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Introduction

Malignant melanoma is relatively rare and is one of the most, if not 
the most, vicious of all malignant diseases. It is, however, curable in a 
remarkably high percentage of cases if treated properly. Although the term 
“properly” varies from author to author, as generally accepted the treatment 
of choice for malignant melanoma is the wide deep excision of the primary 
lesion plus regional lymph node dissection, regardless of whether or not 
the lymph nodes arc palpable. 143 On the other hand, some authors do 
not agree with this concept of treatment. 14 They confine regional lymph 
node dissection to those eases in which the field of primary excision overlies a 
nodal basin or to those in which metastatic involvement of the lymph nodes 
is discovered or suspected. Some other authors even feel that neither regi­
onal lymph node dissection nor wide excision can make any difference in 
the end results of surgical treatment of malignant melanoma. 15

Material

In the last four years, the author has had the opportunity to sec and 
toplan the treatment of 16 eases of malignant melanoma. Five of these 
were seen and treated in a general surgical department of the Ankara 
University Medical Faculty within a three-year period. They include all 
of the malignant melanoma eases admitted to that department within 
that period. The remaining 11 eases were seen in a special cancer hospital 
within a period of one year

Three eases have been excluded from this discussion because of the 
special localization (one ocular, two oral) of the melanoma; the remaining 
thirteen eases are analyzed below.

All the eases which were surgically treated were personally examined 
prcopcrativcly by the author and were operated on either by him or by 
residents under his supervision.

♦From Ankara. University Medical Faculty, First Surgical Department and Andiçen 
Cancer Hospital, Ankara.

♦♦Assistant Professor, Ankara University Medical Faculty, First Surgical Department; 
Head, Surgical Department, Andiçen Cancer Hospital, Ankara.
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A prcopcrativc diagnosis of malignant melanoma was confirmed 
histologically in all cases. Biopsy slides of two patients whose primary 
lesions had been removed at another hospital were obtained and reviewed, 
other eases, biopsies were made by us.

Our group of 13 patients was composed of eight males and five 
females. The youngest was 19 years old, and the oldest 65 when first 
seen. Six of the 13 patients had had a pigmented nevus for years on the 
site where the tumor later appeared. The shortest and longest intervals 
between initial recognition of the disease by the patient and the decision 
to seek medical treatment were three and a half months and six years, 
respectively.

The patients were classified according to the site of the primary 
lesion, as follows: head and neck, 5 patients; upper extremities, 4 patients; 
lower extremities, 3 patients; and abdominal skin, 1 patient.

Treatment
•

We perform a wide and deep excision of the primary tumor in con­
tinuity with prophylactic dissection of the regional lymph nodes if the 
primary tumor is on or close to the regional lymphatic area. In those eases 
where the primary tumor cannot be removed in continuity with regional 
lymph nodes, we prefer to postpone the radical dissection to a later date, 
allowing enough time for the malignant cells in the lymphatics to reach 
the regional lymph nodes.

The excision is made at least three to four centimeters from the 
margin of the tumor or of the pigmented areola, if there is one, and in­
cludes removal of subcutaneous tissue and fascia. The local defect is re­
paired by a skin graft. In two eases disarticulation of the finger and ampu­
tation of the toe, respectively, were performed. In one ease amputation 
of the leg was performed for a very advanced local condition. The condition 
of one patient was found to be inoperable and thus no surgical treatment 
was given. In three cases we made a local excision only.

Case Reports

The eases arc grouped according to localization of the tumor,and de­
tails of the treatment are explained below.



182 THE TURKISH JOURNAL OF PEDIATRICS

Group i: Head and Neck
Case 1: K.K., a 65 year old woman, came to us first with a 1.5 cm ulcerated lesion 

in the left zygomatic region after having had an excisional biopsy which showed the 
lesion to be malignant melanoma. She refused any treatment and left the hospital, but 
came back eight months later with local recurrence at the biopsy site and with liver 
enlargement down to the umbilical level (Figure 1). An hepatic needle biopsy was attempted 
but only necrotic material was obtained. The patient refused a second biopsy and left the 
hospital without undergoing any treatment.

Figure 1. Group 1, Case 1, a 65 year old female with local recurrence 8 months 
after local excision.

Case 2: O.O., a 45 year old woman, had a 1.5 by 1.5 cm ulcerated tumor of the right 
zygomatic region, biopsy of which revealed it to be malignant melanoma (Figure 2). She

Figure 2. Group 1, case 2, a 45 year old female with L5 by 1.5 cm ulcerated lesion 
of left zygomatic region. Wide local excision and right radical and left suprahyoid 

neck dissection were performed.



MALIGNANT MELANOMA 183

had a local excision, skin graft, and delayed right radical and left suprahyoid neck dissection. 
Thirty-two lymph nodes were cleared from the specimen. One gross and two minute 
metastatic involvements were seen. The patient was treated with postoperative radio­
therapy. Seven months after the operation there was no recurrence of the disease.

Case 3: F.Y., a 62 year old man, had had a pigmented nevus removed from his scalp 
two years before at another hospital. He came to us with an enlarged lymph node the 
biopsy of which showed metastatic involvement. Examination of the original biopsy slide 
indicated malignant melanoma rather than a pigmented nevus. Three months after the 
operation he developed several skin nodules and then brain metastases. Small pox vaccine 
treatment was tried without any effect. He died six months after the operation with 
widespread metastases.

Case 4: §. E., a 43 year old man, had a local excision and radical neck dissection for a 
retro-auricular lesion (Figure 3). The defect was covered by the auricula itself. No metas­
tasis was seen in any of the 85 lymph nodes of the radical neck specimen. Three years 
and two months after the operation there has been no recurrence of the disease.

Figure 3. Group 1, Case 4, a 43 year old male with 0.6 cm retro-auricular tumor 
surrounded by a pigmented halo 1.3 cm in diameter. Wide local incision including 
the auricular cartilege, right radical and left suprahyoid neck dissection were done.

Case 5: M.P., a 45 year old man, came to our hospital with a 1.7 by 1.5 cm lesion on 
the left temporal region (Figure 4 A) and three palpable lymph nodes beneath the anterior 
edge of the trapezius muscle. Local excision, skin graft, and posterolateral neck dissec­
tion were performed (Figure 4B) following the technique described by Rochlin. 16 None 
of the 20 lymph nodes revealed metastatic involvement. However, six months after the 
operation, a prc-auricular lymph node was noted and removed. There was no metas­
tasis histologically. The patient was given radiotherapy. In the 18 months since the opera- 
toin, there has been no evidence of local recurrence or distant metastasis.
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Figure 4. Group 1, Case 5, a 45 year old male. /\. 1.7 by 1.5 cm temporal lesion. B. Wide 
excision and posterolateral neck dissection. Note the incision of the posterolateral 
neck dissection extends from the protubcrcntia occipitalis externa downward and 

forward to the supraclavicular fossa, and then backward parallel to the clavicle.

Group 2: Upper Extremities

Case 1: A. A., a 55 year old woman, had a two-year history of subungual tumor on 
her left index finger. After histological diagnosis of malignant melanoma, mctacarpopha- 
langial disarticulation of the finger (Figure 5) and radical axilla dissection were performed. 
None of the 14 axillary lymph nodes showed any metastatic involvement. Now, almost 
two years after the operation, she is without any evidence of disease.

Figure 5. Group 2, Case 1, a 55 year old female with subungual malignant melanoma. 
Mctacarpophalangial disarticulation and radical axilla dissection were done.
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Case 2: N.O., a 39 year old man, had a 0.4 by 0.3 cm elevated nevus on the medial 
surface of his left humerus. Excisional therapy revealed it to be malignant melanoma. 
Wide excision, skin graft, and radical axilla dissection were done. Twenty-four lymph 
nodes were cleared from the axillary specimen. None of these showed any metastatic 
involvement. Two years and four months after the operation, the patient is without any 
evidence of local recurrence or distant metastasis.

Case 3: R. Y., a 40 year old man, was referred by another hospital after having had a 
right axillary lymph node biopsy which showed massive metastatic involvement. Follow­
ing this, local excision of a nevus on his right forearm was also done, and tests revealed 
this to be malignant melanoma. A wide local excision and radical axilla dissection were 
done, and metastatic involvement was seen in 25 of 27 lymph nodes. Although radiothe­
rapy was given, the patient died four months following the operation.

Case 4: H.F., a 34 year old man, came to us after having undergone excisional biopsy 
of a nevus on the lateral surface of his right elbow joint with a resulting diagnosis of 
malignant melanoma. A wide and deep re-excision was done, and the defect covered 
with a skin graft. After recovering from this operation, the patient went to England, 
where a radical axilla dissection was performed. According to the report sent from Eng­
land, no metastasis was seen in any of the four enlarged lymph nodes. However, the total 
number of lymph nodes was not mentioned. Now, three months after the operation, the 
patient is without any evidence of disease.

Group 3: Lower Extremities

Case 1: I. A., a 19 year old man, had had a biopsy of a 2 cm ulcerated nevus on the 
plantar surface of the second toe of his left foot. Amputation of the mid-portion of the 
second toe and a delayed ilio-inguinal lymph node dissection by the Gray-Bailey tech­
nique 17 were done. Thirty-three lymph nodes were cleared from the dissection specimen 
and no evidence of metastasis was found. Twenty months after this radical surgery, the 
patient is without any evidence of local recurrence or distant metastasis. However, a mild 
degree of lympho-cdcrra developed in his right leg (Figure 6).

Case 2: A.O., a 30 year old man, had several pigmented nodules of three years* duration 
on the medial and plantar surfaces of his left foot (Figure 7). Two fixed masses, 5.5 by 
4 cm and 3.5 by 2 cm, were palpated in the left inguinal region. Because of the solid fixa­
tion of the inguinal metastases, the case was considered to be inoperable. Biopsy of the pri­
mary tumor revealed it to be malignant melanoma. The patient was referred to the 
radiotherapy department, but he refused treatment and left the hospital.

Case 3: Z.N., a 38 year old woman, came to the hospital with a 13 by 8 cm ulcera­
ted tumor located on the heel and posterior half of the left foot (Figure 8A). She had 
had a local excision and radiotherapy eight months previously at another hospital. Ampu­
tation of the leg and radical :lio-inguinal lymph node dissection were performed (Figure 8B). 
She is still in the hospital and the lymph node clearing has not yet been completed.

Group 4: Abdominal Skin

Case 1: K. K., a 37 year old obese woman came to the hospital with multiple 
ulcerated lesions of the abdominal skin on the left side. The lesions varied in size from 
0.5 cm to 7 cm (Figure 9). A wide and deep excision was done, removing an atca of
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Figure 6. Group 3, Case 1, a 19 year old male with a 2 cm ulcerated tumor on the plantar 
surface of the second toe of right foot. Metatarsal amputation and radical ilio-inguinal 

dissection were performed. Note the lympho-cdcma of the leg and incision scar.

Figure 7. Group 3, Case 2, a 30 year old male with two fixed trasses on left toot.



MALIGNANT MELANOMA 187

Figure 8. Group 3, Case 3, a 38 year cld female. A. Amputation of leg and radical ilio-inguinal 
lymph node dissection were performed. Ulcerated tumor on heel and posterior half of 
the left foot. B. The incision extends from the iliac crest to the mid-portion of the femur, 

as shown.

Figure 9. Group 4, Case 1, a 37 year old female with multiccntric malignant mela­
noma of the abdominal skin. Wide excision was performed.

skin and subcutaneous tissue 22 by 18 cm in size. The skin of the abdomen was so 
flaccid that the defect closed without any difficulty. Because of the size and number 
of die lesions, the ease was considered to be advanced. Due to this fact and to the obesity 
of the patient, regional lymph node dissection was not performed. However, eight months 
after the operation the patient shows no evidence of local recurrence or distant metastases.
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Conclusion

Although malignant melanoma is highly malignant, it is curable if 
adequately treated early in the course of the disease. It is generally accept­
ed today that a biopsy should be done in every case of malignant mela­
noma before definitive treatment is undertaken. A wide and deep 
local excision plus prophylactic lymph node dissection is generally 
considered the operation of choice.

This small group of cases is presented to indicate the surgical treat­
ment of malignant melanoma localized in various areas of the body. How­
ever, the postoperative period is not long enough to evaluate the survival 
rate.

Summary

Thirteen cases of malignant melanoma of the skin arc analyzed in this 
paper. The author believes that wide local excision of the primary lesion 
plus prophylactic lymph node dissection is the procedure of choice in all 
operable eases.
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