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The recommendation for sentinel lymph
node biopsy (SLNB) is a controversial
problem in the management of
cutaneous malignant melanoma (CMM).
Rovere et al. performed a study with the
objective to assess the epidemiologic
profile of patients with CMM, who
underwent SLNB in Blumenau-Santa
Caterina region in Brazil [1]. According
to ESMO Clinical Practice Guidelines for
diagnosis, treatment and follow-up
of CMM, the authors wrote that SLNB
is recommended for CMM with thick-
ness>1mm.Rovere etal. concluded that
Breslow thickness, ulceration, nodular

subtype, Clark’s level IV are associated
with SLNB status [1]. We believe that
recommendations for SLNB should
reflect the biological concept of
CMM evolution. The histogenetic
theory considers two steps of CMM
progression — the radial growth phase
(RGP) and vertical growth phase (VGP),
with the exception of nodular CMM
lacking RGP [2-4]. Two sub-categories
of RGP are recognized - the intra-
epidermal RGP (in situ melanoma) and
the micro-invasive RGP. The former
is characterized by proliferation of
malignant, transformed melanocytes

Tab. 1. The malignant melanocytic lesions of the skin can be subdivided, according
to the Breslow thickness, in thin melanoma (< 1 mm) or thick melanoma (> 1 mm).

The intra-epidermal radial growth phase and the micro-invasive radial growth phase
without regression of thin melanoma are devoid of tumorigenic potential, while the
micro-invasive radial growth phase with regression is burdened by an uncertain me-
tastatic potential (at diagnosis). The early invasive vertical growth phase of thin me-
lanoma and the subcategories of invasive vertical growth phase of thick melanoma
show all tumorigenic potential, directly correlated to the depth of invasion and mi-
togenicity (pTis, pT1, pT2, pT3, pT4 and a/b specifications are adapted from the AJCC

staging system).
Thin melanoma
Breslow thickness <1 mm

intra-epidermal radial growth phase
(in situ, pTis)

micro-invasive radial growth phase
without regression (pT1)

micro-invasive radial growth phase
with regression (pT1)

early (< 1 mm) invasive vertical growth
phase (pT1)

Thick melanoma
Breslow thickness > 1 mm

invasive vertical growth phase
>1Tmm<2mm (pT2)

invasive vertical growth phase
>2mm <3 mm (pT3)

invasive vertical growth phase
>3 mm <4 mm (pT3)

invasive vertical growth phase
>4 mm (pT4)

a and b specifications are assigned based on ulceration and number of mitoses for mm?
a - without ulceration and mitoses < 1/mm?

b - with ulceration or mitoses > 1/mm?
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above the basement membrane (Clark’s
level 1), with pagetoid or lentiginous
morphologic pattern. The latter shows
invasion into the papillary dermis (Clark’s
level 1l or lll), with presence of single
cells or small nests, in absence of tumor
nodule or papule. The dermal nests are
invariably smaller than the junctional
ones, while the cytological appearance
of the junctional and dermal component
is overlapping. The absence of dermal
mitoses is an absolute criterion; in fact,
micro-invasive RGP lacks metastatic
potential [2-4]. However, according to
our observations, metastases may be
found in 1-2% of micro-invasive RGPs,
when they are associated with significant
regression (> 75%; > 0.75mm in depth).
Therefore, it is likely that this regression
may incorporate melanoma cells able
to metastasize, with metastases prior
the occurrence of regression [5]. VGP
designates the point at which CMM
becomes biologically capable of pro-
ducing metastatic events. The tumor
infiltrates as nodules of malignant
melanocytes, filling the superficial
papillary dermis with tendency for deep
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invasion into reticular dermis (Clark’s le-
vel IV) and subcutaneous tissue (Clark’s
level V) [2-4]. For definition, VGP includ-
es the properties of ,tumorigenicity’
and ,mitogenicity’ [2-4]. Because of
the increasing frequency of thin me-
lanomas, there is a great need to develop
more refined predictors of SLNB.
Today, the scientific community is fo-
cusing on the clinical significance of
different histological subtypes of thin
melanoma [6]. In fact, there is a subset
of patients affected by thin melanoma,
who develop nodal or distant metastases
with worse prognosis [7]. From our
experience, as reported in Tab. 1, thin
melanoma can be categorized in the
following four histological subtypes:
I. the intra-epidermal RGP; II. the non-
-tumorigenic micro-invasive RGP without

regression; lll. the micro-invasive RGP
with regression of uncertain tumorigenic
potential; IV. the tumorigenic early
invasive VGP [8]. In micro-invasive RGP
with regression and in all cases of VGP,
including the early invasive VGP of
thin (£ Tmm) melanoma (pT1) and the
invasive VGP of thick (> 1 mm) melanoma
(pT2, pT3, pT4), the SNLB should be
performed, independently from other
risk factors, because the tumor has the
potential to metastasize.
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INFORMACE Z CESKE ONKOLOGICKE SPOLECNOST!

Imunologicka sekce COS

Na jafe 2016 se uskutecnily volby do vy-
boru Imunologické sekce Ceské onkolo-
gické spole¢nosti (COS). Do vyboru byli
zvoleni prim. MUDr. lvana Krajsova, MBA
(Dermatovenerologicka klinika 1. LF UK
a VFN v Praze), doc. MUDr. Tomas
Blichler, Ph.D. (Onkologickd klinika
1. LF UK a Thomayerova nemocnice,
Praha), prof. MUDr. Pavel Dundr, Ph.D.
(Ustav patologie, 1. LF UK a VFN v Praze),
prof. MUDr. Ale$ Ryska, Ph.D. (Finger-
land(lv Ustav patologie, LF UK a FN Hra-
dec Kralové), prof. MUDr. Bohuslav Me-
lichar, Ph.D. (Onkologicka klinika LF UP
aFN Olomouc), MUDr. Alexandr Poprach,
Ph.D. (Klinika komplexni onkologické
péce, MOU, Brno), prof. MUDr. Lubo3
Petruzelka, CSc. (Onkologicka klinika
1. LF UK a VFN v Praze), PharmDr. Irena
Netikova, Ph.D. (Oddéleni klinické far-
makologie a farmacie, 1. LF UK a VFN

v Praze) a MUDr. Eugen Kubala (Klinika
onkologie a radioterapie LF UK a FN Hra-
dec Kralové).

Jménem ¢lenl nového vyboru bych
rdd podékoval ¢leniim minulého vy-
boru, zejména prof. RNDr. Blance Rihové,
DrSc. (Mikrobiologicky ustav AV CR,
Praha), doc. MUDr. Bohuslavu Konopas-
kovi, CSc. (Onkologicka klinika 1. LF UK
a VFN v Praze) a doc. MUDr. Evé Zava-
dové, CSc. (Onkologicka klinika 1. LF UK
a VFN v Praze) za to, Ze iniciovali vznik
Imunologické sekce, vytvorili jeji agendu
a Uspésné ji naplrovali. Za posledni rok
a pul existence Imunologicka sekce zor-
ganizovala fadu edukacnich seminar
v rdmci postgradudlniho vzdélavani, vy-
dalazvldstni¢islo ¢asopisu Klinicka onko-
logie a monografii Onkologicka imuno-
logie, ale hlavné rozvijela Zivé projekty,
predevsim v oblasti biomarker(, jako

napf. Immunoscore. Diky aktivni ¢innosti
predchoziho vyboru patfi Imunologicka
sekce v rdmci COS k tém nejaktivnéjsim.

V nasi dalsi ¢innosti budeme na tyto
aktivity navazovat. Pfichod novych imu-
nologickych [ék(i do kazdodenni kli-
nické praxe pfindsi nové problémy
a vyzvy. Zatimco o Ucinnosti novych
imunologickych 1ékl neni jiz nutné ni-
koho presvédcovat, zvladani jejich ne-
Zzadoucich G¢inkd a otdzky zavadéni
pozitivnich a negativnich prediktiv-
nich marker( pro vybér pacientl si ur-
¢ité budou vyZzadovat hodné pfemys-
leni a prace. Pravé v optimalizaci vyuziti
novych metod imunoterapie k prospé-
chu nemocnych vidim prioritu pro novy
vybor.

doc. MUDr. Tomds Biichler, Ph.D.
predseda Imunologické sekce COS
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