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Techniques Can Improve Mohs Surgery Outcome

BY DOUG BRUNK

San Diego Bureau

SANTA ANA PUEBLO, N.M. — The
first step in considering Mohs surgery for
melanoma is a detailed informed consent,
Dr. Kenneth G. Gross advised at a meeting
of the American Society for Mohs Surgery.

He uses the consent form “to counsel
the patient, tell them about the tumor, and
what I expect to do,” said Dr. Gross, a der-
matologic surgeon practicing in San Diego.

For example, his standard Mohs consent
form is modified to include the possibili-
ty of taking an additional rim of tissue be-
yond the ostensibly clear Mohs margin,
the possible need for immunohistochem-

‘I have had
patients referred
to me for a
melanoma, but
[no one] could
find the site.’

DR. GROSS

istry, and the inclusion of postoperative
therapy with imiquimod.

Dr. Gross photographs the melanoma
lesions prior to surgery and also docu-
ments cross-measurements from adjacent
anatomical areas to localize the
melanoma. “Thave had patients referred to
me for a melanoma, but neither the pa-
tient, nor the referring doctor, nor I could
find the site,” he said. “That’s a very em-
barrassing thing.”

At the time of biopsy and/or when the
patient is first seen for preoperative eval-
uation, and again on the day of surgery,
the clinical status of the regional nodes
should be evaluated and documented.
“My note includes a statement such as:
“The regional nodes were negative or bi-
laterally negative to palpation.” ”

He went on to share his clinical ap-
proach to Mohs surgery for melanoma:
» Outline the melanoma using magnifi-
cation with and without a Wood’s lamp,
plus an additional margin of 3-5 mm. Der-
moscopy “may be helpful in delineating
the margins,” he said.

» Excise the lesion using standard Mohs
technique to below the hair follicles, if
possible.

Dr. Gross uses Dr. John A. Zitelli’s cri-
teria to determine positive margins, de-
fined as nests of three or more atypical
melanocytes, melanocytes above the der-
mal-epidermal junction, or nonuniform
contiguous melanocytic hyperplasia at the
dermal-epidermal junction.

Other suspicious findings include con-
fluent atypical melanocytes down the ad-
nexa, increased numbers of melanophages,
brisk inflammation, and dermal scarring.

He noted that one recent study found
that about 25% of in situ melanomas on
biopsy are upstaged to invasive melanoma
if step cross-sections were done. “So I
think cross-sectioning has to be part of
your overall way of doing things,” he said.
“In our office, after the Mohs margins are
assessed using standard Mohs technique,
then the blocks are partially thawed and

cross-sectioned by frozen section process-
ing. This allows both assessment of inva-
sion and another look at how closely the
tumor approaches the ‘clear’ margins. It in-
fluences whether we take an additional rim
of tissue—processed by permanent section
technique—past our Mohs margin.”

» Be capable of producing high-quality
Mohs slides. “You want 2- to 4-mcm wafers
of high quality,” said Dr. Gross, who is also
with the department of medicine at the
University of California, San Diego.

» Consider double-reading the slides with
a pathologist. “I'm not completely com-
fortable reading these slides myself,” he
said. “If you're a dermatopathologist, you
may be comfortable reading these slides on
your own. But for the rest of us, if you have
an association with a dermatopathologist
or pathologist, double-reading the slides
gives you a tremendous advantage.”

Dr. Gross uses hematoxylin and eosin
(H&E) staining for his frozen section
slides, and every second or third slide is left

unstained for immunohistochemistry
(IHC) if needed.

» When clear margins are achieved, close
the wound. Starting on postoperative day
25, Dr. Gross begins imiquimod cream
b.i.d. for 6 weeks, titering the effect to pro-
duce a brisk immune response.

Dr. Gross said there is now a consensus
among leading surgical oncologists that
sentinel node biopsy is the standard of
care for primary cutaneous melanoma
measuring 1.0-3.5 mm thick. m
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Important Safety Information

if significant diarrhea develops.
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choose BenzaClin®
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BenzaClin® Topical Gel is indicated for the treatment of acne vulgaris.
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Please see brief summary of full Prescribing Information on next page.
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The only pump available in combination* acne treatment

*Combination of clindamycin and benzoyl peroxide.

BenzaClin® is well tolerated. Adverse events reported in clinical trials include dry skin (12%), application site reaction (3%), pruritus (2%), peeling
(2%), erythema (1%), and sunbum (1%). BenzaClin® Topical Gel is contraindicated in those individuals who have shown hypersensitivity o any
of its components or to lincomycin. It is also contraindicated in those having a history of regional enteritis, ulcerative colitis, or antibiotic-ussociated
colifis. Diarrhea, bloody diarrhea, and pseudomembranous colifis have been reported with topical clindamycin. Disconfinuation is recommended
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