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Melanoma kills 350 New Zealanders a year



Case Studies



CASE 1



Specimen.Part1/3

SKIN LESION LEFT FOREARM
Microscopy.
Sections show epidermis, dermis and normal subcutis. The skin shows a
dysplastic junctional melanocytic naevuswith architectural disorder. The
lesion is clear of the surgical margins.
Diagnosis:

SKIN: DYSPLASTIC JUNCTIONAL MELANOCYTIC NAEVUS. SURGICAL MARGINS CLEAR.

______________________________________________________
Specimen.Part2/3

SKIN LESION RIGHT ANTERIOR SHOULDER
Diagnosis:

SKIN: MELANOMA IN-SITU. CLOSEST SIDE MARGIN 2.6 MM.
______________________________________________________
Specimen.Part3/3

SKIN LESION RIGHT POSTERIOR SHOULDER
Gross Description.
Diagnosis:

SKIN: MELANOMA IN-SITU. CLOSEST SIDE MARGIN 8.0 MM.
Signed by: Reported by Dr Heng Teoh

Monday morning going through your In box



Notes say

Dear Dr,

ά¢Ƙŀƴƪ ȅƻǳ ŦƻǊ ȅƻǳǊ ǊŜŦŜǊǊŀƭ ƻŦ .ƛƭƭΧΦΦ
He has recently seen Dr A (dermatologist) who found 3 lesions (left
arm, R front shoulder, and R back shoulder) all suspicious of
melanoma. The one on his left forearm you have biopsied before and
the histology was benign. This is clinically and dermoscopicallya
melanoma and given its duration is probably a very slow growing MIS.
Small samples of these types of MIS's, in my experience, are often
initially reported as benignΦέ







SUPPLEMENTARY REPORT

The dermatoscopicpictures were reviewed. Sections show skin

with a melanocytic lesion composed of melanocytes with a pale cytoplasm and
enlarged, hyperchromatic nuclei. The melanocytes proliferate singly and in
nests at the dermoepidermaljunction. Single melanocytes are present at all
levels of the epidermis in a buckshot scatter. There is no evidence of

dermal invasion. The lesion is 3.8mm from the closest resection margin.

MALIGNANT MELANOMA IN SITU, SUPERFICIAL SPREADING TYPE, 
RADIAL MARGIN 3.8MM



Examples of other Clinically Malignant lesions that 
histopathologists have problems with









Take Home Messages

Review your notes

Photos very helpful

Discuss with the pathologists

Punch biopsies: risk of sampling error



CASE 2











Sun-damaged skin to deep reticular dermis.Thebiopsy passes through a
superficial nodular basal cell carcinoma.
Diagnosis.
SKIN OF SCALP (PUNCH BX #5):BASAL CELL CARCINOMA

______________________________________________________
Specimen. Part   6/8
PUNCH BIOPSY FROM FRONT AND POSTERIOR SCALP 1 THROUGH 8
(AS INDICATED ON THE SPECIMEN CONTAINER)
Gross Description.
The specimen consists of a punch biopsy of skin 1 mm in diameter and 2 mm
in depth.
1 NR 3L
Microscopy.
Sun-damaged skin to mid-reticular dermis. The biopsy passes through a
malignant melanoma in-situ.

Diagnosis.
SKIN OF SCALP (PUNCH BX #6):MALIGNANT MELANOMA IN-SITU
______________________________________________________
Specimen. Part  7/8
PUNCH BIOPSY FROM FRONT AND POSTERIOR SCALP 1 THROUGH 8
(AS INDICATED ON THE SPECIMEN CONTAINER)
SKIN OF SCALP (PUNCH BX #5):BASAL CELL CARCINOMA

______________________________________________________





SKIN LESION SCALP
SYNOPTIC REPORT FOR INVASIVE MALIGNANT MELANOMA
SUMMARY DIAGNOSIS:
INVASIVE MALIGNANT MELANOMA, CLARK LEVEL 2, BRESLOW THICKNESS 0.4 MM,
CLOSEST SIDE MARGIN 2.3 MM.OTHER SIDE MARGIN 3.2 MM.CLOSEST DEEP MARGIN
5.8 MM.

Tumour Type: Invasive malignant melanoma arising in an area of melanoma
in-situ
Clark Level: 2
Breslow Thickness: 0.4 mm
Ulceration: Nil
Tumour Infiltrating Lymphocytes: Mild
Regression: Nil
LymphovascularInvasion: Nil
Perineural Spread/Neurotropism: Nil
Mitotic Rate: 0 per sqmm
Microscopic Satellitosis: Nil
Radial Margin of Excision: Closest margin 2.3 mm. Other margin 3.2 mm.
Deep Margin: Closest deep margin 5.8 mm.





WIDE EXCISION SKIN LESION SCALP

Microscopy
Sections of sun damaged skin with subcutis show dermal fibrosis, patchy
inflammation and giant cells in keeping with previous surgery. There is

residual melanoma in situ present. This is clear of the nearest radial
margin (9 o'clock) by 4 mm. There is no residual invasive melanoma, which

is confirmed by immunohistochemistry for sox10.
DIAGNOSIS - SCAR, MELANOMA IN SITU
Signed by: Reported by Dr.Simeon Barker
Anatomical Pathologist



Photos very helpful

Discuss with the pathologists

Punch biopsies for mapping

Take Home Messages



CASE 3

Elderly woman

Keratotic lesion L thigh

άIŀǎ ōŜŜƴ ǘƘŜǊŜ ŦƻǊ ȅŜŀǊǎ ŀƴŘ ƴƻǘ ŎƘŀƴƎƛƴƎέ

GP concerned because of dermatoscopicappearance







Lines thick and curved with brown clods 
(brain - like appearance) in a seborrhoeic

keratosis



Black clods (comedo- like openings) in a 
seborrheickeratosis



White clods (milia - like cysts/sky at night) 
in a seborrheickeratosis



Nodular melanoma



More examples of Clinically Benign looking 
Melanomas and how a dermatoscopemakes 

the diagnosis






