MELANOMA FACTS
By Joe Monroe, MPAS, PA



ANY SKIN CELL CAN UNDERGO

MALIGNANT TRANSFORMATION
*IN OR ON THE SKIN

*VAST MAJORITY ARE CAUSED BY UV RAD
COMBINED WITH SUN INTOLERANCE: FAIR,
WHICH MEANS BURNS EASILY, AND OFTEN

*THE THREE MOST COMMON: BASAL CELL,
SQUAMOUS CELL AND MELANOMA



EPIDEMIOLOGY: U.S. ONLY

* OVER 2 MILLION BASAL CELL
* OVER ONE MILLION SQUAMOUS CELL
* 100,000 MELANOMAS

* DEATHS: MOSTLY FROM MELANOMA, FAR FEWER
FROM SQUAMOUS CELL, VERY RARELY FROM BCC

* OTHER TYPES OF SKIN CANCERS CAN BE FATAL, LIKE
MERKEL CELL (75% FATALITY RATE)




DOES RACE MATTER?

* ABSOLUTELY, BUT IN MORE WAYS THAN YOU MIGHT
IMAGINE

e THE DARKER THE SKIN, THE LOWER THE RISK, BUT

* ACROLENTIGINOUS MELANOMAS (ALM) ARE FAR MORE
COMMON IN THOSE WITH DARKER SKIN, AND THE
PROGNOSIS IS FAR WORSE IN THOSE PATIENTS.

* EVEN THOUGH THE RATE IS MUCH LOWER

* ALMs ARISE ON PALMS, SOLES, UNDER THE NAILS AND IN
THE MOUTH,I.E. WHERE THE SKIN IS THE PINKEST



BOB MARLEY,
FOR EXAMPLE '7

*DIED FROM METASTATIC
MELANOMA UNDER HIS RIGHT
GREAT TOENAIL

A CLASSIC LOCATION FOR
MELANOMA IN BLACKS

* ALSO, IN OTHER AREAS WHERE
SKIN IS PINK, EG, MOUTH, ¥
PALMS, SOLES

SO CALLED




SUBUNGUAL STRIPES

* VERY COMMON IN PTS OF
COLOR

* * MULTIPLES ARE COMMON,
PREDICT BENIGNANCY, AS DO
EVEN MARGINS



BASAL CELL CARCINOMA (BCC)

*SEVERAL TYPES, BUT MOST COMMON
PRESENT AS NON-HEALING SORE

*ON SUN EXPOSED FAIR SKIN, LIKE FACE, EAR

*TYPICALLY NODULAR, PAPULAR, BUT CAN BE
MACULAR, OR (CICATRICIAL) SCAR-LIKE

*NO PAIN, BLEEDING EASILY, PERSISTENT,



CICLAIRILIAL DASDAL LCLL
(SCAR-LIKE)

*SIZE VARIES A GREAT
DEAL

PT WILL BE FAIR, SUN-
FRIED




NODULAR BCC

 CLOSE UP VIEW
SHOWING
TELANGIECTASIAS

* SHOWING
TRANSLUSCENCE

* SHOWING NODULARITY

* THE MOST COMMON
TYPE OF BCC, BY FAR




TYPICAL LOCATIONS FOR BCCs

* EARS, FAC

E, HANDS, ARMS, SCALP, TRUNK

* DIRECT SUN EXPOSURE OVER TIME

* CAN OCC

UR WHERE THE SUN NEVER SHINES

* BUT THE VAST MAJORITY WERE IN THE SUN
* FIRST HAVE TO CONFIRM DX WITH BIOPSY
* THEN REMOVE OR DESTRQY, +/- RAD TX, Mohs




NOT ALL BCCs ARE CREATED EQUAL

*SOME ARE MORE AGGRESSIVE THAN
OTHERS, GROWING FASTER, DEEPER

*SOME TRACK NERVES DEEP INTO SKIN
*MOST BCCs GROW VERY SLOWLY

*BUT CAN EVEN METASTASIZE, RARELY



* CICATRICIAL BCC

* SCAR — LIKE,
AGGRESSIVE

* CAN BE DEEP, WITH
PERINEURAL
INVOLVEMENT

* COSMETICALLY
SENSITIVE AREA

* COMPLEX SURGERY
REQUIRED (Mohs +
JER )




SUPERFICIAL BCC

* RASH-LIKE
* STILL MALIGNANT
* BURN AND SCRAPE?

* OR USE DRUGS LIKE
5FU CREAM

* WILL EVENTUALLY GO
DEEPER IF NOT
REMOVED




DEFECT FROM EXCISION OF BCC




LARGE BASAL CELL CARCINOMA




SCC FACE




15K DEATHS/YR IN US

SQUAMOUS CELL CARCINOMA

* MUCH LESS COMMON

THAN BCC

POTENTIAL FOR METS IS
'OW BUT REAL

JV IS THE USUAL CAUSE
BUT RAD, ARSENIC, AND
HPV CAN TRIGGER IT

BX NEEDED

* LITTLE OR NO PAIN UNTIL
QUITE LARGE AND DEEP

* VISUALLY HARD TO
DIFFERENTIATE FROM BCC

 BUT SCCS TEND TO BE MORE
WARTY, ASYMMETRICAL

* NEEDS MARGINS, PLUS RAD
TX






MELANOMA

* MORE COMMON ON THOSE WITH FAIR SKIN, PLUS
FEATURES SUCH AS BLOND OR RED HAIR

* MOSTLY ON SUN-EXPOSED SKIN BUT.........

* ABOUT 10% DIE FROM METS, MEN > WOMEN

* CAN APPEAR ON THE BODY

* BUT SUN CLEARLY PLAYS A MAJOR ROLE

* AVG AGE =45, MUCH YOUNGER THAN BCC, SCC



MORE MELANOMA FACTS

STYLISH

* NOW

* MUCH

T'S WELL-
BETTER T

* PRIOR TO 1935, 85% DIED FROM METS

* IT WAS NOT WIDELY KNOWN BY PATIENTS OR
PROVIDERS, AND TANNING WAS NOT AS POPULAR OR

KNOWN, THUS DETECTED EARLIER

REATMENTS NOW, BUT MANY STILL DIE,

AVERAGE AGE 45. ACCESS TO INSURANCE? STORY
* METS TO LIVER, LUNG AND BRAIN



MELANOMA FACTS |l

*75% OF MELANOMAS ARE ESSENTIALLY
MACULAR (FLAT)

* DARK COLORS (BLACK, BROWN) PREDOMINATE,
BUT BITS OF PINK, RED, BLUE CAN BE SEEN

* BORDERS ARE IRREGULAR
*5MM OR LARGER, SLOW-GROWING



MELANOMA FACTS Il

*BIOPSY CANNOT CAUSE METS

*BIOPSY ONLY IF YOU'VE BEEN TRAINED THE
PROPER TECHNIQUE/DO’S AND DON’'TS















SURGICAL APPROACH TO MELANOMA

* MUST CONFIRM DX WITH BIOPSY

*>1.5 MM LESION NEEDS WIDER MARGINS AND
+/- LYMPHOSCINTIGRAPHY TO IDENTIFY THE
NODES TO WHICH IT COULD HAVE
METASTASIZED

*< 1.5 MM DEPTH NEEDS ORDINARY EXCISION
BUT EXTENDED PERIODIC FOLLOW-UP

* ULCERATION, SIZE, DEPTH, HISTOLOGICAL
FEATURES ALL MATTER, ALONG WITH LUCK



NEW TREATMENTS FOR MELANOMA

*BIOLOGICS

*WORKING WITH THE IMMUNE SYSTEM
*JIMMY CARTER’S WAS GOOD EXAMPLE
*BUT OFTEN, IT’S JUST TOO FAR GONE

*DURATION, SIZE, AGGRESSION, DEPTH ALL
MATTER



SUN IS THE BIG DEAL!

*ULTRAVIOLET RADIATION = ETIOLOGY
*LOWERS IMMUNE RESPONSE OVERALL

*DAMAGES CELL NUCLEI, EVENTUATES IN
MALIGNANCIES OF MANY KINDS

*RUINS SKIN (WRINKLES, SPLOTCHES, ETC)
*CAUSES PREMATURE AGING



HAVE TO LOOK CNOT AT

*SPECIAL ATTENTION TO AT RISK PTS

LEARN HOW TO BIOPSY OR PUNT
TO SOMEONE WHO KNOWS HOW

* SEBORRHEIC KERATOSES ARE
BENIGN, BUT OFTEN MISTAKEN FOR

MM (STORY)



DESPITE IMPROVED STATISTICS
* PROGNOSIS IS WORSE FOR THOSE WITH SOC,
PARTLY BECAUSE OF ACCESS TO HEALTHCARE OVERALL

* Also because of PATIENT/PROVIDER AWARENESS,
AND ATYPICAL DISTRIBUTION (ACROLENTIGINOUS)

« (STORY)
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