohaddelayedlymphnodedissectionwasnotstatistically
significantcomparedtotheimmediatenodedissectiongroup.

Sentinellvmphnodebiopsy/dissection

. Lymphaticmappingandsentinelnodebiopsyeffectivelyhavesolvedthedilemmaofwhethertoperformregionallymphadenectomy
(inabsenceofclinicallypalpablenodes)inpatientswiththickermelanomas(~1mmindepth).. Preoperativeradiographicmapping(Iymphoscintigraphy)andvitalbluedyeinjectionaroundtheprimarymelanomaorbiopsyscar
(atthetimeofwidelocalexcision/reexcision)isperformedtoidentifyandremovetheinitialdrainingregionalnode(s).. Thesentinelnodeisexaminedforthepresenceofmicrometastasisonbothroutinehistologyandwithimmunohistochemistry;if
present,a therapeuticcompletionlymphnodedissectionisperformed.. Anegativesentinelnodebiopsypreventsthemorbidityassociatedwithanunnecessarylymphadenectomy,sincethehistologyof
thesentinelnodeischaracteristicoftheentirenodalbasin.. Whilethisprocedureenhancesmetastaticstagingforpatientswithdeeperprimariesandprovidesamoreaccuratedeterminationof
patientprognosis,itstherapeuticrolehasyettobeestablished.Notethatthestatusofthesentinellymphnode(positiveornegative
formicrometastasis)hasbeenshowntobethemostimportantprognosticfactorfordiseaserecurrenceandthemostpowerful
predictorofsurvivalforpatientswithmelanoma.

Consultations:. Surgicaloncology .

Sentinelnodebiopsytypicallyperformedat thetimeofwidelocalexcisionandfollowingpreoperativeIymphoscintigraphy
Surgicaltreatmentof regionallymphnodediseaseandsofttissueand/orin-transitrecurrence(stageIII disease)
Palliativesurgicaltreatmentof visceralandCNSmetastasis

Medicaloncology
DiscussadjuvanttherapywithIFN-alfaorexperimentalmelanomavaccines.

Discussandinitiatetreatmentof metastaticmelanoma(stageIV)withchemotherapyorconcurrentbiochemotherapy,as
indicatedclinically.

Nuclearmedicine- PreoperativeIymphoscintigraphyif selectivesentinelnodedissectionisperformed.
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.

Pathology/dermatopathology
Accuratehistologicmicrostagingofprimarymelanoma
Evaluationofnodaltissueformicrometastasis

Confirmationofdiagnosisofdisseminateddisease
Radiationoncology

Adjuvanttreatmentofregionalnodalmetastasiswithextracapsularextension
Palliativetreatmentofdistantmetastaticdisease,particularlybonymetastasisorbraininvolvement

Medication:High-doseIFNalfa-2bistheonlyFoodandDrugAdministration-approvedadjuvanttherapyforhigh-riskresected
melanoma,definedasdeepprimaries>4mminBreslowdepth(AJCCstageliB)andregionallymphnodemetastasis(stageIII).Various
trialsoflow-doseIFNhaveshownnobenefitindisease-freerelapseoroverallsurvivalrates.Similarly,multiplemelanomavaccinetrials
areinprogress,predominantlyforstageIIIandIVdisease.

Follow-UpOutpatientCare:

. Observepatientscloselyafteradiagnosisofintermediate-riskandhigh-riskcutaneousmelanomabecausemostmetastasesare
diagnosedinthefirst1-3yearsaftertreatmentoftheprimarytumor.
Diagnosisofrecurrent/metastaticdiseaseandnewprimarymelanomadependsona routineevaluationschedulethatvaries
accordingtothepresenceofthefollowing:

Tumordepth(low,intermediate,orhighrisk)
Histologiculceration
Lymphnodestatus
Resultsofexaminationofthemelanomascar

Examinationofregionalanddistantlymphnodebasins
Hepatosplenomegalyonabdominalexamination
Molepatternandexaminationoftheentirecutaneoussurfacefornewprimaries

.

Follow-upof a Melanoma

[FromNationalGuidelineClearinghouse;Guideline"SkinCancer"]

. Patientswithamelanomaarefollowed-upevery3monthsuntil2yearshavepassedfromthediagnosis.Thereafter,follow-upis
continuedevery6monthsfor5years.Theunitresponsibleforfollow-up(hospitalorprimarycare)canbedecidedonlocally.Itis
importantthatthesamedoctoralwaysseesthepatient.
Ifthepatienthasnumerousnaeviorthesyndromeofhereditarydysplasticnaevi,follow-upofamelanomashouldtakeplaceina
dermatologicalunit.High-qualityphotographsfacilitatefollow-up.Thesepatientsshouldbefollowed-upthroughouttheirlife.
Atfollow-upvisitsthegeneralconditionandsymptomsareinvestigated,andthesiteofexcisionandlocallymphnodesarepalpated.
Satellitesofmelanomaareusuallyfeltassubcutaneousnodules,andtheyarevisibleundertheskinasdarkspots.
A melanomafirstmetastasizesintoregionallymphnodes,whichshouldbefollowed-upcarefullybypalpation.Iftheclinical
examinationsuggeststhespreadofamelanoma,achestradiograph,bloodcount,liverfunctiontests,andliverultrasonography
shouldbeperformed.

Ifamelanomahasinfiltratedtheregionallymphnodes,theyareremovedsurgically.A metastasizedmelanomaistreatedbyan
oncologist.Cytostaticsandinterferonhavebeenmoderatelyeffectiveinthetreatmentofmetastasizedmelanoma.

.

.

.

.
Arationalapproachtomelanomafollow-upinpatientswithprimarycutaneousmelanoma.ScottishMelanomaGrouP.

DickerTJ,KavanaghGM,HerdRM,AhmadT, McLarenKM,ChettyU,HunterJA.UniversityDepartmentof Dermatology,TheRoyal
Infirmaryof EdinburghNHSTrust,UK.

FromtheScottishMelanomaGroupdatabaseforsouth-eastScotlandweevaluated5-yearfollow-upinpatientswithcutaneous
malignantmelanomaexcisedbetween1979and1994anddevisedan'evidence-based'reviewprotocol.Ofthe1568withstageI
melanoma,293(19%)developedarecurrence,32hadasecondprimarymelanomaand97hadanin-situmelanoma.Thedisease-free
intervalshortenedprogressivelywithincreasingtumourthickness.Overall,80%ofrecurrenceswerewithinthefirst3years,butafew
patients« 8%)hadrecurrences5or10yearsaftertheinitialsurgery.In-situmelanomasdidnotrecur.Almosthalf(47%)therecurrences
werenotedfirstbythepatient,andonly26%weredetectedfirstatafollow-upclinic.Onehundredandthirty-ninepatients(89%)were
stillunderreviewwhentheirrecurrencesweredetected,and102(65%)hadbeenseenwithintheprevious3months.Questionnaires
werecompletedby120patients:sunprotectionandavoidance,andmoleexaminationweremorelikelyaftermelanomaexcision.We
recommend3-monthlyreviewofpatientswithinvasivelesionsforthefirst3years.Thereafter,thosewithlesions>/=1.0mmneedtwo
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I furtherannualreviews.Patientswithin-situlesionsshouldbereviewedonce,toconfirmadequateexcision(0.5cmmargins)andtogive
appropriateeducation.Surveillancebeyond5 yearsisonlyjustifiedif therearespecialriskfactors.

Prognosis:Prognosisismultifactorialandprimarilydependson(1)tumorthickness,(2)presenceorabsenceofhistologiculceration,
and(3)lymphnodeinvolvement(mostimportant).

Cutaneousmelanoma(staQesI andII)

. Thinprimaries« orequalto1mm)areassociatedwitha5-yearsurvivalrateof91-95%dependingonthepresenceorabsenceof
histologiculcerationandClarklevel>111.. Intermediatethicknessmelanoma(1.01-4mm)isassociatedwitha5-yearsurvivalrangingfrom63-89%,dependingonulceration
andthickness(1.01-2mm,2.01-4mm)oftheprimarytumor.. Patientswithhigh-risktumors(>4mm)havea5-yearsurvivalrateof67%withoutulceration,comparedto45%withanulcerated
primary. '. Ulcerationsignificantlyreducessurvivalateachtumorstage,evenwhenregionallymphnodesareinvolved.

StageIUdisease. Regionallymphnodemetastasisis associatedwitha 5-yearsurvivalrateof 13-69%,dependingonthe numberof nodesinvolved,
microscopicor macroscopic(mattednodes/grossextracapsularextension)disease,andulcerationof theprimarymelanoma.In-
transitmetastasis/satellitelesionsareassociatedwith30-50%5-yearsurvival,witha significantlyworseprognosisinthesettingof
concomitantregionalnodalmetastasis(10-30%).

AdjuvantIFN-alfahasshownimproveddisease-freeandoverallsurvivalfor StageIIIdisease,andmelanomavaccines/biologic
responsemodifiersshowpromisein prolongingsurvival.

.
StageIVdisease

. Prognosisfordistantmetastaticdiseaseisextremelypoor,witha mediansurvivalrateofonly6-9monthsand5-yearsurvivalrates
rangingfrom7-19%,dependingonthesite(s)ofmetastasis.Ingeneral,patientswithsofttissue,nodal,andisolatedlungmetastasis
haveslightlybetterprognosisthanthosewithothervisceralmetastasisand/orelevatedlactatedehydrogenaselevels.However,
survivalbeyondoneyearoccursinonlyaminorityofStageIVpatients.. Systemicchemotherapyisthemainstayoftreatment,despitelowresponserates«20%),whichtendtobeofshortduration.. Biochemotherapy,employingstandardchemotherapeuticagentswithbiologicresponsemodifierssuchasIL-2,interferonalfa,or
GM-CSFhasshownlimitedsuccessinthemanagementofunresectablestageIVmelanoma,andisunderfurtherinvestigation.
HighdoseIL-2alone,orcombinedwithhistaminedihydrochloride,hasalsoshownpromiseinpatientswithadvanceddisease.. Aswithregionalnodaldisease,therearenumeroustrialsinvestigatingtheuseofmelanomavaccines(withorwithoutbiologic
responsemodifiers)inthetreatmentofdisseminateddisease.Itis hopefulthatdatafromthemanyphaseIIItrialsinprogress
worldwidewillshowimprovementinsurvivalforpatientswithadvancedmelanoma.

Literaturereviewavailable.

Reviewers:

. Dr.RobertCarnathan,OMSDermatologyConsultant.5530WisconsinAvenue,NW#830,ChevyChase,MD20851.Phone:301-
718-8616.Fax:301-718-8758.
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NEVI,BENIGN(448.1)[DYSPLASTIC (238.2)

. MEDICAL GenericInformation
INFORMATION
NEEDED:. I --Dermatologist evaluation

Biopsyreport:

FlU needed2-3yrs.

Aggravatingfactors.

Dermatol~,' ,
~'f. .

,NIA ~

"

T
.DEFER

NIA .

MNQ

..'

8/15/93

~I
'--

CRITERIA I Historyof Nevi(non- I 1) DysplasticNevusSyndrome H
dysplastic)requiringbiopsy.
Biopsybenign. h 2) SporadicDysplasticNevus

1

I (Biopsynegative)

.

ACTION
CLEAR CLEAR WITH

RESTRICTIONS

RE;STRICT- -z: tLtz' t'y 1) ApprovedBe - Derm.for.
IONSIDEFER k1 annualexam.(skinchecks),

2) AnyDerm.for annualexam.
"'r . 'a, (skinchecks)..1;-1

".
RAtiONALE MostNeviarebenign. At riskfor developmentof

MalignantMelanoma..



'...~

,I

MALIGNA~ "ANOMA (172). «.

CRITERIA -7 N/A -7 Anylesion < 0.75 mmdeep -7 Anylesion> 0.75 mmdeep
period < 5 yrs...postr.emoval.

-7 .1L.AnWSIQf'LQlmetastatic
disease

MEDICAL
INFORMATI'oN
NEEDED:

.

ACTION .~
'CLEAR- DEFER MNQ

.,J

RESTRICT.
IONS/DEFER'

Fiveyrs., no evidence
of disease.

2) See pe1fuatologlst wlthi
. overseas posting.

RATIONALE Risk of recurrence Is low.

Generic Information

Dermatolpglst evaluation.

8/8/94

Dermatology
DERM.5



ALOPECIA (704.0)

I
AlopeciaAreata(twoor
moreepisodes)treatment
complete.

~ 1) Alopecia Totalis N/A,~

~ 2) Alopecia Universalis, current
treatment.

~ 3) Alopecia Areata, current
treatment.

Generic informationMEDICAL
INFORMATION
NEEDED: Dermatologist evaluation.

Dermatoll

10/31/94

c

j

I CRITERIA 1-+1) Alopecia Areata (single H
treatment complete).

'-+ 2) Alopecia Universalis
(treatment complete).

-+ 3) AlopeciaTotal (treatment
complete).

-? 4) Hereditary Alopecia (normal
male baldness) under
treatment with topical
Minoxidil.

ACTION
CLEAR

RESTRICT. 4) Applicant must be informed
IONS/DEFER by letter that PC will not supply

Minoxidil

I
I RATIONALE PC does not pay for cosmeticI

procedures. Also, diet, climate,
stress and use of certain
antimalarial medication could
cause this condition to worsen.

CLEAR WITH DEFER MNQ
RESTRICTIONS UNTIL:

Any Derm Treatment completed.



NIA .~ NIA

i i
DEFER' MNQ

MEDICAL
INFORMATION
NEEDED:

Generic information

Dermatologist evaluation

Biopsy report.

FlU needed 2-3 yrs.

Aggravating factors.

8/15/93

Dermatology DERM-6

CRITERIA I History of Nevi (non- I 1) Dysplastic Nevus Syndrome I
dysplastic) requiring biopsy.
Biopsy benign. I 2) Sporadic Dysplastic Nevus

1

I (BiopsyI'!egative)

ACTION i
CLEAR CLEAR WITH

RESTRICTIONS

RESTRICT- 1) Approved Be - Derm. for
IONS/DEFER annual exam. (skin checks)

2) Any Derm. for annual exam.
(skin checks).

RATIONALE Most Nevi are benign. At risk for development of
Malignant Melanoma.


