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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.
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Please note, materials submitted to the Editorial Office Staff are supposed to meet the following requirements:

1. Articles must be provided with a double copy, in English or Russian languages and typed or
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7. Please indicate last names, first and middle initials of the native authors, present names and initials
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number under which the author is listed in the reference materials.

8. Please follow guidance offered to authors by The International Committee of Medical Journal
Editors guidance in its Uniform Requirements for Manuscripts Submitted to Biomedical Journals publica-
tion available online at: http://www.nlm.nih.gov/bsd/uniform_requirements.html
http://www.icmje.org/urm_full.pdf
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in square brackets] and in the reference list and numbers are repeated throughout the text as needed. The
bibliographic description is given in the language of publication (citations in Georgian script are followed
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9. To obtain the rights of publication articles must be accompanied by a visa from the project in-
structor or the establishment, where the work has been performed, and a reference letter, both written or
typed on a special signed form, certified by a stamp or a seal.

10. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors could be
reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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Abstract.

Acral lentiginous melanoma (ALM) is a rare type of cutaneous
malignant melanoma, predominantly affecting the acral sites
and subungual regions of the upper and lower extremities.
Unlike other melanoma types, UV exposure is not considered
a ac significant etiological factor. Instead, mechanical stress,
particularly traumatic injury, is recognized as a potential
contributor to ALM development, especially in weight-bearing
areas such as the sole. The presence of pre-existing pigmented
lesions may serve as precursors.

While diagnostic and therapeutic approaches for skin cancer are
well-established in existing guidelines — such as those proposed
by the European Joint Committee (EJC) and the American
Joint Committee on Cancer (AJCC) — certain limitations
are evident. These standardized protocols may not be fully
beneficial for each patient, which highlights the need for a more
personalized, patient-focused approach. In response, alternative
methodologies, including the personalized One Step Melanoma
Surgery (OSMS), have been introduced. OSMS offers a single-
stage surgical intervention that minimizes both financial and
psychological burdens compared to the conventional two-step
approach protocol by the EJC and AJCC guidelines.

We present a 57-year-old woman with a tumor-like lesion on
the right hallux. A prior injury 30-years earlier was reported,
after which a pigmented lesion developed and remains stable
for decades. Following a recent domestic trauma, the lesion
underwent rapid malignant transformation into an aggressive
subungual acral nodular melanoma with subsequent bone
infiltration, staged IIC T4bNOMO, Clark level IIC, Breslow
thickness > 4mm. Amputation of the right distal and proximal
phalanx of digitus I (hallux) was performed. BRAF testing,
re-excision with a 1.7 cm margin with a sentinel lymph node
biopsy within 2-4 weeks, and initiation of immunotherapy or
targeted therapy, were recommended.

Key words. Acral melanoma, subungual melanoma, nodular
melanoma, bone infiltration, surgery, amputation.

Introduction.

Acral lentiginous melanoma, or acral melanoma, is a rare and
distinct subtype of cutaneous malignant melanoma characterized
by a low mutational burden [1]. It occurs on the upper and lower
extremities, including the hands, palms, soles, fingers, toes, and
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nail units [1]. Unlike other types of melanoma, UV-radiation is
not regarded as a key contributor to the carcinogenesis of acral
melanoma [1].

Subungual melanoma, a rare type of acral lentiginous
melanoma, represents 1.9% of all cutaneous melanomas, and
is associated with poor prognosis [2]. The most frequently
affected sites are the nails of the great toes and thumbs, with
fingers being more commonly involved than the toes [3]. The
subungual region has a particular predilection for amelanotic
melanoma, accounting for nearly 25% of cases [3].

The absence of pigmentation can be misleading, often resulting
in a delayed diagnosis [3]. Differential diagnosis can include
subungual nevus, keratoacanthoma, subungual squamous cell
carcinoma, subungual hematoma, pyogenic granuloma, and
other conditions [3,4].

The primary treatment option is surgical excision, while
amputation is necessary in cases of suspected bone invasion
[5]. The surgical margins are determined based on the National
Comprehensive Cancer Network guidelines, according to
Breslow lesion depth [6]. Sentinel lymph node biopsy is
recommended for intermediate-thickness melanomas (1.0 to
4.0 mm) and for high-risk lesions (characterized by ulceration
and/or high mitotic figures) with melanomas ranging from
0.75 to 1.0 mm [6]. For advanced stages, targeted therapy and
immunotherapy may also be considered [5].

The challenging anatomical locations of these lesions often
limit the effective application of the guidelines, as wide
excisions may lead to functional complications for the patient.
Newer strategies and personalized recommendations should
be developed to ensure effective treatment while preserving as
much viable tissue as possible.

Case report.

A 57-year-old woman presented with a rapidly growing tumor-
like lesion on the right hallux (Figure la). Approximately 30
years ago, prior to the consultation in February 2025, following a
sports injury, a dark discoloration appeared, covering the nail of
the right hallux and remaining unchanged until November 2024.
That month, after a domestic injury, a wound developed, which
was treated locally from the patient with an epithelializing gel
but showed no significant improvement. The patient reported
progressive growth of the lesion, associated with pain, and in
recent weeks, spontaneous bleeding had occurred.
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The dermatological examination revealed a tumor-like
formation with central ulceration and hemorrhagic crusts in
the area of the right hallux (Figure 1a). Enlarged lymph nodes
were not palpable. The lesion was suspected for acral located
achromatic cutaneous melanoma.

A contrast-enhanced CT scan of the right foot, head,
chest, abdomen, and pelvis performed immediately before
hospitalization revealed a tumor formation with lysis of the
distal and middle third of the proximal phalanx. However, no
evidence of metastatic spread was detected.

Routine and urine tests revealed the following results: several
deviations from the norm have been detected: erythrocyte
sedimentation rate (ESR) - 31 mm/h (0-20 mm/h), CRP - 19.0
mg/l (0-5.0 mg/L), LDH - 238.0 U/1 (125-220 U/L).

Surgical removal of the tumorous lesion located on the right
hallux was planned. No pathological lymph node changes were
detected in the right popliteal fossa or the femoral triangle along
the course of the iliac arteries.

Amputation of the right distal and proximal phalanx of
digitus I (hallux) was performed under local anesthesia with
2% lidocaine (Figure 1b,c). The skin edges were adapted with
single sutures (Figure 2a,b), and a sterile dressing was applied.

The histological examination revealed an abundant
parakeratotic crust over areas of superficial epidermal necrosis,
with a compact proliferation of large melanocytes exhibiting
marked pleomorphism, atypical mitoses, and discohesion
(Figures 4a and 4b). The tumor infiltrated deeply into the
underlying dermis and bone matrix, forming necrotic foci within
a sparse lymphoplasmacytic stroma (Figure 3a,b and Figure
4a,b). No evidence of perineural or lymphovascular invasion
was observed. The resection margins were clear. Ulceration was
present. Clark level IIC, Breslow thickness > 4mm. A diagnosis
of nodular subungual melanoma, staged IIC (T4bNOMO) was
established based on whole-body contrast-enhanced CT findings
and histological analysis.

Figure la-c. Intraoperative view.

For the newly diagnosed type 2 diabetes mellitus, therapy
with gliclazide 90 mg per day was prescribed. Additionally,
amoxicillin/clavulanic acid 1000 mg was prescribed twice daily
— once every 12 hours for 7 days. Regarding the subungual
melanoma: 1) BRAF testing from the primary/lesional tissue, 2)
re-excision with a 1.7 cm margin and sentinel lymph node biopsy
within 2-4 weeks, and 3) potential initiation of immunotherapy
or targeted therapy, were recommended.

Discussion.

Acral lentiginous melanoma (ALM) is a rare subtype of
cutaneous malignant melanoma that occurs on acral sites,
including the palms, soles, and subungual regions of the
upper and lower extremities [7]. It is characterized by poor
survival rates, and unlike other forms of skin cancer, has not
been associated with UV exposure [7]. On dermatological
examination, the subungual melanoma presents as brown-black
pigmentation of the nail bed, which, as it progresses, may lead
to thickening or destruction of the nail, often accompanied by
pain and inflammation [6].

Interestingly, in the Japanese population, malignant melanoma
exhibits certain distinct characteristics, with approximately
40% of cutaneous melanoma occurring in the palmoplantar
and subungual regions [8]. 80% presents as acral lentiginous
type, while 15% manifest as nodular melanoma [8]. A study
analyzing 69 cases of primary volar and subungual melanomas
identified 31 (45%) as acral lentiginous, 18 (26%) as superficial
spreading, and only two (3%) nodular melanoma cases [9]. The
histopathological subtype in the remaining 18 biopsies could
not be determined [9]. Notably, 92% of subungual melanoma
cases were located on the thumb or great toe [9]. A third
study documented a total of 65 primary melanomas, with 32
cases (74%) occurring in the volar or subungual regions [10].
Interestingly, thickness greater than 3 mm was observed in
81.5% of cases, and in 37% of cases, the thickness exceeded 9

1a: A tumor-like formation with central ulceration and hemorrhagic crusts in the area of the right hallux.
1b,c: Amputation of the right distal and proximal phalanx of digitus I (hallux).
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Figure 3. An abundant parakeratotic crust over areas of superficial epidermal necrosis, with a compact proliferation of large melanocytes
exhibiting marked pleomorphism, atypical mitoses, and discohesion. The tumor infiltrates deeply into the underlying dermis and bone matrix,

forming necrotic foci within a sparse lymphoplasmocytic stroma.
3a: Osteolytic invasion HE x 40.
3b: Osseous islands invaded by atypical melanocytes HE x 40.

mm [10]. Additionally, a prior pigmented lesion was noted in 15
of the volar or subungual cases [10].

According to colleagues, ALM may be associated with
mechanical stress, suggesting that trauma could be a contributing
factor, particularly on the sole [11].
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Figure 4. An abundant parakeratotic crust over areas of superficial epidermal necrosis, with a compact proliferation of large melanocytes
exhibiting marked pleomorphism, atypical mitoses, and discohesion. The tumor infiltrates deeply into the underlying dermis and bone matrix,
Jforming necrotic foci within a sparse lymphoplasmocytic stroma.
4a: Subungual melanoma HE x 40.

4b: Subungual melanoma — necrotic zone HE x 40.

A cross-sectional, retrospective study of 177 Korean patients
with acral melanoma concluded that prolonged physical stress
or pressure strength played a significant role in the incidence
and spreading pattern of acral melanoma [12]. Additionally, the
predominant histopathological subtype was identified as acral



lentiginous melanoma (85.9%), followed by nodular melanoma
(12.8%) [12].

Another retrospective analysis of 685 cases of cutaneous
melanoma by Zhang et al. [13] found that 437 cases (63.8%)
involved melanoma on the extremities, with 104 patients (15.2%)
exhibiting an association between trauma and melanoma.

The lower extremities were the most frequently affected
anatomic sites, accounting for 74 patients (71.2%), followed by
the upper extremities in 17 cases (16.3%) [13].

This suggested that the extremities are at higher risk for post-
traumatic melanoma compared to other sites (OR 3.968; 95%
CI 2.267-5.592) [13].

These observations further support our case regarding
melanoma development following two past injuries — a sports-
related injury 30 years ago and a more recent domestic trauma
that occurred four months prior to the consultation. Two possible
scenarios could explain the progression in our case: 1) the initial
injury may have triggered carcinogenesis or contributed to the
development of a benign lesion that, over time, transformed
into an aggressive nodular melanoma, which subsequently
ruptured following the second injury; or 2) the first injury may
have led to the formation of a benign lesion, which remained
noncancerous until the second trauma, after which it underwent
rapid malignant transformation into an aggressive subungual
acral nodular melanoma with subsequent bone infiltration.

In a prognostic study of 142 cases by Lv et al. [14], it was
found that the toenail was more commonly involved than the
fingernail, with the great toe accounting for 56.5% of the cases,
followed by the thumb with 21.7% [14]. In the table provided,
one of the clinical characteristics of patients with acral melanoma
was the duration of the lesions before diagnosis, which ranged
from 10 days to 70 years [14]. Notably, 21 patients (14.8%) had
lesion that lasted more than 10 years [14].

Similarly prolonged intervals, as described in the
abovementioned study, may also account for the nearly 30-year
duration observed in our patient’s case prior to diagnosis.

Post-traumatic amelanotic subungual melanoma was observed
one month after an injury caused by nail clippers [15]. The
prior trauma history, along with the misleading clinical
appearance of the lesion, delayed the diagnosis, leading to the
patient undergoing complete amputation of the fourth finger
[15]. Before the amputation, the patient resulted negative for
metastatic disease, and no regional lymph nodes were detected
[15]. However, eight months later, metastases were discovered
in the lung and liver, and the patient eventually passed away
[15].

Another case of pathological nail growth following trauma
was reported by Steen et al. [16]. Eleven years post-accident
the nail was removed, and the defect was reconstructed using
a split-thickness skin graft [16]. Six years after the surgery a
nodular malignant melanoma developed beneath the skin graft
[16].

Cases of malignant melanoma affecting interdigital spaces
have already been published in the literature [17,18]. Although
our case involves melanoma localized to the right hallux, it
shares similarities regarding the prolonged period prior to
diagnosis and possible further involvement if treatment is
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delayed or inadequate [17,18]. Proper management of such
lesions is crucial, encompassing accurate staging and early
surgical intervention [19].

The diagnosis and treatment of cutaneous melanoma are
thoroughly outlined in the literature through established
guidelines, specifically developed by multidisciplinary experts
across Europe [20,21]. These guidelines aim to integrate the
latest evidence-based recommendations and address areas of
debate, providing unified protocols for clinicians to follow
[20,21]. In the first part of the consensus, diagnostic criteria
are clearly defined: evaluation begins with a thorough clinical
examination, followed by dermoscopy, and if melanoma
is suspected, histopathological evaluation is required [20].
Additionally, sequential digital dermoscopy and whole-body
photography may aid in the detection of early-stage melanoma,
while confocal reflectance microscopy can be utilized in
certain cases [20]. Once the diagnosis is confirmed, the second
part of the consensus offers standardized treatment strategies
[21]. Alongside the European consensus recommendations,
guidelines for the management of primary cutaneous melanoma
have also been established by the American Joint Committee on
Cancer (AJCC) [22]. Given the surgical focus of our case, only
the surgical recommendations from the treatment consensus
will be briefly discussed [21].

Both recommendation frameworks emphasize excisional
biopsy as the initial step in the managing primary cutaneous
melanoma [21,22]. Summarized tables detailing surgical margin
guidelines are provided, modified from the European Joint
Committee (EJC) consensus by Garbe et al. [21] and Swetter et
al.[22] (Tables 1 and 2). Both guidelines recommend performing
two surgical excisions [21,22] (Tables 1 and 2). According
to the EJC guidelines, the primary excision/excisional biopsy
should maintain margins between 0.1 and 0.3 cm regardless
of the Breslow tumor thickness (Table 2) [21]. In contrast, the
AJCC provides varying surgical margin recommendations, as
summarized in the table below (Table 2) [22]. While specific
margin recommendations may differ between the guidelines, a
secondary excision/re-excision is always advised with or without
sentinel lymph node biopsy (Tables 1 and 2) [21,22]. This
second surgical intervention/re-excision involves an additional
surgical field, determined by the Breslow thickness (Tables 1
and 2). For melanomas with a Breslow thickness greater than 2
mm, both guidelines aim to achieve a total surgical margin of 2
cm in all directions, performed in two surgical sessions (Tables
1 and 2) [21,22].

While these recommendations are effective, they may lack
personalization. Limitations such as the necessity for additional
surgical intervention, increased financial burden due to a
second procedure, heightened patient stress, and the potential
requirement for additional lymph node biopsies are not fully
considered when following standardized guidelines. Over the
years, our team has prioritized a more individual approach,
opting for a single surgical intervention (Table 3) [23-28]. This
strategy aims to reduce both financial and psychological burden
on the patient while still achieving disease-free outcomes [23-
28]. In addition to the recommended complete surgical margins
achieved through a single-stage intervention, as outlined in



Table 1. Surgical margin recommendations for primary cutaneous

melanoma modificated from AJCC, Swetter et al., 2019 [1].

Tumor thickness (Breslow) SurgicalAmargin*

In situ 0.5-1 cm always 2 surgical sessions

<1.0 mm 1 cm/ always 2 surgical sessions

>1.0 to 2.0 mm 1-2 cm/ always 2 surgical sessions

~2.0 mm 2 cm/ always 2 surgical sessions (if
necessary)

Table 2. Modificated from EJC recommendations (C. Garbe et al.,

2022) [2].

Breslow . .
thickness Recommended surgical margins/ EJC
Melanoma 0.1 - 0.3cm primary exc1s1(?n/ eximslonal blopsy,
o followed by secondary excision in order to achieve total
in situ . . . .
surgical margin of 0.5cm in all directions
0.1 - 0.3cm primary excision/ excisional biopsy,
<2mm followed by secondary excision in order to achieve total
surgical margin of 1cm in all directions
0.1 - 0.3cm primary excision/ excisional biopsy,
>2mm followed by secondary excision in order to achieve total

surgical margin of 2cm in all directions

Table 3. Personalized One step Melanoma surgery (OSMS)
recommendations. Updated version 2025.

Breslow thickness Recommended surgical margins
1.0 cm /PREOPERATIVELY/Mandatory:
clinical/dermatoscopic evaluation obligate/ if
possibility for echographical examination-from
benefit/ when possible - confocal microscopy
additionally)
1.0 cm / PREOPERATIVELY/Mandatory:
clinical/dermatoscopic evaluation obligate/ if
possibility for echographical examination-from
benefit/ confocal microscopy additionally)
2.0 cm /PREOPERATIVELY/: (with
SLNB), (Mandatory: clinical/ dermatoscopic
1.01- 2.0 mm /Class evaluation, echographic tumour thickness
A measurement preoperatively/ when possible -
confocal microscopy additionally, CT contrast,
PET SCAN, echography lymph nodes)
2.0 cm /PREOPERATIVELY/: (with
SLNB), (Mandatory: clinical/ dermatoscopic
2mm- 4 mm /Class |evaluation, echographic tumour thickness
B measurement preoperatively/ when possible-
confocal microscopy additionally, CT contrast/
PET SCAN, echography lymph nodes)
2.0 cm complete surgical margin or less with /
without SLNB to be discussed on tumour
board.
/PREOPERATIVELY/: Mandatory: clinical/
dermatoscopic evaluation, echographic tumour
thickness measurement preoperatively/ when
possible-confocal microscopy additionally, CT
contrast, PET SCAN, echography lymph nodes)

Melanoma in situ

<Ilmm

>4mm

the “guideline” proposed by our team [23-28], Table 3 also
highlights specific mandatory preoperative evaluations essential
for ensuring optimal disease outcomes alongside complete
excision.
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In lentiginous acral and mucosal melanoma, poorly defined
margins can often pose a significant challenge due to the
inconsistency between clinically visible and histopathological
margins [21]. Local recurrences are frequent, which is why an
increased surgical safety margin of at least 1 cm, or by narrower
margins combined with micrographic control, is recommended
[21].

Distal and proximal amputation is recommended when
periosteal invasion is suspected [29-31]. In our case, amputation
of the distal and middle phalanges was performed due to
confirmed bone infiltration.

Conclusion.

Although standardized treatment guidelines have demonstrated
efficacy, they may not represent the optimal approach for every
patient. Certain limitations persist, highlighting the need for
ongoing discussion within the medical community to further
personalize management strategies. Amputation remains an
option when bone infiltration is evident, regardless of Breslow
thickness.
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