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Abstract 

The incidence of cutaneous melanoma in recent years is continuously increasing. Frequently 
occurs after the age of 45-50 years. It can have any location on the skin or mucosa. Women are more 
frequently diagnosed with cutaneous melanoma in the calves and men have a higher incidence of 
cutaneous melanoma in the upper thorax. The etiology is unknown. There are many risk factors of 
which the most important is the chronic and cumulative exposure to the UV radiation, especially for 
people with skin photo-type I and II. The more delayed diagnosis is the more reserved prognosis. 
Appropriate surgical treatment according to clinical form and tumor stage as well as early detection 
of melanoma can greatly improve the prognosis. 
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INTRODUCTION 
 

Cutaneous melanoma is a melanocytic malignant tumor. There are 4 
clinical-pathological forms (Dan Forsea et al. 1998): 

• Superficial spreading melanoma - over uneven lesion with irregular 
borders, polychrome, the grid of the skin disappears and the tumor 
extends into the periphery in "oil stain";    

• Lentigo maligna melanoma or Dubreuilh melanosis – lesion with 
chromatic polymorphism, irregular edges in some  parts resorption 
producing a pigment, and the appearance of pigmented nodules that 
may ulcerate announces transformation into melanoma; 

• Nodular melanoma-friable nodule, polychrome of 5-7 mm to several 
cm, which can bleed easily and can ulcerate, perinodular  it can 
appear a  pigment halo; 

• Acral  melanoma  asymmetrically pigmented macular lesion palmar, 
plantar or fingers located, on the surface may appear an invasive 
tumor that grows rapidly.  
Subungual melanoma, ocular or mucous are particular topographic 

variations diagnosed late and with reserved prognosis. Early clinical 
diagnosis is the main factor for timely detection of malignant lesions. 
Simple inspection of the skin and observing the change in shape, size, color 
of an injury in a short period of time are the main clinical diagnosis criteria 
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for melanoma. People with a family history of melanoma, people with 
multiple nevi or dysplastic nevi have the greatest risk, multiple periodic 
dermatologic evaluation is very important (Abbasi NR et al. 2004). 

Prognosis depends on the stage in which the primary tumor is 
detected. For patients with localized melanoma without nodules or local 
metastasis prognosis is good, and for those with distant metastases mortality 
at 5 years is 69%. (Wit NJ et al. 2004). 

Suspicious lesions should be surgically excised with safety margins 
between 1-2 mm depending on the size and depth of the tumor, and then 
sent for histopathological examination. When confirming the diagnosis of 
melanoma surgical reexcision is practice with wide margins between 1-4 
cm, depending on the tumor location and size, mainly to prevent recurrence 
for this group of patients with melanoma occurrence of relapses is a high 
risk of mortality (Balch CM et al 2001). 

There is no study to demonstrate which would be the optimal 
surgical excision margins.  Current recommendations are 0.5 cm for 
melanoma in situ and 2-3 cm for melanoma > 4mm in depth (Sober AJ et al 
2001; Schwimmer J et al 2000). 
 
 MATERIAL AND METHOD 
 

We have studied 151 melanoma cases, hospitalized in the Emergency 
County Hospital Oradea, during 2010-2013. Most patients in our study were 
male (54.97%), male / female ratio being 1.2:1. (Table 1). 

Table 1 
The distribution of the cases according to gender 

Gender No. % 
Female 68 45,03 
Male 83 54,97 
Total 151 100 

 
Over 55% of patients were from urban areas (55.63%), the ratio of 

urban / rural was 1.3:1 (table II). 
Table 2 

The distribution of the cases according to the environment 
 
                        
 
 

Studied patients were aged between 25 and 86 years, the majority 
being in the age group of 51-70 years (55.70%). The mean age was 58.33 
years (Fig. 1). 
 

Environment No. % 
Urban 84 55,63 
Rural 67 44,37 
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Fig.1  The distribution of the cases according to age 
 

The most cases were located at the lip and trunk level (by 18.54%), 
followed by lower limbs (15.23%) and the face (12.58%) (Fig 2). 
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Fig. 2. The distribution of the cases according to location 
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RESULTS AND DISCUSSIONS 
 

During the studied period, 47 cases have been operated, representing 
31.13% of all patients. We have not registered any operated case of lip 
melanoma (Fig 3). 

Of the total batch, we recorded 14 cured cases (9.27%), including one 
case of melanoma of the face and hairy skin of the skull and neck, 5 cases of 
cutaneous melanoma of the trunk and 7 cases of the lower limbs (Table 3). 

Deaths represented 6.62% of all cases (Table 4). 
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Fig.3. The share of surgical interventions depending on location 

  
Table 3 

The distribution of the cases according to evolution 
Evolution No. % 
Cured 14 9,27 
Improved 124 82,12 
Stationary 3 1,99 
Decease 10 6,62 
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Table 4 

Mortality depending on the location of melanoma 
Location of melanoma No. % 
Malignant melanoma of the lip 2 7,14 
Malignant melanoma of the eyelid 1 25,00 
Malignant melanoma of the ear and the external auditory canal 0 0 
Malignant melanoma of the face 0 0 
Malignant melanoma of the hairy skin of the skull and neck 0 0 
Malignant melanoma of the trunk 1 3,57 
Malignant melanoma of the upper limbs 2 16,67 
Malignant melanoma of the lower limbs 2 8,70 
Melanoma lesions exceeding skin 0 0 
Malignant melanoma of the skin, unspecified 2 14,29 
Total 10 6,62 

                                                    
CONCLUSIONS 
 

Monitoring patients after primary melanoma tumor discovery is very 
important, especially for early detection of recurrence that the sooner are 
discovered the easier can be treated. 

Tracking patients with melanoma is done in the first two years  at 3 
months, then every 6 months for the next five years, after which it goes on 
tracking once a year. 

Tracing  psychosocial support, tracing family history of melanoma 
and continuous education of patients about avoiding exposure to UV 
radiation and frequent skin examination may positively influence the future 
evolution of cutaneous melanoma. 
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