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PATHOLOGY AND STAGING FOR MELANOMA
If you have been diagnosed with melanoma, this brochure can provide you with
information to help you understand results from your biopsy and any further surgical
procedures you have.

PATHOLOGY
A pathologist is a doctor who examines tissue under a microscope to determine
whether a tissue sample has normal or diseased cells.
If you or your doctor find a suspicious looking spot or lump, a biopsy can
determine whether there are melanoma cells present. Once a biopsy has been
taken, the sample will be sent to a pathologist for examination.
Common biopsy procedures include:
Excision Biopsy: a scalpel is used to remove the entire affected area and often
some healthy tissue for examination.
Punch Biopsy: the removal of a circular area of skin with an instrument known
as a punch.
Incision Biopsy: a scalpel is used to remove a portion of the affected tissue for
examination.
Shave Biopsy: a superficial area of the lesion is taken off, often with a
razor-type blade.
Fine Needle Biopsy: a needle similar to that used for blood collection is used to
capture a sample of cells.
When the pathologist receives your tissue, they carefully examine it and select
areas for further more detailed examination under a microscope. The tissue
is then set in paraffin wax (creating a block), sliced thinly and the sections are
stained with dyes and placed under a microscope
for examination. The unused tissue remaining in the
paraffin wax is stored by the pathology laboratory.
Further samples can be taken from the same block
if more tests are needed. Following examination, the
pathologist will write up their findings in a pathology
report. This report will be sent to your doctor so he or
she can discuss the report with you.
HOW LONG DO PATHOLOGY REPORTS TAKE?
A complete pathology report can take up to two
weeks to prepare. This report contains information
that will guide your treatment.
HOW DO I GET A COPY OF MY PATHOLOGY?
If at any time you would like a copy of your pathology
reports you can request one from your doctors.

UNDERSTANDING PATHOLOGY REPORTS
Your pathology report will have a detailed description of your tissue sample and
may look similar to the example shown below.
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SAMPLE PATHLOGY REPORT
CLINICAL DETAILS
Changing lesion right back.
MARCOSCOPIC
Oval piece of skin measuring 30x50mm.
MICROSCOPIC REPORT
Specimen type: Excision
Site: Right back
Diagnosis: Melanoma
Classification/Main pattern: Nodular
Thickness: Breslow 2.6 mm
Clark level: IV
Ulceration: Present
Dermal mitoses: 5 per mm2
SUMMARY
Skin right back, excision, NODULAR MELANOMA

Your doctor will explain what your results mean and how this will determine
further procedures or treatment recommendations. The terms typically
used in pathology reports are explained on the next few pages and will help
you to understand what your results mean. If you have further questions, talk to
your doctor.

MACROSCOPIC DESCRIPTION
This is a description of what the pathologist sees when looking at your sample
with the naked eye. The specimen type refers to the type of sample that was
taken from you, whether a shave, punch, incision, excision or fine needle biopsy.
Site is the area on your body where the biopsy came from. This part of the report
may describe the size of the sample and the size and appearance of any lesion
within it.
MICROSCOPIC DESCRIPTION
This is a description of what the pathologist observes from looking under the
microscope and provides more technical and diagnostic information.
DIAGNOSIS
Melanoma. This diagnosis will also usually be confirmed in the summary
of the report.
TYPE OF MELANOMA/CLASSIFICATION
There are different types of melanoma and your pathology report will outline
how your melanoma is classified.
Superficial spreading melanoma
This is the most common type of melanoma making
up about 50% of all melanomas diagnosed. This
melanoma usually appears as a dark spot with irregular
borders that spreads across the skin.
Nodular melanoma
Nodular is one of the most rapidly growing types of
melanoma. It appears as a raised lump or ‘nodule’
and can be brown, black, pink or red in colouring, or
have no colour at all. About 15% of all melanomas are
nodular.
Lentigo maligna melanoma
Lentigo maligna melanomas begin as large freckles.
They are commonly found in older people, often in
areas that have received a lot of sun exposure such
as the face, head, neck and upper body. This type of
melanoma makes up 10% of all melanomas.
Acral lentiginous melanoma
Acral is a rare type of melanoma that tends to grow
on the palms of hands, soles of the feet or under
the nails (subungual). It accounts for about 3% of all
melanomas.

Other, less common types of melanoma include desmoplastic and naevoid
melanoma. Mucosal melanomas can be found in tissues in the respiratory,
digestive, and reproductive tracts. Uveal (ocular) melanomas develop in the eye.
Breslow Thickness: This is the depth of your melanoma in millimeters and is
used along with other features to stage the melanoma. Thinner melanomas
have a better prognosis.
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Clark Level: Your pathology report may also show a Clark level of invasion. This is
a number that ranges from 1–5 (written in Roman numerals I–V) to describe
how deeply the cancer has penetrated the skin. Clark level 5 (V) is the deepest
level of invasion.
Ulceration: Ulceration is the breakdown of the top layer of skin over the
melanoma. The presence or absence of ulceration is used to help determine
the stage of melanoma. The presence of ulceration indicates a more rapidly
growing melanoma.
Dermal mitoses: This describes how quickly the melanoma cells are dividing.
Higher mitotic rates (e.g. greater than 5 per mm²) indicate faster growing
melanoma and are associated with a worse prognosis.
Surgical margin: The report may describe the presence or absence of melanoma
cells at the edges or deepest part of the sample (surgical margins). If these
margins are positive (melanoma cells are present) more surgery may be
needed.
Lymph node status: The number of lymph nodes removed at surgery and the
number of nodes with melanoma cells present in them will be recorded on
the report you receive after surgery.

STAGES OF MELANOMA AND LIKELY TREATMENT OPTIONS
Stage

Definition

Main treatment options

In situ
Stage 0

At this stage the tumour is
confined to the cells in the
top layer (epidermis) of
the skin. The melanoma
has not invaded deeper layers
(dermis).

Surgical removal (wide local excision)
is the main treatment.

Stage I

A stage I melanoma can be up
to 2mm in thickness without
ulceration; or up to 1mm in
thickness with ulceration.

Surgical removal is the main treatment.
Sentinel lymph node biopsy (removal
of nearby lymph nodes) may be
considered to look for spread of
melanoma to lymph nodes. It may be
recommended if your melanoma is less
than 1mm in Breslow thickness or in
some patients whose melanoma shows
other adverse prognostic factors.

Stage II

Stage II melanoma is defined
by thickness and ulceration.
Tumours thicker than 2mm
with or without ulceration,
and tumours between
1–2mm with ulceration.

Surgical removal is the main treatment
and sentinel lymph node biopsy may
be considered to look for spread of
melanoma to lymph nodes. Adjuvant
therapies (additional drug treatment
or radiation) may occasionally be
recommended.

Stage III

At stage III melanoma can
be any thickness and is
when the melanoma has
spread to nearby lymph
nodes or tissues.

Surgical removal is the main treatment.
Lymph node dissection (removal of
all lymph nodes within the region
concerned), drug and radiation
therapies may be considered.

Stage IV

Stage IV melanoma can be
any thickness, with spread
(metastases) to distant lymph
nodes or to distant sites
(e.g. lung, liver, brain, bone).

Surgery or systemic (drug) therapies
including immunotherapy,
chemotherapy and targeted therapy
may be recommended. Radiation
therapy may also be used.

STAGING MELANOMA
Staging a melanoma provides a description of how widespread the cancer is.
Characteristics described in your pathology report including Breslow thickness,
ulceration, mitoses and the involvement of lymph nodes or spread to other
organs determine the stage of your melanoma. This in turn, helps guide the
treatment approach your doctor will recommend for you.

MOLECULAR PATHOLOGY TESTING AND
MUTATIONS IN MELANOMA
If you have Stage III or Stage IV melanoma, your doctor may talk to you about a
BRAF test or mutation test that looks for changes (mutations) in the DNA code of
your melanoma.
BRAF (pronounced B-Raf ) is a protein found in all cells and is part of a
signalling pathway that encourages healthy cell growth. Approximately
40% of melanomas are found to have a BRAF mutation. The abnormal (mutated)
BRAF causes the melanoma cells to grow in an uncontrolled way. People who
have this mutation in their melanoma may benefit from drugs that specifically
target abnormal BRAF.
The test itself can often be conducted using the tissue that was removed during
your previous surgery so often does not require an additional procedure.

WHAT HAPPENS TO MY TISSUE?
After surgery to remove the melanoma, a small part of the tissue removed is
examined by the pathologist to prepare the pathology report. Some of the
remainder of the tissue is stored in wax blocks by the pathology department. It is
possible to do multiple tests using this same block of tissue.
Patients of the Melanoma Institute Australia are invited to become donors to the
BioSpecimen Bank. The BioSpecimen Bank is a collection of tissue and information
about people with melanoma that can be used for future research. If you agree to
be a donor, we will take a small sample of tissue that is not required for pathology
and store this in the Bank.
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