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Abstract 
Skin cancer is a common healthcare issue that affects millions of people worldwide. Only a small part of that population is suffering from 
melanoma and an even smaller proportion has melanoma developed on a pre-existing nevus. This paper illustrates five such cases, 
diagnosed over an 18-month period, with their histological particular aspects. Among the total number of patients diagnosed and treated in 
the Department of Plastic and Reconstructive Surgery, University Emergency Hospital, Bucharest, Romania, over approximately one year, 
of which half for melanoma in general or for benign nevi, only a small fraction had developed melanoma on a common or dysplastic nevus. 
These patients, as well as those with de novo developed melanoma, are a reason for concern since most of the lesions were diagnosed in 
a locally advanced stage of the disease. Though efforts are being made to screen and diagnose early, there are still a lot to be done in order 
to lower the mortality and morbidity rates for this pathology. 
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 Introduction 

Among all malignancies, skin cancer is by far the 
most frequent. Currently, between 2 and 3 million non-
melanoma skin cancers and 132 000 melanoma skin cancers 
occur globally each year [1]. There are more new cases of 
skin cancer each year [2] than the combined incidence 
of breast, prostate, lung and colon cancer [3]. Only 4% 
of all cancers [4] and 1% of all skin cancers [3] are 
melanomas; out of these, very few develop on pre-existing 
pigmented nevi. According to a study by Tsao et al. [5], 
it was estimated that the lifetime risk of any selected 
nevus transforming into melanoma by the age of 80 years 
old (for a 20-year old individual) was about 0.03% for 
men and 0.009% for women. 

Nevertheless, mortality from cutaneous melanoma  
is significant. The estimated five-year survival rate for 
patients with localized disease is about 98% in the U.S. 
This rate falls to 62% when the disease reaches the lymph 
nodes and 18% when distant metastases are present [3]. 
In addition, response to neoadjuvant treatment, such as 
chemotherapy or radiation therapy, is far from satisfactory, 
especially in advanced stages of the disease. Thus, it 
represents a major public health concern, especially 
among fair-skinned Caucasians who are predisposed for 
developing skin lesions, benign or malignant, throughout 

their lives. Recently, targeted genetic therapy is being 
researched and implemented for locally advanced and 
metastatic disease, in patients with B-Raf proto-oncogene, 
serine/threonine kinase (BRAF) and tyrosine-protein kinase 
Kit (c-Kit) gene mutations, with promising results [6–9]. 

The aim of this study was to recognize and better 
apprehend melanocytic lesions with malignancy risk, as 
well as report the one-year incidence of the Department of 
Plastic and Reconstructive Surgery, University Emergency 
Hospital, Bucharest, Romania. 

 Case presentations 

Taking into account the patients admitted in the 
Department of Plastic and Reconstructive Surgery, University 
Emergency Hospital, Bucharest, Romania, between January 
2016 and July 2017, 26 of them were diagnosed with 
melanoma following surgery. Out of them, only five 
(19.23%) cases presented melanoma developed on a pre-
existing nevus. 

Case No. 1 

The first patient, a 63-year-old woman, presented with 
a large skin lesion located on the abdomen, approximately 
20/20 mm, heterochromatic and irregular in shape, which 
bled spontaneously or after minimal trauma (Figure 1). 
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The lesion was clinically suspicious; therefore, a wide-
margin resection was performed per primam intentionem. 
Microscopic examination revealed Clark level III, Breslow 
of 1.06 mm melanoma developed on a common compound 
nevus with a mitotic rate of 2 mitoses/mm2, without 
ulceration, regression, emboli or perineural invasion. 
Resection margins were negative. Given these results, the 
patient was subsequently advised to undergo a lympho-
scintigram in order to assess lymph node status. Bilateral 
inguinal nodes showed increased activity. The patient was 
informed and she opted for a surgical excision of the 
reactive nodes. Histological examination revealed pigmented 
cells in the nodes. Immunohistochemical (IHC) staining 
was performed to provide a positive diagnosis, and results 
were negative for malignant melanocytes. Following a 
brief recovery period, the patient was discharged without 
complications and is currently being monitored by her 
oncologist. 

Case No. 2 

The second patient is a 35-year-old woman who 
presented with a 10/9 mm pigmented lesion on the helix 
and superior crus of her left ear (Figure 2). She was 

referred to a specialist by her family physician, who was 
concerned by the size of the lesion and the fact that it 
had constantly grown in the previous three months. The 
lesion was again excised with safety margins, including 
ear cartilage. The microscopic examination revealed 
melanoma developed on a dysplastic nevus with Clark 
level III, Breslow of 1.1 mm, 1 mitosis/mm2 and negative 
for ulceration, regression, emboli or perineural invasion 
(Figure 3, a and b). Margins were also negative, including 
the excised cartilage. Histologically, atypical nests of 
malignant melanocytes were present in the center of the 
lesion and at the dermoepidermal junction, whereas, at 
the periphery, we can see nests of nevocytes typically for 
a dysplastic nevus. IHC results confirmed the diagnosis. 

Since Breslow thickness was over 1 mm, and the 
lesion was localized at the head, the patient was a good 
candidate for sentinel lymph node biopsy. However, the 
exam was not readily available at the moment and in 
order to avoid further delays, the patient was offered the 
option of a lymphoscintigram, which she accepted. The 
result showed no reactive lymph nodes and the patient 
was discharged with similar recommendations as the 
first patient in our case reports. 

 

  
Figure 1 – Melanoma developed on a dysplastic nevus. Figure 2 – Melanoma developed on a common nevus 

localized on the abdomen: ear – gross aspect. 
 

Figure 3 – (a) Melanoma developed on a dysplastic nevus – in the lower-right corner, there are nests of dysplastic 
melanocytes arranged at the dermoepidermal junction, whereas in the upper left corner, the lesions are characteristic of a 
melanoma; (b) Melanoma developed on a dysplastic nevus – on the left part of the image, there are nests characteristic 
for dysplastic nevus. Hematoxylin–Eosin (HE) staining: (a and b) ×100. 
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Case No. 3 

The third patient, a 40-year-old woman, was referred 
to the Department of Plastic Surgery by a dermatologist. 
He had noted an abnormal looking lesion on the patient’s 
posterior thorax, a lesion that had been growing constantly 
and was recently traumatized. Physical examination revealed 
a 10/12 mm dark brown lesion. It was surgically excised 
and the results showed in situ melanoma developed on a 
pre-existing nevus. The results were confirmed by IHC 
staining. She was advised against UV exposure, and is 
seen periodically by her dermatologist for recurrences 
or new lesions. 

Case No. 4 

The fourth patient in our group was a 31-year-old 
woman. She had seen her family physician when she had 
accidentally traumatized a pigmented skin lesion on her 
left hip. He referred her to our Department and the skin 
lesion was excised. It was a 12/10 mm heterochromatic skin 
lesion with uneven borders. The results revealed Clark level 
III, Breslow 0.9 mm melanoma developed on a nevus, 
noting 1 mitosis/mm2 and negative for ulceration, regression, 
emboli or perineural invasion. The resection margins were 
negative. Given that she had a Breslow depth of less than 
1 mm, but a mitotic rate of 1 mitosis/mm2, performing a 
lymphoscintigram was discussed with the patient. She 
agreed to the investigation, and the results were negative. 
She is under oncological supervision and returns to our 
Department periodically for follow-up visits. 

Case No. 5 

The fifth patient is a 34-year-old female, referred to 
the Department of Plastic Surgery by her dermatologist, 
who noticed an abnormal looking pigmented lesion on 
her posterior thorax. The lesion was about 8/6 mm, with 
heterochromatic aspect and irregular surface (Figure 4). 

In our Department, given the macroscopic aspect of 
the lesion and the dermatologist’s consult, the lesion was 
excised with wide safety margins and the histopathological 
result showed a malignant melanoma developed on a nevus 
with Clark level III and Breslow depth of 0.7 mm. Margins 
were negative. It presented no atypical mitoses, ulceration, 
necrosis, regression, emboli or perineural invasion. The 
staining presented malignant nests in the middle of the 
lesion and maturated, uniform nevocytes, without atypia, in 

the deeper portion of the tumor (Figure 5, a and b). The 
inflammatory infiltrate was predominant lymphocytic. IHC 
staining was also performed to confirm the diagnosis, and 
it revealed S100, melan A and pan-melanoma cocktail 2 
[melanoma antigen recognized by T-cells 1 (MART-1) and 
tyrosinase] positive in the tumor cells, and Ki-67 positive 
in 30% to 40% of the tumor cells nuclei (Figure 6, a–d). 

Considering treatment guidelines, for patients with 
melanomas less than 1 mm thickness, with no ulceration, 
mitotic rate <1 mitosis/mm2 and no adverse features (stage I, 
IA or in situ), the recommended treatment is wide-excision 
surgery. Thus, this patient was discharged from our 
Department and was advised to return for periodic follow-
up visits, to avoid prolonged exposure to UV radiation 
and to register with an oncologist in her hometown. 

 Discussions 

Melanoma is a rare form of skin cancer, with a high 
mortality rate if left untreated. However, its incidence has 
grown in the past decades, partly due to environmental risk 
factors, such as thinning of the ozone layer, partly due to 
more accurate diagnostic methods and better reporting 
systems. The general population now knows, throughout 
skin cancer awareness programs in the media that melanoma 
can frequently develop on pre-existing benign nevi that 
turn malignant. While the information is true and any skin 
lesion that changes in shape, size and color should be 
investigated by a specialist, only a small part of all 
melanomas developed on previously-existing, benign nevi. 

 
Figure 4 – Melanoma developed on a common nevus: 
posterior thorax – gross aspect. 

 

Figure 5 – (a) Melanoma developed on a common nevus, with nests of nevocytes in the lower left corner of the image; 
(b) Melanoma developed on a nevus. Hematoxylin–Eosin (HE) staining: (a and b) ×100. 
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Figure 6 – Melanoma developed on nevus: (a) Anti-S100 antibody immunostaining, ×100; (b) Anti-melan A antibody 
immunostaining, ×100; (c) Anti-HMB-45 antibody immunostaining, ×200; (d) Ki-67 antibody immunostaining, ×100. 
HMB-45: Human melanoma black-45. 

 
In the Department of Plastic and Reconstructive Surgery, 

during the time frame mentioned, 103 patients had benign 
pigmented skin lesions surgically excised. Sixty-one 
(59.22%) patients had one or multiple nevi and 21 (20.38%) 
had dysplastic nevi. Because our Department is a surgical 
department, simple observation of the development of skin 
lesions over time is not always applicable. Though the 
cohort of patients treated and studied in our Department 
is not significant for a general assessment of the risk of 
benign skin lesions turning into melanomas, it is worth 
mentioning that only one patient in that time period had 
a melanoma developed on a dysplastic nevus. 

Dysplastic or atypical nevi are considered to be 
precursors of melanoma, mainly because their histological 
characteristics, such as architectural disorder and cytological 
atypia, are similar to both benign proliferations and 
melanoma [10, 11]. In a large meta-analysis conducted 
by Gandini et al. [10, 12], dysplastic nevi were overall 
shown to be a prominent risk factor for developing 
melanoma. It is estimated that about 20% of melanomas 
arise from dysplastic nevi, while most are de novo lesions 
[10, 13]. Little is known and studied about melanoma 
developing from other types of nevi. Another study, 
conducted by Tucker et al. [10, 14], followed families with 
high risk of developing melanoma and found that most 
of their dysplastic nevi remained stable over time. This 
was also true for patients without familial history [15]. 

There are other studies which suggest a much higher 
rate of melanoma developing on a pre-existing nevus, as 
opposed to de novo occurrences. A study by Haenssle  
et al. [16] reported remnants of melanocytic nevi in 54.2% 
of melanoma patients examined. A larger meta-analysis 
conducted by Pampena et al. [17] that reviewed case 
control and cohort studies, summing 20 126 melanomas 
indicated that 29% of melanomas were nevus-associated, 
although mentioning heterogeneity between studies. They 
also noted a much lower average Breslow thickness in these 
cases as opposed to de novo melanomas. This finding is 
similar to the cases in our studies, where despite macroscopic 
size, and delayed presentation, the tumors were relatively 
thin, compared to similar, de novo melanomas. That was 
also a factor that contributed to the favorable prognosis 
of the patients. Another study, conducted in Brazil [18] 
reports similar findings, with one-third of melanomas 
developing on pre-existing nevi. This study also reported 
a higher occurrence rate of this kind of malignancy on the 
trunk than on the head. Out of the five cases presented, 
four were located on the trunk and one on the head.  
The study also found a higher rate of nevus-associated 
melanoma in areas intermittently exposed to the sun. 
Such was the case in four of our patients, who developed 
melanomas on their posterior trunk, abdomen and hip, 
all areas without constant sun exposure, especially in 
women. 
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There is also research that indicates a better prognosis 
for melanoma developed on nevi than de novo tumors [19]. 
They reveal that de novo tumors have a higher Breslow 
score upon examination (over 1 mm) and a higher rate of 
adverse features (ulceration, nodular subtype) as opposed 
to melanomas developed on nevi. Such is the case of the 
patients presented, three of whom, despite having rather 
high Breslow scores and adverse signs (mitotic rate higher 
than 1 mitosis/mm2) had no lymph node involvement  
at the time they were investigated. They were free of 
recurrences at the time this paper was written. This and 
other studies [19, 20] correlate nevus-associated melanoma 
with younger age. This is also relevant for our patient’s 
group, only one of the five patients being over 40 years 
of age at the time of the diagnosis. 

From the clinician’s perspective, the moment of 
diagnosis is important in these cases along with the reasons 
why patients see a physician in the first place. Two of 
the patients had been sent by a physician (dermatologist 
in one case or family physician in another) who noted 
abnormal lesions that had not concerned the patient. 
Another two had seen a specialist after accidentally 
traumatizing skin lesions, while one had presented without 
prior examination. Literature reports [21] show that half 
of melanomas detected were observed by a dermatologist 
and had not been part of the initial complaint. This only 
stresses the importance of regular supervision of pigmented 
skin lesions, especially in patients with family history or 
conditions such as multiple nevus syndrome [22]. It is 
perhaps also interesting to note that only one out of the 
five patients who noticed a skin lesion alter in size and 
shape had seen a physician and had the tumor excised 
while still in situ. Although a lot of effort has been made 
to encourage the population, especially fair-skinned 
Caucasians with a history of sun exposure, to practice 
self-examination and have all suspicious skin lesions 
checked by a professional as soon as possible after 
detection, many patients are still admitted with ulcerated 
or infected lesions, both indicating locally advanced 
disease. In more fortunate cases, patients are directed  
to dermatology or surgery after a routine check-up by 
the general physician or a physical examination by other 
specialists, for other pathologies. This concern is not 
limited to our geographical area. Xavier et al. [23] 
analyzed 211 cases of melanoma and observed that the 
lesions were self-discovered in 41.7% of the patients; 
healthcare providers detected 29.9% and 27% were 
discovered by others. The main component in delay was 
patient-related. Only 31.3% of the patients knew that 
melanoma was a serious skin cancer, and most thought 
that the pigmented lesion was not important, thus causing 
a delay in seeking medical assistance. 36.4% of the 
patients reported a wait interval of more than six months 
from the onset of an observed change in a pigmented 
lesion to the first visit to a physician. On the other hand, 
we highlight the fact that all melanomas presented in 
this paper, although most of them invasive, did not had 
any poor prognosis factors such as emboli, perineural 
infiltration, regression or ulceration. 

Prospectively, new screening and diagnostic methods 
using modern technology are tested. There have been 
computer algorithms developed in order to distinguish 

between benign and malignant skin lesions using 
macroscopic images obtained with a digital camera, 
with promising results [24, 25]. Such software, although 
it has limitations, could be a useful tool for clinicians to 
encourage larger numbers of people to have their skin 
lesions examined. 

As far as the resection margins are concerned, 
recommendations and definitions vary [26]. Narrow 
resection margins vary from 1–2 cm, and wide margins 
between 3 and 5 cm [26, 27]. Deep excision margins are 
also subjected to debate, and not included in many studies. 
As far as our patients were concerned, the tumors were 
excised with margins between 1 and 2 cm, according to 
local anatomy. As for depth, tumors were excised to the 
fascia, in the truncal lesions, and to the cartilage in the 
case of the melanoma developed on the ear. All resection 
margins were microscopically negative and the patients 
presented no local recurrences. 

 Conclusions 

Skin cancer has been steadily increasing in incidence 
in the past decades, with melanoma still leading the 
mortality rates. Therefore, it is only natural for health 
care providers to strive to improve early diagnostic and 
treatment options for these patients. Nevertheless, there 
is little consensus among specialists regarding screening 
protocols, regular check-ups, targeted population, even 
the appropriate surgical excision margins. To this day, 
self-examination and early presentation to a specialist 
remain the patient’s best tools for an early diagnosis. 
From a clinician’s point of view, it is highly recommended 
that any growing skin lesion should be dermatoscopically 
examined and excised with safety margins, since the 
only certain diagnosis is the histopathological examination 
result. While melanoma is a rare occurrence, even more 
so when it is developed on a pre-existing nevus, its impact 
on the individual and on the healthcare providers is 
undeniable. 

Conflict of interests 
The authors declare that they have no conflict of 

interests. 

Ethical standards 
We undersign, certificate that the procedures and the 

experiments we have done respect the ethical standards 
in the Helsinki Declaration of 1975, as revised in 2000 
(5), as well as the national law. 

References 
[1] Leiter U, Eigentler T, Garbe C. Epidemiology of skin cancer. 

Adv Exp Med Biol, 2014, 810:120–140. 
[2] Rogers HW, Weinstock MA, Feldman SR, Coldiron BM. 

Incidence estimate of nonmelanoma skin cancer (keratinocyte 
carcinomas) in the U.S. population, 2012. JAMA Dermatol, 
2015, 151(10):1081–1086. 

[3] Apalla Z, Nashan D, Weller RB, Castellsagué X. Skin cancer: 
epidemiology, disease burden, pathophysiology, diagnosis, 
and therapeutic approaches. Dermatol Ther (Heidelb), 2017, 
7(Suppl 1):5–19. 

[4] Jemal A, Siegel R, Xu J, Ward E. Cancer statistics, 2010. 
CA Cancer J Clin, 2010, 60(5):277–300. 

[5] Tsao H, Bevona C, Goggins W, Quinn T. The transformation 
rate of moles (melanocytic nevi) into cutaneous melanoma: 
a population-based estimate. Arch Dermatol, 2003, 139(3): 
282–288. 



Ioana Mihaela Dogaru et al. 

 

1030 

[6] Spain L, Larkin J. Combination immune checkpoint blockade 
with ipilimumab and nivolumab in the management advanced 
melanoma. Expert Opin Biol Ther, 2016, 16(3):389–396. 

[7] Garbe C, Peris K, Hauschild A, Saiag P, Middleton M, 
Bastholt L, Grob JJ, Malvehy J, Newton-Bishop J, Stratigos AJ, 
Pehamberger H, Eggermont AM; European Dermatology 
Forum (EDF); European Association of Dermato-Oncology 
(EADO); European Organisation for Research and Treatment 
of Cancer (EORTC). Diagnosis and treatment of melanoma. 
European Consensus-Based Interdisciplinary Guideline – 
update 2016. Eur J Cancer, 2016, 63:201–217. 

[8] Nodiţi G, Nica CC, Petrescu HP, Ivan C, Crăiniceanu ZP, 
Bratu T, Dema A. Pathological assessment of tumor biopsy 
specimen and surgical sentinel lymph node dissection in 
patients with melanoma. Rom J Morphol Embryol, 2014, 
55(3):915–918. 

[9] Pflugfelder A, Kochs C, Blum A, Capellaro M, Czeschik C, 
Dettenborn T, Dill D, Dippel E, Eigentler T, Feyer P, Follmann M, 
Frerich B, Ganten MK, Gärtner J, Gutzmer R, Hassel J, 
Hauschild A, Hohenberger P, Hübner J, Kaatz M, Kleeberg UR, 
Kölbl O, Kortmann RD, Krause-Bergmann A, Kurschat P, 
Leiter U, Link H, Loquai C, Löser C, Mackensen A, Meier F, 
Mohr P, Möhrle M, Nashan D, Reske S, Rose C, Sander C, 
Satzger I, Schiller M, Schlemmer HP, Strittmatter G, Sunder-
kötter C, Swoboda L, Trefzer U, Voltz R, Vordermark D, 
Weichenthal M, Werner A, Wesselmann S, Weyergraf AJ, 
Wick W, Garbe C, Schadendorf D; German Dermatological 
Society; Dermatologic Cooperative Oncology Group. Malignant 
melanoma S3-guideline “diagnosis, therapy and follow-up of 
melanoma”. J Dtsch Dermatol Ges, 2013, 11(Suppl 6):1–116, 
1–126. 

[10] Goldstein AM, Tucker MA. Dysplastic nevi and melanoma. 
Cancer Epidemiol Biomarkers Prev, 2013, 22(4):528–532. 

[11] Elder DE. Dysplastic naevi: an update. Histopathology, 2010, 
56(1):112–120. 

[12] Gandini S, Sera F, Cattaruzza MS, Pasquini P, Abeni D, 
Boyle P, Melchi CF. Meta-analysis of risk factors for cutaneous 
melanoma: I. Common and atypical naevi. Eur J Cancer, 
2005, 41(1):28–44. 

[13] Duffy K, Grossman D. The dysplastic nevus: from historical 
perspective to management in the modern era: Part I. 
Historical, histologic, and clinical aspects. J Am Acad Dermatol, 
2012, 67(1):1.e1–1.e16; quiz 17–18. 

[14] Tucker MA, Fraser MC, Goldstein AM, Struewing JP, King MA, 
Crawford JT, Chiazze EA, Zametkin DP, Fontaine LS, Clark WH 
Jr. A natural history of melanomas and dysplastic nevi: an 
atlas of lesions in melanoma-prone families. Cancer, 2002, 
94(12):3192–3209. 

[15] Halpern AC, Guerry D 4th, Elder DE, Trock B, Synnestvedt M, 
Humphreys T. Natural history of dysplastic nevi. J Am Acad 
Dermatol, 1993, 29(1):51–57. 

[16] Haenssle HA, Mograby N, Ngassa A, Buhl T, Emmert S, 
Schön MP, Rosenberger A, Bertsch HP. Association of patient 
risk factors and frequency of nevus-associated cutaneous 
melanomas. JAMA Dermatol, 2016, 152(3):291–298. 

[17] Pampena R, Kyrgidis A, Lallas A, Moscarella E, Argenziano G, 
Longo C. A meta-analysis of nevus-associated melanoma: 
prevalence and practical implications. J Am Acad Dermatol, 
2017, 77(5):938–945.e4. 

[18] Shitara D, Nascimento MM, Puig S, Yamada S, Enokihara MM, 
Michalany N, Bagatin E. Nevus-associated melanomas: clinico-
pathologic features. Am J Clin Pathol, 2014, 142(4):485–491. 

[19] Cymerman RM, Shao Y, Wang K, Zhang Y, Murzaku EC, 
Penn LA, Osman I, Polsky D. De novo vs nevus-associated 
melanomas: differences in associations with prognostic 
indicators and survival. J Natl Cancer Inst, 2016, 108(10): 
djw121. 

[20] Bevona C, Goggins W, Quinn T, Fullerton J, Tsao H. 
Cutaneous melanomas associated with nevi. Arch Dermatol, 
2003, 139(12):1620–1624; discussion 1624. 

[21] Kantor J, Kantor DE. Routine dermatologist-performed full-
body skin examination and early melanoma detection. Arch 
Dermatol, 2009, 145(8):873–876. 

[22] Eckerle Mize D, Bishop M, Resse E, Sluzevich J. Familial 
atypical multiple mole melanoma syndrome. In: Riegert-
Johnson DL, Boardman LA, Hefferon T, Roberts M (eds). 
Cancer syndromes [Internet]. National Center for Biotechnology 
Information, Bethesda, MD, USA, 2009–, available from: 
https://www.ncbi.nlm.nih.gov/books/NBK7030/. 

[23] Xavier MH, Drummond-Lage AP, Baeta C, Rocha L, Almeida AM, 
Wainstein AJ. Delay in cutaneous melanoma diagnosis: 
sequence analyses from suspicion to diagnosis in 211 patients. 
Medicine (Baltimore), 2016, 95(31):e4396. 

[24] Cavalcanti PG, Scharcanski J, Baranoski GVG. A two-stage 
approach for discriminating melanocytic skin lesions using 
standard cameras. Expert Syst Appl, 2013, 40(10):4054–
4064. 

[25] Ramezani M, Karimian A, Moallem P. Automatic detection 
of malignant melanoma using macroscopic images. J Med 
Signals Sens, 2014, 4(4):281–290. 

[26] Grotz TE, Markovic SN, Erickson LA, Harmsen WS, Huebner M, 
Farley DR, Pockaj BA, Donohue JH, Sim FH, Grant CS, 
Bagaria SP, Shives TC, Balch CM, Jakub JW; Mayo Clinic. 
Mayo Clinic Consensus Recommendations for the depth of 
excision in primary cutaneous melanoma. Mayo Clin Proc, 
2011, 86(6):522–528. 

[27] Baron PL, Nguyen CL. Malignant of melanoma. In: Holzheimer RG, 
Mannick JA (eds). Surgical treatment: evidence-based and 
problem-oriented. Zuckschwerdt, Munich, Germany, 2001, 
available from: https://www.ncbi.nlm.nih.gov/books/NBK6877/. 

 
 

 
 
 
 
 
 
Corresponding author 
Ana Maria Oproiu, Associate Professor, MD, PhD, Department of Plastic and Reconstructive Surgery, University 
Emergency Hospital, 169 Independenţei Avenue, Sector 5, 050098 Bucharest, Romania; Phone +40720–070 359, 
e-mail: anamariaoproiu@gmail.com 
 
 
 
 
 
 
Received: September 3, 2019 

Accepted: January 3, 2020 
 
 


