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Ano-Uro-Genital Mucosal Melanoma Guideline  

Consultation comments and replies 
Both the draft Executive Summary the Full Guideline and the Appendix were sent to a number of organisations 

and individual experts in the field.  They were also posted on the Melanoma Focus website to enable others to 

comment.  Below are the comments that were received on the three documents.  They are in the same order as 

the guidelines.  However, the page and recommendation numbers do not correspond to those in the final 

documents but to the consultation drafts which are available on the Melanoma Focus website.    

 

Executive Summary  
 Name Organisation if 

applicable 

Page # Rec 

 # 

Comment GDG reply 

1 Mr Richard 

Guy 

ACPGBI   This all looks very sensible and 

comprehensive. I have no 

additional comments to make. 

Thank you for your 

kind words 

2 Dr Andrew 

Goddard 

NCRI-ACP-RCP        The NCRI-ACP-RCP is grateful for 

the opportunity to respond to the 

above consultation. We have 

liaised with our experts and 

would like to make the following 

comments.   

 

Thank you 

3 Dr Andrew 

Goddard 

NCRI-ACP-RCP        The overall guidelines document 

is excellent. The first sections of 

each of the 3 chapters – patient 

focused care and multidisciplinary 

team meetings - repeat each 

other. For ease of reading, our 

experts suggest defining these 

once only rather than repeating. 

 

It is the view of the 

GDG, that some 

specialists may only 

read the guidance for 

the relevant 

anatomical site and 

therefore it is work 

repeating.   

4 Dr Richard 

Scolyer 

 Gener

al 

 Congratulations to you and your 

team for putting together this 

excellent document. I have no 

specific comments.  

I have no doubt that this will 

prove useful for the management 

of patients .Kind Regards 

Richard 

 

Thank you for your 

kind words. 

5 Prof Amanda 

Oakley 

 Gener

al 

 I recommend the possibility of in-

situ AUG melanoma is discussed. 

Melanoma in situ: the 

surgical management 

should be in 

accordance with the 

NICE Guidance on 

Cutaneous Melanoma 

(July 2015), ie there 

should be an attempt 

to obtain a clinical 

margin of at least 

0.5cm when excising 

stage 0 melanoma 

 

Staging is not 

necessary if the biopsy 
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has shown in-situ 

disease 

 

6 Prof Amanda 

Oakley 

 Gener

al 

 I suggest including dermatologist 

with expertise in vulval and anal 

disease in the authoring group  

Thank you for the 

suggestion we will 

consult with a 

dermatologist but as 

the guideline group 

has met frequently 

over the past 18 . 

7 Prof Amanda 

Oakley 

 Gener

al 

 Thank you for this work. I was 

surprised at your team's 

conclusions AUG melanoma 

should be treated so differently 

from cutaneous melanoma, but I 

accept the reasons explained in 

the full guideline. 

With increased awareness, there 

is an opportunity to diagnose 

melanoma at in-situ phase 

(particularly penile melanoma 

due to its visibility), when 

management could be simplified. 

Thank you for your 

comment, we have 

cross referenced to the 

NICE guideline for 

cutaneous melanomas. 

8 Dr Susan 

Cooper 

 Gener

al 

 Thank you for sending this 

document to the BSSVD to 

review. We shall do so and reply 

to the email you have given. I 

have given it a preliminary read 

just now and am a bit perplexed 

by the lack of dermatology input 

given that dermatologists 

diagnose and manage the vast 

majority of cutaneous melanomas 

and have a great deal of 

experience in the presentation of 

these tumours. There will be 

quite a bit of work to do on the 

dermatology side or every 

mucosal melanotic macule, 

lentiginous freckle and post 

inflammatory hyperpigmentation  

will be referred in under the two 

week wait. Dermatologists can 

also help with dermoscopy. If you 

wish to have dermatology input 

then happy to make suggestions 

Cutaneous AUG 

melanoma diagnosed 

and managed as per 

cutaneous guidance 

and we have now 

made this clear. This 

was a guideline that 

was meant to cover 

mucosal lesions, hence 

the lack of 

dermatological input 

on the committee but 

sent to dermatologist 

to make sure there 

were no errors in areas 

of overlap and input 

from him, BSSVD and 

BAD has been very 

helpful in this regard. 

 

9 Helen Flint UK 

Chemotherapy 

Board 

Gener

al 

 We discussed the document at 

yesterday’s UK Chemotherapy 
Board meeting and have no 

comments to add 

We are supportive of the 

document and appreciate the 

work that your group will have 

undergone to get to this point 

Thank you for taking 

the time to comment 

10 Dr David 

Slater 

RCPath Lead on 

Skin Cancer 

Gener

al 

 It is essential that there are 

clearly drawn /defined 

This has been clarified 

in the introduction, 



Page 3 of 62 

 

 Name Organisation if 

applicable 

Page # Rec 

 # 

Comment GDG reply 

Datasets boundaries between ano-uro-

genital mucosal melanoma 

covered in this guideline and 

melanoma of the skin. The latter 

entity is defined by UICC and AJCC 

in TNM8 staging of melanoma of 

the skin. TNM8 staging of 

melanoma of the skin specifically 

excludes melanoma of urethra, 

vagina, rectum and anus but 

includes vulva, penis and perianal 

region ( the later beyond the 

carefully defined anal area) . The 

biggest danger area would appear 

to be vulva which is allocated 

melanoma of the skin staging in 

TNM8 ( and thereby skin 

melanoma management 

implications). This issue may be 

covered in the main guidance 

document but is a vital point 

which requires clarification in the 

Executive Summary,  to assist 

clinicians and thereby avoid 

potential overlap or 

misunderstanding with any 

alternative guidelines for 

melanoma of the skin.  

 

this guideline does not 

address cutaneous 

melanomas in the 

anatomical area which 

are covered by the 

NICE guidelines.   

11 Mr Paul CB 

Anderson 

 Gener

al 

 The chances of me reading a 107 

page pdf are nil. Sorry. 

  

I can see Asif Muneer is involved 

in the consultation and I would be 

happy with whatever he thinks. 

I’ve operated on one melanoma 
of the urethra in ten years so I do 

not feel qualified to comment 

(and I phoned Asif beforehand to 

see what he’d recommend) 

Thank you for your 

kind words 

12 Dr Richard 

Carvajal 

 Gener

al 

 In general, I wonder if some 

leeway in the timing/frequency of 

the imaging study 

recommendations might be 

warranted to permit some 

individual physician judgment 

particularly in light of the lack of 

good data to support a particular 

schedule recommendation.  Of 

course there are cost 

considerations, but perhaps 

imaging every 3-6 months for 3 

years and then every 6-12 months 

for years 4 and 5 would not be 

unreasonable?    

Thank you for your 

comment, we agree, as 

with all aspects of care, 

that there should be 

clinical judgement.  We 

are offering guidance 

and after much 

discussion, the GDG 

agreed that the 

schedule in the 

guideline was the best 

general guidance.   

13 Mr Edmund BASO Gener  I completely agree with Prof Thank you for your 
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Leung al Jayne that this is an excellently 

written document with a very 

nicely done pathway for 

those non-specialists in 

anogenital melanoma. 

kind words 

14  RCOG Gener

al 

 There is a lot of repetition in the 3 

sections (ano-rectal, vulvo-vaginal 

and penile) but I think this is 

reasonable as the clinician may 

only refer to the one relevant 

section. 

Thank you we agree 

15  RCOG Gener

al 

 Please note the following minor 

typos: 

 

 Section 2.1, 1st 

recommendation – ‘when 
this person is way’ 

 Section 3.1, recommendation 

54 – could remove ‘the’ 
before pain 

 Section 3.1, recommendation 

81 – remove apostrophe 

after staging 

 Section 3.1, recommendation 

89 –  ‘use of chemotherapy’ 
 

Thank you for telling us 

about these.   

16 Dr Susan 

Cooper 

BSSVD Gener

al 

 Thank you for asking the BSSVD to 

comment. This is an 

amalgamation of the comments 

received. We believe that the 

guideline group is unbalanced 

with no dermatologists and only 

one gynaecologist. Considering 

that dermatologists see and treat 

the majority of melanomas this is 

very surprising. Many comments 

on the need to manage vulval 

melanoma as per cutaneous 

melanomas elsewhere. No 

mention of in situ melanoma 

management. We believe this 

document needs significant extra 

dermatology input. The BSVVD is 

happy to provide experts to help 

on request. 

You are quite right we 

do need dermatology 

input and we are very 

grateful for your views. 

We have sent the 

document to a 

Dermatologist for 

exactly the reason you 

point out, however the 

guideline is not 

addressing cutaneous 

melanomas 

17  BAD Skin 

Cancer and 

Therapy & 

Guidelines sub-

committees. 

 

 

Gener

al 

 

 These guidelines appear to 

recommend imaging for all stages 

of vulval and penile melanoma. 

Would this be suitable for all 

early, very thin lesions fully 

resected? (agree imaging is 

appropriate for all other 

melanomas covered in this 

guideline) 

We have made it 

clearer that this 

guideline addresses 

mucosal melanoma 

and if the primary is 

cutaneous to follow 

NICE guidelines 

18  BAD Skin 

Cancer and 

Gener

al 

 Should a section on metastatic 

melanoma with unknown primary 

The guideline was 

about primary AUG 



Page 5 of 62 

 

 Name Organisation if 

applicable 

Page # Rec 

 # 

Comment GDG reply 

Therapy & 

Guidelines sub-

committees. 

 

 

 be included? If there is a single 

metastatic lesion in lymph node 

or liver, finding the primary may 

be important. As a possible 

hidden site for the primary may 

be genital or anorectal region, 

what investigations would the 

guidelines suggest in such a 

scenario? 

mucosal melanoma, 

unknown primary  

wasn’t included in the 
scope of the guideline 

and we didn’t search 
the evidence.  

Therefore, it would be 

difficult to include this 

at this point.   

19  BAD -Skin 

Cancer and 

Therapy & 

Guidelines sub-

committees. 

 

 

Gener

al 

 

 The document leans towards 

management by the melanoma 

MDT and the use of SSMDT or 

SS/MMDT would be preferred as 

the existence is quite limited 

across the country.  

 

The use of supra-specialist 

regional penile cancer units is by 

contrast underplayed. 

 

I would suggest that all the penile 

cases should (are required to?) go 

through these clinics – anal 

cancer is also regional 

subspecialist but vulvovaginal is 

probably provided locally. 

 

 

We have now made 

mention of SSMDT’s 

20  BAUS Section of 

Andrology & 

Genito-Urethral 

Surgery 

Gener

al  

 In general the view was that these 

are well developed guidelines.  

 

Thank you for your 

kind words 

21 Prof 

Raymond 

Barnhill 

 Gener

al 

 All excellent recommendations.  I 

have reviewed these materials 

and found no deficiencies or 

omissions.  

 

Thank you for your 

kind words 

264 Mark 

Saunders   

CRG RT   Palliative RT for symptomatic anal 

melanoma. This should be 

considered in certain cases after 

surgery has been exhausted / not 

appropriate. Doses will vary and 

would depend on the problem / 

age / fitness. Would need MDT 

discussion to make decision. 

Agreed and in the 

section on MDT we 

make clear that there 

should be 

communication at all 

times. 

265 Mark 

Saunders   

CRG RT   Palliative / supportive care 

section early in their treatment 

pathway since this can be a 

devastating problem. 

We agree, in the first 

section it advises to 

Offer and encourage 

early referral to 

palliative care.   

22 Mr Ian 

Eardley 

  114-

137 

No comment Noted 
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23 Dr David 

Slater 

British Society 

of 

Dermatopathol

ogy 

Gener

al  and 

Title  

1.  It is essential that there are 

clearly drawn /defined 

boundaries between ano-uro-

genital mucosal melanoma 

covered in this guideline and 

melanoma of the skin. The latter 

entity is defined by UICC and AJCC 

in TNM8 staging of melanoma of 

the skin. TNM8 staging of 

melanoma of the skin specifically 

excludes melanoma of urethra, 

vagina, rectum and anus but 

includes vulva, penis and perianal 

region ( the later beyond the 

carefully defined anal area) . The 

biggest danger area would appear 

to be vulva which is allocated 

melanoma of the skin staging in 

TNM8 ( and thereby skin 

melanoma management 

implications). This issue may be 

covered in the main guidance 

document but is a vital point 

which requires clarification in the 

Executive Summary,  to assist 

clinicians and thereby avoid 

potential overlap or 

misunderstanding with any 

alternative guidelines for 

melanoma of the skin.  

 

See comment #10 

24 Mr Andy 

Nordin 

British 

Gynaecological 

Cancer Society 

2  Apologies on behalf of the British 

Gynaecological Cancer Society 

that we did not contribute a 

gynaecological oncologist to the 

writing group.  Following your 

previous request, we nominated 

one of our colleagues who was 

leading the BGCS vulval cancer 

guidelines group, and we were 

not aware that he had not taken 

this further.  Notwithstanding, we 

are very grateful that the BGCS 

has been consulted regarding the 

guideline prior to publication and 

appreciate the opportunity to 

input at this stage. 

Noted with thanks 

25 Prof John 

Thompson 

 4 Intro

ducti

on 

The Introduction summarises an 

unfortunate and serious lack of 

clarity around the topic that the 

Guideline seeks to address.  It is 

ostensibly about MUCOSAL 

melanomas, but implies that all 

vulval and penile melanomas are 

mucosal, which is of course 

incorrect because many vulval 

We have changed the 

vulval melanoma 

photographs.  With 

regard to the penile 

melanoma 

photographs, it is the 

view of the GDG that 

the melanoma is 

obviously on the glans 
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melanomas are of cutaneous 

origin, as are many penile 

melanomas.  Likewise, some 

melanomas in the anal region are 

of cutaneous and not mucosal 

origin.  

The second photograph 

illustrating a penile melanoma (on 

page 28) quite clearly appears not 

to be a mucosal melanoma.  The 

first photograph of a penile 

melanoma (also on page 28) 

likewise shows cutaneous, not 

mucosal disease, although it may 

have originated from the urethra.  

Similarly, it is not clear whether 

either of the vulval melanomas 

shown in the photographs on 

page 20 are actually mucosal in 

origin. 

 

Is the guideline meant to be 

about all melanomas in the ano-

rectal region, penis, and 

gynaecological tract, as the 

second sentence of the 

Introduction indicates, or is it 

really meant to be confined to 

mucosal melanomas arising in 

these regions (in which case it 

would seem much more logical to 

have urethral melanoma as a 

category)?   

which is a mucosal 

surface and the same is 

true of the other 

picture. 

26 Prof Amanda 

Oakley 

 5 1 Typographic error, “way”, when 
“away” is intended 

Corrected thank you 

27 Dr Martin 

Highley 

 5 1 Should read away Corrected thank you 

28 Prof Amanda 

Oakley 

 6 5 MDMs. Yes, discussion at both 

the anatomic site MDM and the 

melanoma MDM is appropriate 

with anogenital melanoma. 

Noted thank you.   

29 Prof Frances 

Wright  

 6 5 Following the MDT discussion – 

do you want to comment that the 

outcome of the discussion would 

be discussed with the patient 

and/ or carer as well as the other 

physicians? 

This has been added 

thank you.   

30 Dr Paul Craig NCRI-ACP-RCP      6 5 “The pathology (i.e. the slides 

with conventional and any 

immunohistochemical stains, as 

well as any associated molecular 

pathology reports) should be 

reviewed by the melanoma 

pathologist.” 

Agreed with above but could add 

a line before this “Ideally the 

We have reworded 

this, thank you.  
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initial assessment and reporting 

of the pathology should be 

performed by a specialist 

histopathologist who regularly 

reports melanoma cases (such as 

a Specialist Skin MDT pathologist), 

in conjunction with a lower GI 

pathologist unless primarily in the 

skin of the ano-rectal region. 

31 Dr Paul Craig NCRI-ACP-RCP      6 5 “The pathology (i.e. the slides 
with conventional and any 

immunohistochemical stains, as 

well as any associated molecular 

pathology reports) should be 

reviewed by themelanoma 

pathologist.” 

Agreed with above but could add 

a line before this “Ideally the 
initial assessment and reporting 

of the pathology should be 

performed by a specialist 

histopathologist who regularly 

reports melanoma cases (such as 

a Specialist Skin MDT pathologist), 

in conjunction with a lower GI 

pathologist unless primarily in the 

skin of the ano-rectal region. 

See Comment #30 

32 Dr Steve 

Nicholson 

 6 5 An alternative arrangement that 

should be permissible is an over-

arching specialist meeting and 

MDT for non-cutaneous 

melanoma. This would ideally 

consists of representative 

members of the relevant surgical 

teams, together with treating 

oncologists, pathologists with an 

interest, radiologists and CNSs. 

A Specialist Skin MDT (which is 

the arrangement in place in my 

current Network) is not the same 

as a Specialsit Melanoma MDT, 

and is not ideally placed to 

comment on non-cutaneous 

melanoma in my opinion. 

While this is 

reasonable, it is the 

view of the GDG that 

this would be unlikely 

to be practical for most 

hospitals.   

33 Dr Susan 

Cooper 

BSSVD 6 7 Consider anal screening with 

anoscopy 

This is reasonable as 

part of initial 

examination, but will 

be obviated by EUA 

34 Mr Edmund 

Leung 

BASO 6 7 Not sure referral to a melanoma 

dermatologist is first line as most 

dermatologists cannot perform 

EUA or even a rectal examination. 

This may actually increase angst 

with the patient and potentially 

delay diagnosis when the 

dermatologist re-refers to a local 

The wording of the 

recommendation has 

been clarified.     
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colorectal surgeon.  

35 Mr Mark 

Faries 

 6 7 Under “Recognition and referral” 
it is suggested that 

dermatologists could evaluate 

and biopsy suspicious ano-uro-

genital lesions. At least for the 

dermatologists I know, this would 

probably be asking too much. The 

lesions are likely to be more 

effectively evaluated either by a 

melanoma surgeon or by a 

practitioner working in the 

corresponding anatomic area.  

 

The wording of the 

recommendation has 

been clarified.     

36  BSSVD 6  7 It is not appropriate for a 

dermatologist with an interest in 

pigmented lesions to see patients 

with rectal bleeding, tenesmus, 

palpable lymphadenopathy (there 

are many causes of this which are 

more common than melanoma), 

polyps or rectal pain. Please 

separate the list so that the 

correct clinician is referred 

appropriately according to most 

likely differential diagnosis. AUG 

melanoma is rare and there are 

far commoner causes of most of 

the symptoms suggested.  

The wording of the 

recommendation has 

been clarified.     

37  BSSVD 6 8 Consider the use of dermoscopy, 

woods light 

This has been 

reworded 

38 Mr Mark 

Faries 

 6 9 Under the same section for ano-

rectal melanomas, it states that 

symptoms are similar to those of 

rectal cancer. While this may be 

true in some cases, more often it 

is not. These lesions are typical 

more external than rectal cancers 

and are often (though not always) 

pigmented. You might say 

“symptoms of ano-rectal 

melanoma may be similar to 

those…” in order to avoid the 
suggestion that patients who do 

not present with rectal symptoms 

should not worry about the 

diagnosis.  

 

This has been changed.   

39 Prof David 

Jayne 

BASO 7  Surgery for AR melanoma. When 

considering WLE for AR 

melanoma, as well as considering 

the feasibility of obtaining an R0 

resection, due consideration 

needs to be given to functional 

outcomes i.e. the continence of 

the patient following WLE. If 

Agreed, we did 

mention this in 

discussions.  We have 

now added a 

statement regarding 

continence. 
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continence or a weak anal 

sphincter is an issue preop, then 

the patient may be better with an 

APR. Uncertainty regarding 

sphincter function can be clarified 

by anorectal physiology testing. 

40 Prof Amanda 

Oakley 

 7 9 Typographic error, “pruritis”, 
when “pruritus” is intended 

Changed thank you 

41  BSSVD 7 9 Typo with pruritus Changed thank you 

42 Prof Frances 

Wright  

 7 10 Does the biopsy have to be done 

under ultrasound guidance? If 

palpable – could the surgeon 

biopsy? (same for vaginal/ vulvar/ 

penile melanoma) 

This has been changed, 

thank you.   

43 Mr Mark 

Faries 

 7 10 It is not clear why a suspicious, 

palpable lymph node should 

always require ultrasound for fine 

needle biopsy.  

 

This has been changed, 

thank you.   

44 Prof Amanda 

Oakley 

 7 11 Fine needle biopsy is not usually 

used for the diagnosis of primary 

cutaneous melanoma. The 

thickness of melanoma varies 

across the lesion and areas of 

benign disease can be sampled 

inappropriately. The 

disadvantages of partial biopsy 

should be outlined.  

The wording has been 

changed.   

45 Mr Mark 

Faries 

 7 11 Fine needle aspiration will not be 

reliable in many cases of primary 

ano-uro-genital melanoma and 

should not be suggested as a 

standard biopsy technique. In 

cases of bulky lesions in which it 

would be possible, the 

recommended molecular tests 

(BRAF/NRAS/c-KIT) would not be 

possible with an FNA.  

 

This guideline does not 

address cutaneous 

melanoma.  However, 

the wording has been 

changed to make this 

clearer.   

46  BSSVD 7 11  Fine needle biopsy of a cutaneous 

pigmented lesion is not 

appropriate 

The wording has been 

changed.   

47 Prof David 

Jayne 

BASO 7 12 This could be simplified to 

examination Under Anaesthetic 

(EUA) Proctoscopy +/- flexible 

sigmoidoscopy [NT – copied from 

comment within document] 

The wording has been 

changed.   

48 Dr Martin 

Highley 

 7 12 Should read Proctoscopy + / - 

flexible sigmoidoscopy 

The wording has been 

changed.   

49 Prof John 

Thompson 

 7 13 There is now a considerable body 

of evidence indicating that PET/CT 

is more sensitive and more 

specific in the detection of 

systemic melanoma metastases 

(except for brain metastases).  I 

would expect an evidence-based 

Unfortunately, there is 

no prospective robust 

data to support the use 

of PET-CT in patients 

diagnosed with AUG 

melanomas either at 

staging, restaging or 
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guideline to recommend this 

rather than whole body CTs, but 

understand that availability and 

cost considerations in the UK may 

be a difficulty.  

 

surveillance. The panel 

would support your 

expert opinion that 

PET-CT is slightly more 

accurate in patient 

with AUG melanomas 

and that is why we 

have recommended 

PET-CT prior to radical 

therapy with curative 

intent. In this specific 

situation both patients 

and clinical teams wish 

to avoid futile surgery 

and any morbidity. We 

therefore recommend 

that PET-CT should be 

utilised here. 

50 Prof Amanda 

Oakley 

 7 13 Staging is not necessary if biopsy 

has shown in-situ disease.   

Melanoma in situ: the 

surgical management 

should be in 

accordance with the 

NICE Guidance on 

Cutaneous Melanoma 

(July 2015), ie there 

should be an attempt 

to obtain a clinical 

margin of at least 

0.5cm when excising 

stage 0 melanoma 

 

Staging is not 

necessary if the biopsy 

has shown in-situ 

disease 

 

51 Dr John Oxley British Society 

of 

Dermatopathol

ogy 

7 15 You state Carry out BRAF, CKIT 

and NRAS testing but then don't 

suggest cKIT treatment  if 

positive, I think you should state 

"Carry out BRAF testing and 

CONSIDER cKIT and NRAS" 

 

This is repeated in each system.   

This was previously 

discussed at length by 

our group. We 

discussed that if CKIT 

testing remains 

optional in the 

metastatic setting, 

then the situation of 

geographical variation 

in access to testing will 

persist. If guidelines 

only suggest a test, 

there is less imperative 

for services to develop.  

We agreed that there 

is sufficient evidence 

that selected patients 

with metastatic 

mucosal melanoma 

with specific CKIT 
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mutations (eg exons 11 

and 13) benefit from 

CKIT directed therapy, 

therefore there should 

be an expectation that 

patients with 

metastatic mucosal 

melanoma 

52 Dr Richard 

Carvajal 

 7 15 Consider having GNAQ/11 testing 

be done on an optional basis 

(Sheng et al. Eur J Cancer 2016) in 

addition to BRAF, NRAS and cKIT 

testing. 

GNAQ/11 mutations 

are seen mainly in 

uveal melanomas 

(~85%), and not so 

frequently in mucosal 

melanomas. Also, at 

present, there is no G-

directed therapy, 

therefore the GDG did 

not think it appropriate 

to recommend.   

53 Dr David 

Elder 

 7 15 The recommendation to carry out 

RAF, NRAS and CKIT screening 

could be qualified as limited to 

those patients who present with 

metastases, or with high risk 

primaries for which adjuvant 

therapy is being considered. 

These are mutually exclusive and 

although usually studied in 

multiplex panels, could be studied 

individually, in which further 

testing could be cancelled after a 

positive result is found in any one 

of these. Future research could 

identify additional targetable 

mutations for patients who later 

develop metastatic disease.  

Thank you the wording 

of the 

recommendation has 

been changed.   

54 Dr Andrew 

Goddard 

NCRI-ACP-RCP      7 15 Mutation testing is not strictly 

staging. Our experts question 

whether this should it be done on 

all patients – for example early 

stage tumours, or very frail 

elderly patients. There is a need 

to think about the expense of 

blanket testing if it is not likely to 

impact on patient management. 

 

This has been put in a 

separate section.  

Even elderly or frail 

patients with a BRAF 

mutation or possibly a 

targetable CKIT 

mutation would be 

considered for 

palliative systemic 

treatment if 

symptomatic from 

metastatic disease. 

Therefore explicitly 

excluding these 

patients seems 

unnecessary.   

55 Prof Amanda 

Oakley 

 7 15 Mutational analysis is relevant to 

the setting of advanced 

melanoma and clinical trials. It is 

not required for in-situ 

Thank you the wording 

of the 

recommendation has 

been changed.   
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melanoma. Some centres already 

test in all cases of invasive 

melanoma, others only if targeted 

treatment for advanced disease is 

contemplated. 

56 Prof Amanda 

Oakley 

 7 17 Cutaneous melanoma guidelines 

and standard documents give 

resection margins according to 

Breslow thickness of the tumour. 

The thickness of the melanoma 

should at least be recorded. 

The wording has been 

changed to make it 

clearer that the 

guideline is not 

addressing cutaneous 

melanoma with cross 

referencing to the NICE 

guideline.   

57 Dr Alexander 

van Akkooi 

  

 7 17 There is no conclusive evidence 

that an LAR or APR are better 

than a transanal excision (TAE), 

publication by Iddings et al. Ann 

Surg Oncol 2010.  

 

Although the recommendation 

does actually advocate this, it is 

somewhat hidden in the 

recommendation. Consider to 

change the wording to clarify it 

even more. 

The wording has been 

clarified. 

58 Dr David 

Elder 

 7 17 Pathology 

Resection specimens should be 

submitted to pathology with 

appropriate orientation and 

clinical description. In situ disease 

should be carefully assessed and 

cleared with subsequent surgery 

if possible. Pathological staging 

indicators should be assessed as 

for cutaneous melanoma, 

although their relevance to 

prognosis is not as well defined.  

Specimens should be reviewed by 

a pathologist with experience in 

melanoma. The curability of in 

situ and early invasive disease 

(after complete excision) should 

be recognized and communicated 

to patients. 

The wording has been 

changed. 

59 Mr Edmund 

Leung 

BASO 7 17 Patients ought to be advised 

regarding potential functional 

outcome of even WLE and the 

intensity of surveillance. APR may 

also be an appropriate 

alternative. This decision needs to 

be made with the patient and 

specialist nurses.  

The wording has been 

changed.   

60 Dr Richard 

Carvajal 

 7 18 Repeat wide local excision should 

be performed if complete 

resection will not compromise 

sphincter function.  If sphincter 

We have added 

assessing function to 

the recommendation, 

thank you.   
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function will be compromised, 

other management options may 

be considered (APR vs RT vs close 

observation depending on clinical 

scenario) 

61 Dr David 

Elder 

 7 18 Does R1 need to be defined for a 

general readership? 

This is done in the 

patient information.   

62 Mr Edmund 

Leung 

BASO 7 18 Re-do WLE should be performed 

in a specialist centre only 

This is made clear in 

the first 

recommendation in 

this section.   

63 Prof John 

Thompson 

 8 29 - 

33 

These follow-up 

recommendations are pragmatic 

and probably reasonable but are 

not evidence-based. A similar 

comment can be made about 

follow-up of melanomas at the 

other anatomical sites covered by 

the guidelines. 

The guideline is based 

on the best available 

evidence.  We did not 

identify a great deal of 

evidence to answer 

this question.   

64 Dr Richard 

Carvajal 

 8 20 Given the very high risk of death 

due to distant disease, careful 

consideration must be given prior 

to performing an APR as this is 

not likely to be a curative 

procedure. 

We have covered thi 

by recommending CT-

PET, and we have 

clarified that it should 

be the last resort 

65   8 20 In cases of anal melanoma where 

wide local excision is not possible, 

low anterior resection will almost 

never be an alternative. Rather an 

abdominoperineal resection will 

almost always be required due to 

the most common locations of 

these lesions.  

The wording has been 

changed 

66 Prof Amanda 

Oakley 

 8 22 Sentinel node biopsy could 

possibly be required in the future 

as entry requirement for clinical 

trial. 

This has been 

reworded. 

67 Dr Paolo A. 

Ascierto 

 8 22 In recommendation #15 you state 

to carry out BRAF, NRAS, and CKIT 

mutational testing at first staging. 

Now, considering the data 

presented at ESMO and published 

on NEJM by Long et al., stage IIIA 

cutaneous melanoma showed a 

better outcome when treated 

with dabrafenib trametinib. Even 

if the combination of dabrafenib 

and trametinib was not tested as 

adjuvant in stage III mucosal 

melanoma patients, considering 

the important advantages in 

terms of RFS, DMFS, and OS 

showed in the Combi-AD study, in 

patients with mucosal melanoma 

which harbour BRAF-V600E/K 

mutation I think that it could be 

This has been 

reworded. 
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considered/offered an adjuvant 

treatment.  

That said, stage IIIA patients are 

those who performed a SLN 

biopsy.  

My question is: in BRAF mutated 

anal melanoma (not in rectal 

melanoma), can we consider a 

SLN for staging purpose in the 

view of a possible adjuvant? If not 

recommended, we could at least 

discuss this with patients. 

68 Prof John 

Thompson 

 8 22 With the very recent reports of 

effective and relatively non-toxic 

adjuvant therapies for patients 

with resected Stage III melanoma, 

this recommendation may need 

to be reconsidered (and for the 

other anatomical sites covered by 

the guideline also).   

 

(1. Weber J, Mandala M, Del 

Vecchio M, et al. Adjuvant 

Nivolumab versus Ipilimumab in 

Resected Stage III or IV 

Melanoma. N Engl J Med 2017.  2. 

Long GV, Hauschild A, Santinami 

M, et al. Adjuvant Dabrafenib plus 

Trametinib in Stage III BRAF-

Mutated Melanoma. N Engl J Med 

2017.) 

This has been 

reworded. 

69 Dr Alexander 

van Akkooi 

  

 8 22 No evidence for a therapeutic 

effect indeed, I agree, but as a 

staging tool? 

The Committee 

recognises that 

sentinel node status is 

an important 

determinant of 

eligibility for adjuvant 

trials and, as such, may 

influence the access of 

such adjuvant 

treatments should they 

become available. As 

such, our 

recommendation has 

been altered, with 

sentinel node advised 

if it were to determine 

access to clinical trials 

or adjuvant therapies 

70 Mr Mark 

Faries 

 8 22 Sentinel lymph node biopsy is 

indicated in ano-uro-genital 

melanoma. There is substantial 

evidence that it can be accurately 

performed in these lesions, 

though the prognostic 

significance in many cases of 

The Committee is of 

the opinion that 

caution should be used 

when extrapolating 

from the role of 

sentinel biopsy in 

cutaneous melanoma 
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mucosal melanoma is less than 

that of typical cutaneous 

melanomas due to the frequently 

advanced nature of most primary 

tumors. However, there are 

prospective clinical data in 

cutaneous melanoma that 

removal of sentinel lymph node 

metastases reduces the need for 

subsequent complete lymph node 

dissection in 70-80% of cases of 

metastatic disease. Sparing these 

patients the morbidity of 

complete lymph node dissection 

is obviously desirable. Sentinel 

node biopsy for these patients 

would be considered standard of 

care in most parts of the 

developed world.  

 

to its role in mucosal 

melanoma. There is no 

evidence to suggest 

sentinel biopsy reduces 

the need for future 

lymphadenectomy in 

mucosal melanoma.  

However, in the time 

since these guidelines 

were distributed for 

review, the results of 

adjuvant 

immunotherapy trials 

including patients with 

mucosal melanoma 

have been published. 

The Committee 

recognises that 

sentinel node status 

was an important 

determinant of 

eligibility for adjuvant 

trials and, as such, may 

influence the access of 

such adjuvant 

treatments should they 

become available. As 

such, our 

recommendation has 

been altered, with 

sentinel node advised 

if it were to determine 

access to clinical trials 

or adjuvant therapies.   

 

80 Mr Oliver 

Cassell 

 8 22 

,69,1

13 

I would be grateful if the 

following view could be 

considered. In my opinion 

sentinel node biopsy should be 

offered as an option to vulval, 

perineal and penile melanoma 

patients  

Evidence from cutaneous 

melanoma . 

1. SLNB is a safe 

 investigation with low 

morbidity in specialist 

centres. 

2. It is a valuable staging 

investigation and the 

outcome can alter 

melanoma stage. 

3. In thick melanoma the 

sentinel node result 

stratifies the survival of 

the group 

The wording of the 

recommendation has 

been changed. 
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4. A negative result gives 

psychological benefit to 

the patient 

5. It gives information re 

the nodal basin and 

permits further surgery 

to gain local control 

6. SLNB detects the high 

risk group and places 

patients into CT scan 

 follow up and high risk 

follow up groups 

7. When they are running 

 it selects a group for 

adjuvant trials. 

8. Trials are running on the 

hypothesis that the 

sentinel node biopsy 

may be therapeutic in 

removing diseased nodes 

without further 

completion dissection 

(EORTC) 

 

I do not believe there is clear cut 

evidence that sentinel node 

biopsy does NOT have role in this 

group. There is no evidence for 

SLNB on the little finger but this is 

included as part of the arm. I 

cannot believe that a 1cm 

distance between a  mons pubis 

melanoma (skin melanoma team) 

vs labia majora (gynae oncology) 

means the management should 

be different. 

Therefore it should be an option 

for the patients or centres should 

be allowed to set up trials looking 

into the investigation and 

patients can be offered this as an 

option. 

The Montgomery ruling on 

consent informs us that patients 

should be given all options for 

treatment. In the absence of clear 

cut evidence either way then this 

should be catered for in the 

guidelines.  

 

71 Mr Mark 

Faries 

 8 23 If BRAF mutation is present, there 

is level 1 evidence that adjuvant 

targeted therapy improves 

relapse free survival and a very 

strong indication that it improves 

overall survival as well. Though 

This has been 

reworded.  
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BRAF mutation will be uncommon 

in this population, adjuvant 

therapy in the cases where it is 

present.  

 

72 Dr Paolo A. 

Ascierto 

 8 24 After the disclosure of the 

Checkmate 238 and Combi-AD 

studies at ESMO, we know that 

there are two treatments which 

will become standard of care as 

adjuvant. However only 

Checkmate 238 enrolled mucosal 

melanoma patients. For this 

reason, now I would say “Recent 
data from a clinical study 

(Checkmate-238) support the use 

of nivolumab as adjuvant in 

patients with stage III and IV with 

no evidence of disease”. 
More debated may be whether 

consider dabrafenib/trametinib as 

adjuvant even for mucosal 

melanoma patients. As I wrote 

above, in recommendation #15 

you state to carry out BRAF, 

NRAS, and CKIT mutational 

testing at first staging. Thus, in 

case of stage III mucosal 

melanoma BRAF mutated, should 

we consider only nivolumab, or 

we can consider target therapy as 

well ? Even if the combination of 

dabrafenib and trametinib was 

not tested as adjuvant in stage III 

mucosal melanoma patients, 

considering the important 

advantages in terms of RFS, 

DMFS, and OS showed in the 

Combi-AD study, in patients with 

mucosal melanoma which 

harbour BRAF-V600E/K mutation I 

think that it could be 

considered/offered an adjuvant 

treatment with the combination 

of dabrafenib/trametinib as well. 

Agreed. . Although the 

incidence of BRAF 

mutation is low in 

mucosal melanoma it 

is not zero. A higher 

proportion of the 

mutations are not the 

typical V600E/K seen in 

cutaneous and 

therefore are not likely 

to benefit from 

BRAF/MEK inhibition in 

adjuvant setting. 

However identifying 

the small number of 

high risk patients with 

a targetable BRAF 

mutation despite their 

exclusion from Combi-

AD will be important, 

particularly given the 

lower response rates 

to immunotherapy in 

mucosal melanoma. 

73 Prof John 

Thompson 

 8 24 This guideline may need to be 

strengthened in the light of the 

new evidence of effective 

adjuvant systemic therapy, as 

outlined and referenced above.  

We have reviewed the 

new evidence and have 

reworded the 

recommendations.   

74 Dr Marcus 

Butler 

 8 24 The clinical studies examining 

adjuvant therapy for resected 

melanoma do not necessarily 

exclude patients with mucosal 

melanoma.  The recently 

published results from CA209-238 

We have reviewed the 

new evidence and have 

reworded the 

recommendations.   
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(Weber et al, NEJM, 2017) 

showed PFS benefit, but overall 

survival data is not yet available—
thus the recommendation can 

remain.  However, the data 

includes mucosal patients. 

Additionally, while the results 

from COMBI-AD (Long et al, 

NEJM, 2017) did show OS 

improvement, this study included 

cutaneous, but not mucosal 

melanoma. 

75  RCOG 8 24 This recommendation may be 

unnecessary: It says that if in the 

future data support the use of 

these agents, then it should be 

considered, i.e. current data does 

not support it. The guideline 

should be current. If new 

evidence emerges, at that point a 

review of the guideline 

recommendation would be 

required. 

The same applies to the same 

recommendation 71 (page 17) 

and 115 (page 25). 

This has been 

reworded 

76 Dr Paolo A. 

Ascierto 

 8 26 In case of R1 margin, and when 

radical resection is deemed 

inappropriate, … you consider 
adjuvant radiotherapy. 

I would re-write such part as 

follow: 

“If resection with curative intent 

only achieves an R1 margin, and 

radical resection is deemed 

inappropriate, due to associated 

morbidity or clinical assessment, 

then consideration should be 

given to adjuvant radiotherapy in 

order to reduce the probability of 

local recurrence.” 

We know that adjuvant therapy is 

able to reduce only relapse free 

survival and doesn’t have any 
impact on the OS. 

Thank you for 

rewording, the 

emphasis on avoiding 

morbid surgery is now 

clear. 

77 Dr Paolo A. 

Ascierto 

 8 29 You consider the follow-up 

schedule for local relapse every 3 

months for the first three years. 

Considering that the majority of 

recurrences occur in the first 2 

years, I would follow patients for 

local recurrence every three 

months for 2 years (rather than 

for 3 years), and then every 6 

months from years 3-5. 

After after much 

discussion, the GDG 

agreed that the 

schedule in the 

guideline of three 

years 3 monthly 

follow-up was 

reasonable. 

78 Prof Frances  8 32 MD Anderson does have data on Thank you 
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Wright  wide local excision and radiation – 

and the radiation reducing local 

recurrence 

79 Dr Richard 

Carvajal 

 8 23 

and 

24 

I have no doubt careful 

consideration was given to these 

recommendations… it will be 
interesting to see what happens 

given the positive adjuvant 

nivolumab Checkmate 238 data 

(which should be cited here).  

Despite the lack of meaningful 

data of adjuvant nivolumab in 

mucosal melanoma, I suspect 

there will be some use of this in 

the US.  As there is more data to 

support adjuvant cis/TMZ than 

adjuvant nivo for mucosal, it is 

important that the academic field 

takes a clear stance on what to do 

here.  Perhaps best to state that 

data are limited and that clinical 

trial participation is encouraged.  

In the absence of trial options, 

considerations include 

observation, adjuvant nivolumab 

(if available), or adjuvant 

cis/TMZ).   

This has been 

superseded by 

Checkpoint. 

81 Dr Paolo A. 

Ascierto 

 9 30 About the follow-up schedule for 

systemic relapse, for the same 

consideration made above, I 

would consider the exams listed 

for the first 2 years following 

potentially curative treatment 

rather than for the first 3 years. 

The guideline group 

deliberated on this and 

regards 3 years as the 

safer option, clearly 

taking into account 

clinical judgement and 

patient circumstances.   

82 Dr Steve 

Nicholson 

 9 30 Cross-sectional options should be 

permitted, ie MR Pelvis with CT 

Chest & Abdo, or MR Abdo & 

Pelvis with CT chest. MR is the 

usual preferred surveillance tool 

for anal cancers in all the units 

with which I am familiar. 

We agree that some 

institutions may wish 

to perform surveillance 

with a combination of 

CEMRI and CECT rather 

than CECT alone. 

CEMRI is more 

accurate in detecting 

and characterising sub-

cm liver disease and 

better at detecting 

disease recurrence 

within the post-

surgical void. The 

combination of CEMRI 

of the abdomen and 

pelvis plus non-

contrast CT of the 

chest will however be 

more onerous to 

patients and carers and 

require 2 separate 
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hospital appointments. 

In addition, this 

combination of tests 

will take approximately 

2-4 hours of patients 

and carers time to 

perform contrasting 1 

hour or less for CECT 

alone. Cost is also a 

consideration 

particularly when there 

is no robust evidence 

to suggest surveillance 

improves overall 5-

year survival as 

treatment is mostly 

performed with 

palliative intent. A 

surveillance CECT 

including the brain can 

be performed in 

minutes and is an 

accurate economical 

technique. It is for 

these reasons the 

panel has 

recommended a single 

CECT surveillance 

study over a 

combination of both 

CEMRI and CECT. 

83 Dr Martin 

Highley 

 9 32 It would be best to say …should 
be given an annual appointment 

and / or open rapid access, if 

available. (Those patients with an 

annual appointment still require 

open rapid access). 

A recommendation has 

been added to this 

effect.   

84 Dr David 

Elder 

 9 33 Metastatic melanoma can present 

at > 10 years after definitive 

treatment of the primary, so that 

“open access” might be a 
reasonable option after that time. 

A recommendation has 

been added to this 

effect.   

85 Dr Paolo A. 

Ascierto 

 9 37 I would add that the combination 

immunotherapy might be more 

indicated for patients with high 

tumor burden, elevated LDH, and 

with brain metastases. 

This was discussed and 

the GDG’s decision was 
to leave as is. 

86 Dr Paolo A. 

Ascierto 

 9 38 I would put such 

recommendation just after 

recommendation #35. 

These 

recommendations 

have been revised and 

re-ordered 

87 Prof John 

Thompson 

 9 38 There should not be an “s” on the 
end of the word demonstrate. 

Data as a singular is in 

common usage 

88 Prof Amanda 

Oakley 

 9 30, 

32 

Where is the evidence that 

imaging at this frequency alters 

outcome?  The full document 

The guideline used the 

best available 

evidence.  Where this 
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argues that it gives an 

opportunity to offer the patient 

early treatment of metastatic 

disease. 

wasn’t available, 
consensus was used.   

89 Prof John 

Thompson 

 10 39 The low rate of BRAF mutation in 

mucosal melanomas should 

perhaps be mentioned (here and 

for the other anatomical sites). 

The wording has been 

changed to make this 

clear 

90 Dr Paolo A. 

Ascierto 

 10 40 I agree about the poor 

performance status. Instead of 

very bulky disease (where 

combination immunotherapy 

could still reach, in some patients, 

long term benefit), I would write 

“symptomatic bulky disease”. 

The wording has been 

changed, thank you. 

91 Dr Alison 

Norton 

ACP 10 40 Given the lack of trial evidence for 

IO or targeted therapy it is not 

clear why the recommendation is 

so clearly in favour of IO.  As point 

41 refers to cKIT this point must 

mean BRAF mutations as the 

targetable ones.  In the lack of 

evidence I think this should not be 

so definite a steer, but be a 

“consider IO as first line”.  If we 
are extrapolating from the 

cutaneous trial data the most 

recent OS data with BRAF/MEK in 

low volume disease is very 

comparable to IO. 

This recommendation 

has been reworded 

92 Prof John 

Thompson 

 10 41 The even lower rate of CKIT 

mutation in mucosal melanomas 

should perhaps be mentioned 

also, and the very low and poorly 

sustained responses to treatment 

in CKIT-positive patients.  

The incidence of CKIT 

mutations is around 

15% for all mucosal 

melanomas but there 

is evidence it may be 

as high as 35% in 

certain sub-

populations e.g. 

vulvovaginal mucosal 

melanoma. Overall 

response rates to 

imatinib and 

equivalent for all 

patients with CKIT 

mutations are low 

(16%) – however 

selected patients 

(generally with 

mutations in expns 11 

and 13) can have 

durable clinical benefit 

(non-ranndomised 

data 

93 Dr Andrew 

Goddard 

NCRI-ACP-RCP      10 41 CKIT directed therapy is not 

standard of care and is not 

routinely commissioned. It 

This was previously 

discussed at length by 

our group. We 
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remains to be evaluated in clinical 

trials which are available in the 

NIHR portfolio. Please revise the 

wording of this guidance along 

the lines of: 

If a CKIT mutation is identified in a 

patient with advanced mucosal 

melanoma, the patient should be 

referred for consideration of 

entry into a suitable clinical trial 

of CKIT targeted therapy available 

at the nearest specialist 

melanoma centre. 

 

discussed that if CKIT 

testing remains 

optional in the 

metastatic setting, 

then the situation of 

geographical variation 

in access to testing will 

persist. If guidelines 

only suggest a test, 

there is less imperative 

for services to develop.  

We agreed that there 

is sufficient evidence 

that selected patients 

with metastatic 

mucosal melanoma 

with specific CKIT 

mutations (eg exons 11 

and 13) benefit from 

CKIT directed therapy, 

therefore there should 

be an expectation that 

patients with 

metastatic mucosal 

melanoma should be 

tested for a targetable 

CKIT mutation (we 

acknowledge 

elsewhere that funding 

for these therapies is 

not yet in place) – 

either to give scope for 

individual funding to 

be applied for, or 

preferably to access 

relevant clinical trials. 

94 Dr Andrew 

Goddard 

NCRI-ACP-RCP      10 41 CKIT directed therapy is not 

standard of care and is not 

routinely commissioned. It 

remains to be evaluated in clinical 

trials which are available in the 

NIHR portfolio. Please revise the 

wording of this guidance along 

the lines of: 

If a CKIT mutation is identified in a 

patient with advanced mucosal 

melanoma, the patient should be 

referred for consideration of 

entry into a suitable clinical trial 

of CKIT targeted therapy available 

at the nearest specialist 

melanoma centre. 

 

See comment 93 

 

95 Dr Martin 

Highley 

 10 41 The test for the CKIT mutation is 

performed during staging 

investigations (recommendation 

Recommendation on 

genetic testing has 

been changed.   
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15). It is difficult to discuss the 

current implications of a CKIT test 

with patients who may be 

potentially cured, or may relapse 

in the future when the 

implications of knowing the CKIT 

status may have changed. Testing 

for CKIT could be performed only 

when metastatic disease is 

identified. 

 

Should read ….would have to be 
sought and would not be 

guaranteed. 

96 Dr Andrew 

Goddard 

NCRI-ACP-RCP      10 42 ‘Chemotherapy’ is sometimes 
used to represent any systemic 

anticancer therapy. Our experts 

suggest prefacing with ‘cytotoxic’ 

This was discussed and 

bio-chemotherapy 

added.    

97 Dr Martin 

Highley 

 10 42 Should read ….routine use of 
chemotherapy 

Thank you for pointing 

this out. 

98 Dr Paolo A. 

Ascierto 

 10 43 Since we considered also targeted 

therapy for patients harbouring 

BRAF mutation, in case of 

palliative radiotherapy, I would 

recommend to interrupt 

treatment during the time of 

radiotherapy. 

Thank you for pointing 

this out, it has been 

changed. 

99 Prof John 

Thompson 

 10 43 “is” should be “are”.   Common usage of data 

as a singular 

100  RCOG 10 2.1 

41 

“Funding would have to be sought 
on”  - suggest cutting “on” – 

recurs through other sections. 

Thank you for pointing 

this out. 

101 Dr Paolo A. 

Ascierto 

 10 44 I would state the timing. I would 

say every 3 months. 

This has been changed 

thank you 

102 Prof John 

Thompson 

 10 44 See previous comment about 

greater sensitivity of PET/CT. 

See comment 49 

103 Prof John 

Thompson 

 10 45 Diathermy-fulguration and laser 

ablation are very effective, and 

are much simpler and cheaper 

options.  

Surgery or ablative 

methods eg by laser 

ablation, can be useful 

treatments for 

cutaneous metastases 

 

104 Dr Vanessa 

Potter 

 10 45 Should this be in the Treatment 

section above rather than in 

follow-up. 

Thank you for pointing 

this out, it has been 

moved.   

105  BSSVD 11 Phot

ogra

phs 

The first photograph is very 

blurred – please find better 

images as these are not very 

helpful to make a diagnosis 

These are the best we 

had available. 

11 Dr Steve 

Nicholson 

 11 16 This is problematic with regard to 

melanoma of the penis, since 

melanoma arising in the prepuce 

or shaft skin would probably be 

best managed by a surgeon with 

experience in penile surgery, even 

though the appropriate MDT 

This is in the document 

already. Coordination 

between the 

melanoma MDT and 

penile MDT 
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would be one that deals with 

cutaneous melanoma (SSMDT or 

Melanoma MDT, depending on 

local arrangements).   

106 Dr Martin 

Highley 

 12 Care 

path

way 

Staging investigations should 

read:- Proctoscopy + / - flexible 

sigmoidoscopy. Assess reliability 

This has been 

corrected 

107  BSSVD 12 2.3 The text in the figure is very 

blurry 

This is clearer in the 

final document 

108 Dr John 

Haanen 

 13  FU during the 1st year. Consider 3 

monthly CT-scan considering the 

high rate of recurrences 

As with all aspects of 

care, that there should 

be clinical judgement 

and 3 monthly may be 

appropriate for some 

patients, balancing 

radiation with scanning 

frequency the GDG 

was in favour of six 

monthly.     

109  BSSVD 13  Text in the follow up boxes is 

blurry 

This is clearer in the 

final document 

110  RCOG 13 Box 1 I would suggest that “(e.g. in the 
groin)” is put after “palpable 
lymph nodes” and before “ 
associated with anal lymph 

nodes”. 

This has been changed.   

111  BSSVD 14  Consider separating out 

vulvovaginal melanoma to vulval 

melanoma and vaginal melanoma 

as the former should really be 

managed according to cutaneous 

melanoma ie in keeping with NICE 

gudielines for cutaneous 

melanoma using AJCC staging and 

Breslow thickness etc as guideline 

for surgical excision margins and 

follow up etc. For vaginal and 

vulvovaginal melanoma (is 

crossing mucocutaneous border) 

then the management as 

described in the guideline is 

appropriate.  

Consider detailing differential 

diagnoses of pigmented lesions in 

the vulva e.g. benign melanotic 

macules, melanoma in situ and 

appropriate management.  

It would be helpful if 

Dermatologists were invited to 

join the steering group to advise 

on this aspect of the guideline.   

The guideline has been 

clarified to make clear 

that it addresses 

mucosal melanomas 

and refers to the NICE 

guideline for 

cutaneous melanomas 

in the region  

112 Mr Andy 

Nordin 

British 

Gynaecological 

Cancer Society 

14 47 The configuration of specialist 

gynaecological oncology MDTs, 

which all perform radical vulval 

surgery on in excess of 15-20 

cases annually, does not match 

One of the reasons for 

developing these 

guidelines is that they 

are melanoma focused 

and that these patients 
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the footprint of specialist 

melanoma MDTs in that a 

significant proportion of 

gynaecological oncology MDTs 

are not co-located with a 

melanoma team.  This situation 

reflects the situation for 

sarcomas, for which there are 

published Improving Outcomes 

Guidelines.  Routine surgical 

procedures for vulvovaginal 

melanomas are the same 

operations which are routinely 

performed for other malignant 

vulvovaginal tumours (which are 

primarily squamous carcinomas), 

just as surgery for uterine surgery 

for uterine sarcomas reflects 

other routine gynaecological 

oncology pelvic resections.  

Regardless of the underlying 

pathology, following radical vulval 

surgery (with or without 

inguinofemoral 

lymphadenectomy where this 

proves necessary), patients 

require frequent close monitoring 

and post-operative care, which 

should be offered as close to the 

patients home as possible.  We 

therefore argue that surgery 

should be performed in the local 

specialist gynaecological oncology 

centre, regardless of whether or 

not this is co-located with a 

specialist melanoma MDT.  

Reflecting the sarcoma model, 

each specialist gynaecological 

oncology MDT should be formally 

linked to a melanoma MDT for 

pathology review, treatment 

planning and streamlined referral 

of cases of metastatic / advanced 

disease.  

Under these circumstances, the 

majority of patients without 

metastatic disease will remain 

under the care of their local 

gynaecological oncology team 

and it would seem logical that the 

operating gynaecological 

oncologist takes the role of the 

lead consultant, rather than the 

consultant in the melanoma MDT 

who may not need to even see 

the patient in low risk cases.  

should not necessarily 

be treated in the same 

way as other 

pathological diseases 

at the same site. We 

are not suggesting that 

the melanoma 

consultants carry out 

the surgery, but rather 

they are involved from 

the start to guide the 

most appropriate 

treatment. The surgery 

will still be site specific 

and so performed by 

the specialist 

gynaecological teams, 

but with melanoma 

MDT input from the 

beginning rather than 

as an afterthought. 



Page 27 of 62 

 

 Name Organisation if 

applicable 

Page # Rec 

 # 

Comment GDG reply 

Conversely, the melanoma team 

oncologist will be primarily 

responsible for delivering care for 

patients with advanced / 

metastatic disease.  We therefore 

suggest that recommendation 47 

is amended to: 

“Cancer centres should name a 
specific oncologist or surgeon 

within the specialist melanoma 

team or gynaecological oncology 

team who is responsible for 

communication between the 

cancer centre teams caring for 

the patient and between the 

cancer centre and primary and 

secondary care.” 

 

113 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& 

Cochrane GNCO 

14 47 At our cancer Centre, this would 

normally be the GO surgeons, 

since most patients would come 

vai gynae 2WW and primary 

surgical treatment by GO 

surgeon. We benefit from our 

med onc having a specialist 

interest in melanoma and also 

sitting on the skin cancer MDT, 

where patients will be discussed 

but for gynae melanomas patients 

remain primarily under GO team, 

at least initially.  Should the term 

specialist melanoma team be 

changed to reflect that many 

patients will be primaryily under 

GO? 

This has been 

reworded.  

114 Dr Martin 

Highley 

 14 47 Should read away Changed, thank you 

115 Dr Susan 

Cooper 

BSSVD 14 48 All patients should be offered a 

full skin check with a 

dermatologist looking for other 

lesions 

The view is that 

continued surveillance 

is not required. 

 If the AUG melanoma 

is of mucosal origin, 

there is no need to 

involve a dermatologist 

116 Dr Steve 

Nicholson 

 14 51 (see comment re: 5, above) 

An alternative arrangement that 

should be permissible is an over-

arching specialist meeting and 

MDT for non-cutaneous 

melanoma. This would ideally 

consists of representative 

members of the relevant surgical 

teams, together with treating 

oncologists, pathologists with an 

interest, radiologists and CNSs. 

A Specialist Skin MDT (which is 

See comment #32 



Page 28 of 62 

 

 Name Organisation if 

applicable 

Page # Rec 

 # 

Comment GDG reply 

the arrangement in place in my 

current Network) is not the same 

as a Specialsit Melanoma MDT, 

and is not ideally placed to 

comment on non-cutaneous 

melanoma in my opinion. 

117 Dr Susan 

Cooper 

BSSVD 14 51 Vulval melanoma should be 

managed as per melanoma on 

skin elsewhere (see BAD 

guidelines) but vaginal melanoma 

may be different 

We have cross referred 

to the NICE guideline 

for cutaneous 

melanomas. 

118  RCOG 15  The referral pathway is focused 

on primary care. There needs to 

be guidance to cancer unit leads 

as when to refer these patient to 

the centre. See below, units need 

to avoid doing excision biopsies.  

 

Thank you we have 

clarified this. 

119 Prof Frances 

Wright  

 15 51 Following the MDT discussion – 

do you want to comment that the 

outcome of the discussion would 

be discussed with the patient 

and/ or carer as well as the other 

physicians?  

This has been changed 

120 Mr Andy 

Nordin 

British 

Gynaecological 

Cancer Society 

15 51 “The management should be 
agreed by the melanoma MDT 

with input from the anatomical 

site specialists”. 
For patients whose treatment is 

principally or exclusively surgical, 

the consultant surgeon operating 

on the patient has ultimate 

responsibility for the case.  

Therefore, we suggest that this 

recommendation should read: 

“The management should be 
agreed between the melanoma 

MDT and the anatomical site 

specialists, but the ultimate 

responsibility for management 

rests with the managing 

clinician”. 
 

The guidelines are 

focusing on mucosal 

melanoma and not, on 

managing disease at 

this site, as ‘we do for 
all other diseases’ at 
this site. 

121 Dr Paul Craig NCRI-ACP-RCP      15 51 “The pathology (i.e. the slides 
with conventional and any 

immunohistochemical stains, as 

well as any associated molecular 

pathology reports) should be 

reviewed by themelanoma 

pathologist.” 

Agreed with above but could add 

a line before this “Ideally the 
initial assessment and reporting 

of the pathology of vulval 

melanomas should be performed 

by a specialist histopathologist 

See Comment #30 
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who regularly reports melanoma 

cases (such as a Specialist Skin 

MDT pathologist), in conjunction 

with a gynae pathologist for 

vaginal melanomas (and vulval 

melanoma if appropriate) 

122 Norma Sidek 

 

RCR 15 51 Staging to be confirmed and 

documented at the MDT.  This 

should be entered in the patient 

notes and copied to the patient’s 
GP 

This has been added 

123 Mr Andy 

Nordin 

British 

Gynaecological 

Cancer Society 

15 53 Ideally patients presenting with 

symptoms and signs suggestive of 

vulval malignancy should be 

referred directly to a specialist 

gynaecological oncology team on 

a “2 week wait rapid access” 
referral.  The other referral 

choices listed (combined gynae / 

dermatology clinic or 

dermatology clinic) will achieve 

an appropriate diagnosis but 

direct referral to the specialist 

gynaecological oncology team will 

expedite diagnosis and treatment.  

We therefore suggest that this is 

identified as the referral route of 

choice, rather than the third of 

three options. 

This has been 

reworded. 

124 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

15 53 Vulval melanomas are often NOT 

pigmented and other vulval 

lesons, such as VIN often ARE 

pigmented and I would 

respectfully suggest that these 

lesions come through gynae 

2WW, not skin 

Agree but needs 

melanoma 

histopathology and 

medical team 

involvement to provide 

high quality care. 

 

125 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

15 53 Difficulty in passing urine/urethral 

obstruction – this has many 

causes and without a lesion to 

see/feel has a very low incidence 

of vulval cancer, let alone 

melanoma 

This is a clinical 

decision that the 

primary care team may 

take. 

126 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecologic

al Cancer 

Society & 

Cochrane 

GNCO 

15 53 These are really non-specific 

symptoms.  I have local data 

(that  I’m trying to get published 
to inform the vulval symptoms 

debate) that show that in 

absence of a lesion,itching alone 

has a very low incidence of 

vulval cancer (none out of over 

200 patients).  The current NICE 

guidance is for referral to 2WW 

to gynae with suspiscious vulval 

lesion – these guidelines should 

not deviate from this 

recommendation. 

Thank you for this we 

have added itching.  
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127 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

15 53 Lump in the groin – surely this 

should be via general surgery 

unless thought clinically to be 

lymphadenopathy? 

This is again taken in to 

consideration in 

context , isolated groin 

node is not 2WW for 

gynaecology. 

128 Dr Susan 

Cooper 

BSSVD 15 53 The symptoms need work. This 

implies that all patients with 

vulval itching should be referred 

under the two week wait. This will 

include all eczema, lichen simplex, 

recurrent candida infections and 

lichen sclerosus and will clog the 

system, delaying referral for 

melanoma. Most important is 

irregular lesions, nodules 

This has been clarified. 

129 Dr Susan 

Cooper 

BSSVD 15 53 Melanocytic pigmentation. This 

will include all labial melanotic 

macules/benign naevi, best to 

refer new lesions, irregular colour 

and border, nodules 

This has been 

reworded.  

130 Dr Susan 

Cooper 

BSSVD 15 53 Bleeding is a vague term and 

would be better rephrased 

bleeding lesion. 

Agreed – but patients 

presentation depends 

on decision by primary 

care team. 

131 Dr Susan 

Cooper 

BSSVD 15 53 Not all lesions are pigmented and 

may be confused with viral warts 

The wording has been 

clarified.   

132  BSSVD 15 53 It is not appropriate for a 

dermatologist with an interest in 

pigmented lesions to see patients 

with vaginal bleeding, difficulty 

passing urine / urethral 

obstruction, palpable 

lymphadenopathy (there are 

many causes of this which are 

more common than vulval 

melanoma), ‘lumps in the groin’, 
obstruction of urethral meatus or 

distant metastasis. The latter 

should be removed – there is a 

pathway for GPs to refer patients 

with metastases or groin lumps 

which would be inappropriate to 

send to Dermatology unless 

melanoma was confirmed. Please 

separate the list so that the 

correct clinician is referred 

appropriately according to most 

likely differential diagnosis. 

Vulvovaginal melanoma is very 

rare and there are far commoner 

causes of most of the symptoms 

suggested. 

 

Consider adding details on the 

differential diagnosis of 

pigmented lesions in the vulva – 

This has been 

reworded 
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diagnosis / delineation using 

dermscopy or Woods light.  

133 Prof Amanda 

Oakley 

 15 53, 

box 1 

Melanocytic pigmentation. It can 

be difficult to determine whether 

pigmentation is due to 

melanocytic proliferation or 

melanosis (uptake of pigment by 

keratinocytes). I would omit this 

line.   

“Irregularly-edged pigmented 

lesion” is not particularly helpful 

and I suggest it is replaced by 

“Irregular or asymmetrical colour 
and structure”. Benign conditions 
such as melanosis of the vulva 

often have irregular edge. 

This item is missing a closed 

parenthesis. 

The wording has been 

changed to reflect 

advice from a 

dermatologist. 

134 Dr Susan 

Cooper 

BSSVD 15 54 Most melanomas are 

asymptomatic at presentation, 

pain/discomfort is very unusual 

Depends whether it is 

located and size. 

135 Dr Susan 

Cooper 

BSSVD 15 55 Not all vulval pigmented lesions 

need referral, only if they are 

suspicious 

This is a clinical 

decision at primary 

care level. 

 

136 Prof Amanda 

Oakley 

 15 59 Staging is not necessary if biopsy 

has shown in-situ disease.   

We agree with 

cutaneous but not with 

mucosal 

137 Prof Amanda 

Oakley 

 15 61 Mutational analysis is relevant to 

the setting of advanced 

melanoma and clinical trials. It is 

not required for in-situ 

melanoma. Some centres already 

test in all cases of invasive 

melanoma, others only if targeted 

treatment for advanced disease is 

contemplated. 

See comment # 55 

138 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

16 63-65 WLE needed to resect disease 

with R) margins – agree that 

these patients almost ALWAYS 

have microscopic disease 

elsewhere at presentation and I 

have yet to have a contiguous 

local recurrence, if margin was 

clear. 

R-0  should be aimed 

139 Prof Amanda 

Oakley 

 16  52 Fine needle biopsy is not usually 

used for the diagnosis of primary 

cutaneous melanoma. The 

thickness of melanoma varies 

across the lesion and areas of 

benign disease can be sampled 

inappropriately. The 

disadvantages of partial biopsy 

should be outlined.  

This has been 

reworded 

140 Mr Phillip 

Rolland & 

British 

Gynaecological 

16 57 Please do NOT encourage excision 

biopsy – this means that if SCC 

This has been 

reworded 
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Miss Jo 

Morrison 

Cancer Society 

& Cochrane 

GNCO 

and done by someone other than 

the GO that it is really hard to do 

SLN afterwards as difficult to find 

the site.  RCOG vulval guidelines 

state punch biopsy and these 

guidelines should echo this 

recommendation.  Should also 

state that a clinical photograph 

demonstrating the site of the 

lesion or an excellent diagram is 

mandatory for lesions biopsied 

and that if more than one lesion is 

biopsied that they are carefully 

labelled and sent individually with 

only one specimen per pot,  so 

that if one is malignant then thise 

leaves conservative treatment 

options open – please remember 

that many vulval melanomas are 

not pigmented and most of the 

lesions which are malignant will 

not be melanomas 

141 Dr Susan 

Cooper 

BSSVD 16 57 Excision  best for diagnosis, Punch 

biopsy should be only if in an 

anatomically difficult area of the 

vulva. Sampling error may arise 

with punch biopsies. We are sure 

not about FNA for diagnosis of 

melanoma? How can depth be 

assessed on FNA? Best practice 

for cutaneous melanoma is 

excision with 2 mm margin, 

histological evaluation and the 

planned wide local excision with 

margins  dependent on Breslow, 

mitotic activity, ulceration etc etc 

This has been 

reworded 

142  BSSVD 16 57 Fine needle biopsy is not 

appropriate for diagnosis of 

primary vulval melanoma 

This has been 

reworded.   

143  RCOG 16  57 It would be better if excision 

biopsy is not undertaken in the 

first instance, as for SCC of vulva, 

if a small lesion is removed, it is 

very difficult then to locate the 

actual area of the tumour and 

carry out adequate wide local or 

radical excision of surrounding 

area depending on the size. An 

incision biopsy/punch biopsy to 

get a diagnosis would be 

preferable. 

This has been 

reworded 

144 Prof Frances 

Wright  

 16 58 Is there any role for MRI pelvis to 

assess extent of disease with 

vaginal melanoma? 

This is addressed in the 

following two 

recommendations.   

145 Mr Phillip 

Rolland & 

British 

Gynaecological 

16 58 EUA including speculum 

examination – is not a routine 

This has been 

reworded 
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Miss Jo 

Morrison 

Cancer Society 

& Cochrane 

GNCO 

part of staging for vulval lesions 

easily seen on vulvoscopy 

146  RCOG 16  58 There seems to be some 

confusion about EUA and 

speculum examination. Every 

patient should have a speculum 

examination prior to treatment. 

Some patients may require and 

EUA before treatment is planned 

some may have an EUA and 

proceed at the time of surgery say 

for a small confined lesion and 

would not be sensible to put 

them through two anaesthetics. 

This has been clarified. 

146 Dr Susan 

Cooper 

BSSVD 16 59 Staging investigations not 

necessary for in situ melanomas 

thin melanomas (see skin 

guidelines) 

Melanoma in situ: the 

surgical management 

should be in 

accordance with the 

NICE Guidance on 

Cutaneous Melanoma 

(July 2015), ie there 

should be an attempt 

to obtain a clinical 

margin of at least 

0.5cm when excising 

stage 0 melanoma 

 

Staging is not 

necessary if the biopsy 

has shown in-situ 

disease 

 

148 Dr Richard 

Carvajal 

 16 61 Consider having GNAQ/11 testing 

be done on an optional basis 

(Sheng et al. Eur J Cancer 2016) in 

addition to BRAF, NRAS and cKIT 

testing. 

See comment #52 

149 Mr Andy 

Nordin 

British 

Gynaecological 

Cancer Society 

16 62 See comments above re 

configuration of service and 

location of surgery. 

Noted 

150 Mr Andy 

Nordin 

British 

Gynaecological 

Cancer Society 

16 62 See comments above re 

configuration of service and 

location of surgery. 

Noted 

151 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

16 62 Surgery by gynae onc surgeons 

experienced in treatment of 

vulval carcinoma working in 

collaboration with melanoma 

team 

This is made clear in 

the MDT section 

152  BSSVD 16 62… As described above vulval 

melanoma should be managed 

according to guidelines for 

cutaneous melanoma. Vaginal 

and vulvovaginal melanoma can 

be managed as described in 63, 

64.  

This is a guideline 

about mucosal 

melanoma, this has 

been made clearer.   
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153 Dr David 

Elder 

 16 63 Pathology 

Resection specimens should be 

submitted to pathology with 

appropriate orientation and 

clinical description. In situ disease 

should be carefully assessed and 

cleared with subsequent surgery 

if possible. Pathological staging 

indicators should be assessed as 

for cutaneous melanoma, 

although their relevance to 

prognosis is not as well defined. 

Specimens should be reviewed by 

a pathologist with experience in 

melanoma. The curability of in 

situ and early invasive disease 

(after complete excision) should 

be recognized and communicated 

to patients. 

See comment # 58 

154 Dr Susan 

Cooper 

BSSVD 16 63 Excision margins should be same 

as for cutaneous melanoma. Wide 

local excision usually aiming for 

0.5 or 1 cm margin depending on 

depth of tumour NOT 1mm 

We have now taken 

this into account.   

155  RCOG 16  64 ‘in the form of anterior or 
posterior vulvectomy’  should be 
removed from this section. The 

area of radical excision will 

depend on the location of the 

lesion on the vulva and may for 

example require a lateral hemi-

vulvectomy. A radical excision to 

R0 and with 1 mmm margin is 

clear enough in terms of surgical 

requirements. 

 

This has been clarified. 

156   16 64 There is insufficient evidence to 

support radical vulvectomy based 

upon a unidimensional 

measurement of the tumor (e.g. 4 

cm). Vulvo-vaginal melanomas 

may be broad and thin and radical 

vulvectomy is not indicated in 

those cases.  

 

This has been re-

worded 

157  BSSVD 16 76 Follow up should be based on 

stage of disease – melanoma in 

situ / AJCC stage I/II vulval 

melanoma does not require 10 

years follow up. It should be 

made clear that only Stage III 

disease (nodal involvement) or 

patients with distant mets above 

should be followed up according 

to the schedule detailed. The 

evidence base supporting six 
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monthly CT scans for any mucosal 

melanoma is very weak and is not 

advocated in patients with AJCC 

stage I vulval melanoma.  

158  BSSVD 16 71 

and 

72 

Do you mean vulvovaginal and 

not AUG melanoma? 

We have used the term 

AUG to indicate that 

this is standard advice 

across all anatomical 

sites.   

159  RCOG 17  76-78 It is not clear who should have 

‘local’ only and who ‘systemic’ 
follow up as well. Clarification 

would be helpful.  

Thank you for pointing 

this out, the wording 

has been clarified.  

160 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

17 68 Given the metastatic nature of 

the disease exenterative surgery 

should not be recommended 

other than to control debilitating 

symptoms and would be rarely 

indicated since life-limiting 

disease WILL be elsewhere 

The aim is to do the 

minimum surgery to 

achieve R=0, but the 

wording has been 

clarified to involve a 

functional assessment 

161 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

17 69 Agree no evidence for benefit of 

SLN 

This has been qualified 

somewhat.   

162 Dr Paolo A. 

Ascierto 

 17 69 In recommendation #61 you state 

to carry out BRAF, NRAS, and CKIT 

mutational testing at first staging. 

Now, considering the data 

presented at ESMO and published 

on NEJM by Long et al., stage IIIA 

cutaneous melanoma showed a 

better outcome when treated 

with dabrafenib trametinib. Even 

if the combination of dabrafenib 

and trametinib was not tested as 

adjuvant in stage III mucosal 

melanoma patients, considering 

the important advantages in 

terms of RFS, DMFS, and OS 

showed in the Combi-AD study, in 

patients with mucosal melanoma 

which harbour BRAF-V600E/K 

mutation I think that it could be 

considered/offered an adjuvant 

treatment.  

That said, stage IIIA patients are 

those who performed a SLN 

biopsy.  

My question is: in BRAF mutated 

vulval melanoma, can we 

consider a SLN for staging 

purpose in the view of a possible 

adjuvant? If not recommended, 

we could at least discuss this with 

patients. 

We have now taken 

this into account in the 

guideline.   



Page 36 of 62 

 

 Name Organisation if 

applicable 

Page # Rec 

 # 

Comment GDG reply 

163 Dr Alexander 

van Akkooi  

 17 69 No evidence for a therapeutic 

effect indeed, I agree, but as a 

staging tool? 

See comment #69 

164 Dr Marcus 

Butler 

 17 69 “Sentinel lymph node biopsy is 
not recommended at present 

outside the context of clinical 

trials.”  Please consider modifying 
this to: “Sentinel lymph node 
biopsy is not recommended at 

present outside the context of 

clinical trials or as part of an17 

evaluation for trial eligibility.”  
Rationale: As stated, some 

adjuvant studies do not exclude 

mucosal melanoma and 

therefore, lymph node sampling 

may upstage patients, with the 

caveat that the reliability of SNB is 

not yet well defined.    

This recommendation 

has been altered as 

suggested. 

165 Dr Paolo A. 

Ascierto 

 17 71 Same comment that I made for 

recommendation #24: 

After the disclosure of the 

Checkmate 238 and Combi-AD 

studies at ESMO, we know that 

there are two treatments which 

will become standard of care as 

adjuvant. However only 

Checkmate 238 enrolled mucosal 

melanoma patients. For this 

reason, now I would say “Recent 
data from a clinical study 

(Checkmate-238) support the use 

of nivolumab as adjuvant in 

patients with stage III and IV with 

no evidence of disease”. 
More debated may be whether 

consider dabrafenib/trametinib as 

adjuvant even for mucosal 

melanoma patients. As I wrote 

above, in recommendation #61 

you state to carry out BRAF, 

NRAS, and CKIT mutational 

testing at first staging. Thus, in 

case of stage III mucosal 

melanoma BRAF mutated, should 

we consider only nivolumab, or 

we can consider target therapy as 

well? Even if the combination of 

dabrafenib and trametinib was 

not tested as adjuvant in stage III 

mucosal melanoma patients, 

considering the important 

advantages in terms of RFS, 

DMFS, and OS showed in the 

Combi-AD study, in patients with 

mucosal melanoma which 

See comment # 72 
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harbour BRAF-V600E/K mutation I 

think that it could be 

considered/offered an adjuvant 

treatment with the combination 

of dabrafenib/trametinib as well. 

166 Dr Marcus 

Butler 

 17 71 The clinical studies examining 

adjuvant therapy for resected 

melanoma do not necessarily 

exclude patients with mucosal 

melanoma.  The recently 

published results from CA209-238 

(Weber et al, NEJM, 2017) 

showed PFS benefit, but overall 

survival data is not yet available—
thus the recommendation can 

remain.  However, the data 

includes mucosal patients. 

Additionally, while the results 

from COMBI-AD (Long et al, 

NEJM, 2017) did show OS 

improvement, this study included 

cutaneous, but not mucosal 

melanoma. 

We have included this. 

167 Dr Paolo A. 

Ascierto 

 17 73 Same comment that I made for 

recommendation #26: 

In case of R1 margin, and when 

radical resection is deemed 

inappropriate, … you consider 
adjuvant radiotherapy. 

I would re-write such part as 

follow: 

“If resection with curative intent 

only achieves an R1 margin, and 

radical resection is deemed 

inappropriate, due to associated 

morbidity or clinical assessment, 

then consideration should be 

given to adjuvant radiotherapy in 

order to reduce the probability of 

local recurrence.” 

We know that adjuvant therapy is 

able to reduce only relapse free 

survival and doesn’t have any 
impact on the OS. 

See comment  #79 

168 Dr Paolo A. 

Ascierto 

 17 76 Same comment that I made for 

recommendation #29: 

You consider the follow-up 

schedule for local relapse every 3 

months for the first three years. 

Considering that the majority of 

recurrences occur in the first 2 

years, I would follow patients for 

local recurrence every three 

months for 2 years (rather than 

for 3 years), and then every 6 

months from years 3-5. 

See comment # 77 
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169 Dr Martin 

Highley 

 17 76 I wonder if it is necessary to 

perform an EUA every 3 months. 

A pelvic examination and 

speculum examination could be 

performed every 3 months, but to 

reduce the number of 

anaesthetics, an EUA could be 

performed only when a CT scan of 

the pelvis is not scheduled. 

This has been 

reworded to reflect 

this.   

170 Dr Susan 

Cooper 

BSSVD 17 76 EUA every 3 months. Does this 

really mean GA every 3 months, 

we hope not 

Thank you for pointing 

this out – we have 

qualified it with – if 

clinically indicated.  

171  RCOG 17  76 Again speculum and EUA need to 

be separated here. EUA is only 

performed and necessary if there 

is suspicion of recurrence and 

does not need to be routinely 

carried at each visit. 

This has been re-

worded 

172 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

17 67&6

9 

Agree that no evidence for SLN 

and that excision of LN is to help 

local control but no effect on 

recurrence 

This has been 

reworded somewhat 

173 Prof John 

Thompson 

 17 69, 

71 

See previous comments about 

recently reported trials of 

effective and relatively non-toxic 

adjuvant therapies 

(recommendations 22 and 24).  

The same comments apply here.  

See comment #68 

174 Dr Richard 

Carvajal 

 17 70 

and 

71 

I have no doubt careful 

consideration was given to these 

recommendations… it will be 
interesting to see what happens 

given the positive adjuvant 

nivolumab Checkmate 238 data 

(which should be cited here).  

Despite the lack of meaningful 

data of adjuvant nivolumab in 

mucosal melanoma, I suspect 

there will be some use of this in 

the US.  As there is more data to 

support adjuvant cis/TMZ than 

adjuvant nivo for mucosal, it is 

important that the academic field 

takes a clear stance on what to do 

here.  Perhaps best to state that 

data are limited and that clinical 

trial participation is encouraged.  

In the absence of trial options, 

considerations include 

observation, adjuvant nivolumab 

(if available), or adjuvant 

cis/TMZ).   

This has been 

addressed in the 

adjuvant section and 

comments added. 

175 Prof John 

Thompson 

 18 77-80 The same comments as those 

made in relation to 

recommendations 29-33 apply.   

See comment #63 
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176 Dr Paolo A. 

Ascierto 

 18 77 Same comment that I made for 

recommendation #30: 

About the follow-up schedule for 

systemic relapse, for the same 

consideration made above, I 

would consider the exams listed 

for the first 2 years following 

potentially curative treatment 

rather than for the first 3 years. 

See comment #  81 

177 Dr Susan 

Cooper 

BSSVD 18 77 CT or MR means there is a huge 

difference in cumulative radiation 

dose if they are having 6 monthly 

scans. Can the group  quantify 

how much of a difference it would 

mean for a patient?  

 

As most patients with 

AUG melanomas are 

over the age of 60 we 

decided against 

detailing the pros and 

cons of radiation dose 

to patients during 

surveillance. However, 

in the younger patient, 

cumulative radiation 

dose may be an issue 

when it comes to 

surveillance especially 

in the rare patient 

presentation with early 

disease that goes on to 

have several 

surveillance CECT 

studies. The chances of 

a solitary CECT study of 

the chest, abdomen 

and pelvis causing a 

fatal new cancer is 

stated to be low by 

NHS England. This risk 

is estimated to be less 

than one in thousand. 

Fatal cancers would 

typically develop many 

years after the CECT 

studies and as the 

prognosis is generally 

poor we decided 

against detailing this in 

the guidelines. 

178 Dr Steve 

Nicholson 

 18 77 Cross-sectional options should be 

permitted, ie MR Pelvis with CT 

Chest & Abdo, or MR Abdo & 

Pelvis with CT chest.  

Thank you for your 

expert opinion and 

taking the time to 

discuss this with the 

guidelines team. 

179 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

18 79 If they survive to 5 years (they 

almost invariably don’t due to 
late presentation/early 

metastasis) then relapse after this 

point is unlikely and no evidence 

that continued FU will improve 

outcomes.  With my very nihilist 

After after much 

discussion, the GDG 

agreed that the 

schedule in the 

guideline of three 

years 3 monthly 

follow-up was 
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head on I would question the 

value of imaging in follow up 

without symptoms, since you 

correctly state that patients with 

metastatic disease don’t survive 5 
years so there must be little in 

way of evidence that imaging is 

effective and certainly not cost 

effective and may be frankly 

damaging for an otherwise 

asymptomatic patient to know 

that they have a recurrence – this 

should be a topic for an RCT. 

reasonable.Clearlysubj

ect to clinical 

judgement and patient 

circumstances.   

180 Dr Martin 

Highley 

 18 79 As above See comment #83 

181 Dr David 

Elder 

 18 80 Metastatic melanoma can present 

at > 10 years after definitive 

treatment of the primary, so that 

“open access” might be a 
reasonable option after that time. 

This has been clarified 

182  RCOG 18  80 Presumably patients should be 

discharged if they are ‘disease 
free’. 

Thank you for pointing 

this out, it has been 

clarified. 

183 Prof Amanda 

Oakley 

 18 77,78 Where is the evidence that 

imaging at this frequency alters 

outcome?  The full document 

argues that it gives an 

opportunity to offer the patient 

early treatment of metastatic 

disease. 

See comment #88 

184 Dr Paolo A. 

Ascierto 

 19 84 Same comment that I made for 

recommendation #37: 

I would add that the combination 

immunotherapy might be more 

indicated for patients with high 

tumor burden, elevated LDH, and 

with brain metastases. 

See comment #85 

185 Dr Paolo A. 

Ascierto 

 19 85 Same comment that I made for 

recommendation #38: 

I would put such 

recommendation just after 

recommendation #82. 

See comment #86 

186 Dr Paolo A. 

Ascierto 

 19 87 Same comment that I made for 

recommendation #40: 

I agree about the poor 

performance status. Instead of 

very bulky disease (where 

combination immunotherapy 

could still reach, in some patients, 

long term benefit), I would write 

“symptomatic bulky disease”. 

See comment #90 

187 Dr Andrew 

Goddard 

NCRI-ACP-RCP      19 87 Given the lack of trial evidence for 

IO or targeted therapy it is not 

clear why the recommendation is 

so clearly in favour of IO.  As point 

41 refers to cKIT this point must 

See comment # 91 
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mean BRAF mutations as the 

targetable ones.  In the lack of 

evidence I think this should not be 

so definite a steer, but be a 

‘consider IO as first line’.  If we 
are extrapolating from the 

cutaneous trial data the most 

recent OS data with BRAF/MEK in 

low volume disease is very 

comparable to IO. 

188 Dr Alison 

Norton 

ACP 19 87 Given the lack of trial evidence for 

IO or targeted therapy it is not 

clear why the recommendation is 

so clearly in favour of IO.  As point 

41 refers to cKIT this point must 

mean BRAF mutations as the 

targetable ones.  In the lack of 

evidence I think this should not be 

so definite a steer, but be a 

“consider IO as first line”.  If we 
are extrapolating from the 

cutaneous trial data the most 

recent OS data with BRAF/MEK in 

low volume disease is very 

comparable to IO. 

See comment # 91 

 

189 Dr Martin 

Highley 

 19 88 As above See comment #41 

190 Dr Martin 

Highley 

 19 89  Thank you for pointing 

out 

191 Dr Paolo A. 

Ascierto 

 19 90 Same comment that I made for 

recommendation #43: 

Since we considered also targeted 

therapy for patients harbouring 

BRAF mutation, in case of 

palliative radiotherapy, I would 

recommend to interrupt 

treatment during the time of 

radiotherapy. 

See point #98 

192 Dr Paolo A. 

Ascierto 

 19 91 Same comment that I made for 

recommendation #44: 

I would state the timing. I would 

say every 3 months. 

See comment #101 

193 Prof John 

Thompson 

 19 91 The same comments as those 

made in relation to 

recommendations 13 and 44 

apply. 

See comment #49 

194 Prof John 

Thompson 

 19 92 The same comments as made in 

relation to recommendation 45 

apply. 

See comment #103 

195 Dr Vanessa 

Potter 

 19 92 Should this be in the Treatment 

section above rather than in 

follow-up. 

Thank you for pointing 

this out, it has been 

changed. 

196  BSSVD 20  Both photographs are very poor 

quality 

These have been 

changed.  

197 Dr Susan 

Cooper 

BSSVD 20 3.2 Images are not very clear. One of 

the BSSVD members has offered a 

Thank you we have 

used these.   
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better photo  

198  BSSVD 21  Care Pathway – blurred text This will be improved 

in the final version.   

199 Dr  Highley  21 Care 

path

way 

Vulval melanomas < 4 cm in size 

should be treated with WLE 

aiming for R0 margin and 

lympadenectomy. Vulval 

melanomas > 4 cm in size should 

be treated with radical excision in 

the form of anterior or posterior 

vulvectomy aiming for an R0 

margin. (The boxes are in the 

wrong place) 

The care pathway 

reflects the 

recommendations. 

200 Norma Sidek 

 

RCR 21 Care 

Path

way 

Vulvo-Vaginal Mucosal Melanoma Thank you for pointing 

this out 

201  RCOG 21  Flow 

chart 

Suggest, under staging 

investigations, the second bullet 

point might read ‘at diagnosis’ 
rather than ‘at presentation’.  

The care pathway 

reflects the 

recommendations.  

201 Prof Amanda 

Oakley 

 21 3.3 Typo: “two 2week” Thank you for pointing 

this out.   

203  RCOG 21 3.3 Within the care pathway the 

management boxes for “vulval 
melanoma <4cm” and “vulval 
melanoma>4cm” are the wrong 
way round – shows radical 

excision for small lesions and WLE 

for larger lesions currently. 

Thank you for pointing 

this out.   

204 Norma Sidek 

 

RCR 21 33 MRI pelvis as part of staging 

investigations 

We have now taken 

this into account in the 

guideline.   

205 Dr John 

Haanen 

 22  Idem for V-V melanoma FU during 

the 1st year - FU during the 1st 

year. Consider 3 monthly CT-scan 

considering the high rate of 

recurrences 

See comment #108 

206  BSSVD 22  Follow up text blurred This will be improved 

in the final version.   

207 Dr Martin 

Highley 

 22 Follo

w-up 

0-3 years post-surgery box. The 

box needs amending eg removal 

of the reference to proctoscopy 

and sigmoidoscopy. 

The care pathway 

reflects the 

recommendations. 

208 Mr Vijay 

Sangar 

 23 94 This needs re-writing. Each 

Specialist Penile Cancer MDT 

should have a named surgeon and 

oncologist (with deputies) who 

are responsible for patients with 

penile melanoma 

This is made clear in 

the MDT section.   

209 Dr Martin 

Highley 

 23 94 Should read away Thank you for pointing 

this out.   

210 Mr Vijay 

Sangar 

 23 95 Points 1 and 2 are too similar. 

They should read : 1. a named 

cancer nurse specialist and 2, a 

named consultant surgeon 

Thank you – we have 

made changes 

regarding access to 

emergency 
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The other points Except patient 

information) are too general and 

not measurable, hence should be 

excluded. 

They could be replaced with: 

Access to urgent review e.g acute 

assessment unit, emergency 

department 

Access to palliative care specialist, 

who should be a named co-opted 

individual to the MDT 

A named location for outpatient 

review 

 

appointments and 

palliative care but the 

view of the committee 

is that naming an 

individual would be 

difficult in many cases. 

211 Mr Vijay 

Sangar 

 23 96 This is an unmeasurable 

parameter 

This is general 

guidance and need not 

be measurable, 

although if the 

opportunity to discuss 

is recorded in the 

notes it is auditable.   

212 Prof Frances 

Wright  

 23 98 Following the MDT discussion – 

do you want to comment that the 

outcome of the discussion would 

be discussed with the patient 

and/ or carer as well as the other 

physicians? 

This has been added.   

213 Mr Vijay 

Sangar 

 23 98 Remove items 1 and 3 

ADD: 

The management of the primary 

site should be discussed at a 

penile cancer MDT and the 

melanoma MDT 

The treatment of the primary site 

melanoma should be decided by 

the penile cancer MDT 

Post Treatment a Joint MDT 

decision should be made of 

further staging, treatment and 

follow-up 

Anatomical site 

specialists are not 

experts in melanoma 

and therefore before 

undertaking surgery 

cases should be 

discussed jointly 

214 Dr Paul Craig NCRI-ACP-RCP      23 98 “The pathology (i.e. the slides 
with conventional and any 

immunohistochemical stains, as 

well as any associated molecular 

pathology reports) should be 

reviewed by the melanoma 

pathologist.” 

Agreed with above but could add 

a line before this “Ideally the 
initial assessment and reporting 

of the pathology of penile 

melanomas should be performed 

by a specialist histopathologist 

who regularly reports melanoma 

cases (such as a Specialist Skin 

MDT pathologist), in conjunction 

See Comment #30 
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with a urological pathologist from 

the specialist penile cancer MDT, 

if appropriate. 

215 Dr Steve 

Nicholson 

 23 98 see comments re: 5 & 51 above) 

An alternative arrangement that 

should be permissible is an over-

arching specialist meeting and 

MDT for non-cutaneous 

melanoma. This would ideally 

consists of representative 

members of the relevant surgical 

teams, together with treating 

oncologists, pathologists with an 

interest, radiologists and CNSs. 

A Specialist Skin MDT (which is 

the arrangement in place in my 

current Network) is not the same 

as a Specialsit Melanoma MDT, 

and is not ideally placed to 

comment on non-cutaneous 

melanoma in my opinion. 

See comment #32 

216 Mr Ian 

Eardley 

 24 94-

111 

No comment Noted 

217 Prof Amanda 

Oakley 

 24 100 Use standard dermatological 

terminology for lesion 

presentation. “Mole”, “Lump”, 
“Nodular lesion” “Nodular mass” 
are not standardised terms.  

Instead, replace by:  Irregular 

pigmented or non-pigmented flat 

macule/patch, plaque or nodule, 

with or without ulceration. 

We have taken advice 

and amended the 

wording. 

218 Mr Vijay 

Sangar 

 24 100 Should read penile cancer 

specialist/urologist 

This has been changed 

219 Prof John 

Thompson 

 24 104 This imaging technique is very 

rarely used, as far as I am aware 

(and is likely to be met with 

considerable patient reluctance!) 

Penile cancer centres 

have led the way in 

patients undergoing 

pre op penile MRI. 

220 Mr Andy 

Nordin 

British 

Gynaecological 

Cancer Society 

24 63 & 

64 

Recommendation 65 adequately 

describes the surgical principals 

for resection of the tumours, 

which may be achievable by a 

wide local excision but which may 

require radical vulvectomy.  This 

distinction depends on various 

factors in addition to tumour size, 

in particular site of disease.  We 

therefore suggest that it is 

inappropriate for the guideline to 

specify the type of surgery (ie 

wide excision or vulvectomy) on 

the basis of tumour diameter.  

We have now edited 

this. 

221 Mr Ian 

Eardley 

 25 112-

113 

The issue here is what constitutes 

“evidence of metastatic disease” 

CT and MRI scanning is insensitive 

for small nodal involvement in 

‘SNB is recommended 

although no studies 

were identified 

regarding its use in 
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this tumour, and SLNB is the 

standard of care for SCC penis 

 

It is difficult to believe that the 

recommendation should be any 

other than SLNB in all patients 

with impalpable disease. 

 

I recognise that there is no 

evidence base for this, but we will 

otherwise be left to manage 

patients with impalpable disease 

and a negative CT on a case by 

case basis. 

 

One further point is whether 

there should be advice regarding 

extent of nodal surgery. Should 

we just undertake nodal surgery 

for involved inguinal nodes, or 

should pelvic lymphadenectomy 

be invoked for enlarged nodes?  

 

Again, there will be no evidence 

base in the penis to direct that, 

but perhaps the guidelines should 

at least comment on this? 

penile melanoma. This 

is because the patterns 

of lymph node 

drainage are generally 

more uniform in penile 

malignancy. Therefore, 

the Committee agreed 

it is reasonable for 

sentinel node biopsy to 

be performed using 

same rationale as for 

patients with 

squamous carcinoma 

of the penis.’ 
 

222  BAUS Section of 

Andrology & 

Genito-Urethral 

Surgery 

25 106 Comment from one of our 

members reviewing this was that 

“in the cases I have been involved 
with we haven’t gone out of our 
way to MRI the brain before 

penile surgery.  Is this really 

indicated?”  
 

It was the opinion of 

the guideline 

development group 

that it was.   

223 Dr Richard 

Carvajal 

 25 107 Consider having GNAQ/11 testing 

be done on an optional basis 

(Sheng et al. Eur J Cancer 2016) in 

addition to BRAF, NRAS and cKIT 

testing. 

See Comment #52 

224 Dr David 

Elder 

 25 107 The recommendation to carry out 

RAF, NRAS and CKIT screening 

could be qualified as limited to 

those patients who present with 

metastases, or with high risk 

primaries for which adjuvant 

therapy is being considered. 

These are mutually exclusive and 

although usually studied in 

multiplex panels, could be studied 

individually, in which further 

testing could be cancelled after a 

positive result is found in any one 

of these. Future research could 

identify additional targetable 

mutations for patients who later 

See Comment #53 
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develop metastatic disease. 

225 Dr David 

Elder 

 25 108 Pathology 

Resection specimens should be 

submitted to pathology with 

appropriate orientation and 

clinical description. In situ disease 

should be carefully assessed and 

cleared with subsequent surgery 

if possible. Pathological staging 

indicators should be assessed as 

for cutaneous melanoma, 

although their relevance to 

prognosis is not as well defined. 

Specimens should be reviewed by 

a pathologist with experience in 

melanoma. The curability of in 

situ and early invasive disease 

(after complete excision) should 

be recognized and communicated 

to patients. 

See comment # 58 

226  BAUS Section of 

Andrology & 

Genito-Urethral 

Surgery 

25  108 The penile cancer centre is 

mentioned in the context of 

surgical treatment, but the supra 

regional penile MDT is not 

mentioned, it only mentions the 

melanoma MDT.  It might be 

worth putting in that any penile 

melanoma needs to be directed 

to the supra regional penile MDT 

and not just managed locally. 

Earlier involvement of the penile 

cancer centre may also be 

required for investigation as many 

centres don’t offer a decent 
Caverject MRI etc.  

 

This wording has been 

changed 

227  BAUS Section of 

Andrology & 

Genito-Urethral 

Surgery 

25 109 Is there evidence for the 1mm 

clearance or is it an 

extrapolation? Seems very tight 

given that clearance margins for 

cutaneous melanoma are greater 

(10mm plus).  Why the 

difference? 

  

For penile mucosal 

melanoma the local 

recurrence rates are 

low compared to SCC. 

228 Dr Paolo A. 

Ascierto 

 25 113 Same comment that I made for 

recommendations #22 and #69: 

In recommendation #107 you 

state to carry out BRAF, NRAS, 

and CKIT mutational testing at 

first staging. Now, considering the 

data presented at ESMO and 

published on NEJM by Long et al., 

stage IIIA cutaneous melanoma 

showed a better outcome when 

treated with dabrafenib 

trametinib. Even if the 

See comment # 67 
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combination of dabrafenib and 

trametinib was not tested as 

adjuvant in stage III mucosal 

melanoma patients, considering 

the important advantages in 

terms of RFS, DMFS, and OS 

showed in the Combi-AD study, in 

patients with mucosal melanoma 

which harbour BRAF-V600E/K 

mutation I think that it could be 

considered/offered an adjuvant 

treatment.  

That said, stage IIIA patients are 

those who performed a SLN 

biopsy.  

My question is: in BRAF mutated 

penile melanoma (not in urethral 

melanoma), can we consider a 

SLN for staging purpose in the 

view of a possible adjuvant? If not 

recommended, we could at least 

discuss this with patients. 

229 Prof John 

Thompson 

 25 113 Refer previous comments Noted 

230 Dr Alexander 

van Akkooi  

 25 113 No evidence for a therapeutic 

effect indeed, I agree, but as a 

staging tool? 

See comment #69 

231 Dr Steve 

Nicholson 

 25 113 Sentinel Lymph Node biopsy is 

regarded as standard of care for 

all other penis cancers, and given 

the similarity of dissemination 

between penile melanoma and 

other penis cancers there is no 

justification for not 

recommending it in penile 

melanoma. It is disingenuous to 

limit the offer of SNLB in penile 

melanoma to the trial setting, 

knowing that such a trial is 

unlikely ever to be performed. 

This has been 

reworded. 

232 Dr Paolo A. 

Ascierto 

 25 115 Same comment that I made for 

recommendations #24 and #71: 

After the disclosure of the 

Checkmate 238 and Combi-AD 

studies at ESMO, we know that 

there are two treatments which 

will become standard of care as 

adjuvant. However only 

Checkmate 238 enrolled mucosal 

melanoma patients. For this 

reason, now I would say “Recent 

data from a clinical study 

(Checkmate-238) support the use 

of nivolumab as adjuvant in 

patients with stage III and IV with 

no evidence of disease”. 

See comment # 72 
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More debated may be whether 

consider dabrafenib/trametinib as 

adjuvant even for mucosal 

melanoma patients. As I wrote 

above, in recommendation #15 

you state to carry out BRAF, 

NRAS, and CKIT mutational 

testing at first staging. Thus, in 

case of stage III mucosal 

melanoma BRAF mutated, should 

we consider only nivolumab, or 

we can consider target therapy as 

well ? Even if the combination of 

dabrafenib and trametinib was 

not tested as adjuvant in stage III 

mucosal melanoma patients, 

considering the important 

advantages in terms of RFS, 

DMFS, and OS showed in the 

Combi-AD study, in patients with 

mucosal melanoma which 

harbour BRAF-V600E/K mutation I 

think that it could be 

considered/offered an adjuvant 

treatment with the combination 

of dabrafenib/trametinib as well. 

234 Dr Marcus 

Butler 

 25 115 The clinical studies examining 

adjuvant therapy for resected 

melanoma do not necessarily 

exclude patients with mucosal 

melanoma.  The recently 

published results from CA209-238 

(Weber et al, NEJM, 2017) 

showed PFS benefit, but overall 

survival data is not yet available—
thus the recommendation can 

remain.  However, the data 

includes mucosal patients. 

Additionally, while the results 

from COMBI-AD (Long et al, 

NEJM, 2017) did show OS 

improvement, this study included 

cutaneous, but not mucosal 

melanoma. 

This data has been 

added. 

235 Dr Richard 

Carvajal 

 25 114 

and 

115 

I have no doubt careful 

consideration was given to these 

recommendations… it will be 
interesting to see what happens 

given the positive adjuvant 

nivolumab Checkmate 238 data 

(which should be cited here).  

Despite the lack of meaningful 

data of adjuvant nivolumab in 

mucosal melanoma, I suspect 

there will be some use of this in 

the US.  As there is more data to 

This data has been 

added. 
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support adjuvant cis/TMZ than 

adjuvant nivo for mucosal, it is 

important that the academic field 

takes a clear stance on what to do 

here.  Perhaps best to state that 

data are limited and that clinical 

trial participation is encouraged.  

In the absence of trial options, 

considerations include 

observation, adjuvant nivolumab 

(if available), or adjuvant 

cis/TMZ).   

236 Prof John 

Thompson 

 25 114, 

115 

Refer previous comments See comment #68 

237 Prof John 

Thompson 

 26 120-

124 

Refer previous comments 31 See comment #63 

238 Dr Paolo A. 

Ascierto 

 26 117 Same comment that I made for 

recommendations #26 and #73: 

In case of R1 margin, and when 

radical resection is deemed 

inappropriate, … you consider 
adjuvant radiotherapy. 

I would re-write such part as 

follow: 

“If resection with curative intent 

only achieves an R1 margin, and 

radical resection is deemed 

inappropriate, due to associated 

morbidity or clinical assessment, 

then consideration should be 

given to adjuvant radiotherapy in 

order to reduce the probability of 

local recurrence.” 

We know that adjuvant therapy is 

able to reduce only relapse free 

survival and doesn’t have any 
impact on the OS. 

See comment # 79 

239 Dr Paolo A. 

Ascierto 

 26 120 Same comment that I made for 

recommendations #29 and #76: 

You consider the follow-up 

schedule for local relapse every 3 

months for the first three years. 

Considering that the majority of 

recurrences occur in the first 2 

years, I would follow patients for 

local recurrence every three 

months for 2 years (rather than 

for 3 years), and then every 6 

months from years 3-5. 

See comment # 77 

240 Dr Paolo A. 

Ascierto 

 26 121 Same comment that I made for 

recommendations #30 and #77: 

About the follow-up schedule for 

systemic relapse, for the same 

consideration made above, I 

would consider the exams listed 

for the first 2 years following 

See comment # 81 
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potentially curative treatment 

rather than for the first 3 years. 

241 Dr Steve 

Nicholson 

 26 121 Cross-sectional options should be 

permitted, ie MR Pelvis with CT 

Chest & Abdo, or MR Abdo & 

Pelvis with CT chest.  

Other surveillance options should 

also be permitted, eg US 

surveillance of groin nodes in 

place for cross-sectional imaging. 

We have clarified this 

in the 

recommendations. 

242 Dr Martin 

Highley 

 26 123 As above See comment #83 

243 Dr David 

Elder 

 26 124 Metastatic melanoma can present 

at > 10 years after definitive 

treatment of the primary, so that 

“open access” might be a 
reasonable option after that time. 

This has been added. 

244 Dr Paolo A. 

Ascierto 

 27 128 Same comment that I made for 

recommendations #37 and #84: 

I would add that the combination 

immunotherapy might be more 

indicated for patients with high 

tumor burden, elevated LDH, and 

with brain metastases. 

See comment #85 

245 Dr Paolo A. 

Ascierto 

 27 129 Same comment that I made for 

recommendations #38 and #85: 

I would put such 

recommendation just after 

recommendation #126. 

See comment #86 

246 Dr Paolo A. 

Ascierto 

 27 131 Same comment that I made for 

recommendations #40 and #87: 

I agree about the poor 

performance status. Instead of 

very bulky disease (where 

combination immunotherapy 

could still reach, in some patients, 

long term benefit), I would write 

“symptomatic bulky disease”. 

See comment #90 

247 Dr Andrew 

Goddard 

NCRI-ACP-RCP      27 131 Given the lack of trial evidence for 

IO or targeted therapy it is not 

clear why the recommendation is 

so clearly in favour of IO.  As point 

41 refers to cKIT this point must 

mean BRAF mutations as the 

targetable ones.  In the lack of 

evidence I think this should not be 

so definite a steer, but be a 

‘consider IO as first line’.  If we 
are extrapolating from the 

cutaneous trial data the most 

recent OS data with BRAF/MEK in 

low volume disease is very 

comparable to IO. 

See comment # 91 

 

248 Dr Alison 

Norton 

ACP 27 131 Given the lack of trial evidence for 

IO or targeted therapy it is not 

clear why the recommendation is 

See comment # 91 
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so clearly in favour of IO.  As point 

41 refers to cKIT this point must 

mean BRAF mutations as the 

targetable ones.  In the lack of 

evidence I think this should not be 

so definite a steer, but be a 

“consider IO as first line”.  If we 
are extrapolating from the 

cutaneous trial data the most 

recent OS data with BRAF/MEK in 

low volume disease is very 

comparable to IO. 

249 Dr Martin 

Highley 

 27 132 As above See comment #41 

250 Dr Martin 

Highley 

 27 133  Thank you for pointing 

this out 

251 Dr Paolo A. 

Ascierto 

 27 134 Same comment that I made for 

recommendations #43 and #90: 

Since we considered also targeted 

therapy for patients harbouring 

BRAF mutation, in case of 

palliative radiotherapy, I would 

recommend to interrupt 

treatment during the time of 

radiotherapy. 

See comment # 98 

252 Dr Paolo A. 

Ascierto 

 27 135 Same comment that I made for 

recommendations #44 and #91: 

I would state the timing. I would 

say every 3 months. 

See comment #101 

253 Prof John 

Thompson 

 28 136 Refer previous comments See previous response 

254 Dr Vanessa 

Potter 

 28 136 Should this be in the Treatment 

section above rather than in 

follow-up. 

Thank you for pointing 

this out, it has been 

moved.   

255  RCOG 29 4.3 Care pathway – no arrow from 

“staging” to “respectable with 
regional lymph nodes” box. 

Thank you for pointing 

this out 

256 Dr John 

Haanen 

 30  Idem - FU during the 1st year. 

Consider 3 monthly CT-scan 

considering the high rate of 

recurrences 

See comment #108 

257  BSSVD 31  Why are there no 

recommendations for research 

for vulval melanoma, vaginal 

melanoma or penile melanoma? 

There are several 

research 

recommendations that 

apply to all of the 

anatomical sites.  

258 Dr Martin 

Highley 

 31 4 Should read … AUG melanoma 
who will benefit from…. 

Thank you for pointing 

this out.  

259 Mr Mark 

Faries 

 31 5 The research section suggests 

that randomized clinical trials are 

desirable (point 5). While this is 

true and may be feasible in some 

countries (e.g. China), it is not 

likely to be feasible in the UK.  

 

This is true but is still 

the ideal as could be 

done worldwide.  
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260  RCOG 31 5 Research recommendations – I 

am not sure that the audit topics 

listed here are actually research 

recommendations (eg the 1st and 

6th points). 

Could include: 

 studies are required to 

determine the role of 

adjuvant radiotherapy 

following curative resection 

(linked to recommendations 

25, 72 and 116) 

 studies are required to 

determine the role of 

sentinel lymph node biopsy 

(linked to recommendations 

22, 69 and 113) 

 

Thank you for the 

suggestions.   

 

261 Prof Amanda 

Oakley 

 10, 19, 

28 

45, 

92, 

136 

First sentence is duplicated Thank you for pointing 

this out.  

262  RCOG 12, 

13,21,

22,29 

 Consider revising the diagrams to 

be more legible. 

These will be typeset 

for the final guideline. 

263  BAD -Skin 

Cancer and 

Therapy & 

Guidelines sub-

committees. 

113 25 Anecdotal rather than evidence-

based, I understood 

mucosal/transitional skin disease 

has a higher rate of metastasis 

and as a relative rarity with very 

specific lymphatic progression 

with it routinely done for penile 

SCC I would be in favour of SLNB 

staging. 

The recommendation 

has been changed.   
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1 Dr Richard 

Carvajal 

   To justify the use of brain 

imaging during followup, 

consider citing: Shoushtari 

et al. Melanoma Res. 2017 

Feb;27(1):57-64 

We reviewed this reference. 

3 Paolo A. 

Ascierto  

 4 2 Into the introduction, you 

mentioned conjunctival 

melanoma as mucosal 

melanoma. Can we really 

consider this as mucosal 

melanoma? 

Yes, it is described in most 

textbooks as the continuous 

mucosal lining covering the 

underside of the eyelids, the 

fornices and the surface of the 

globe to the limbus (i.e. junction 

of the sclera and the cornea). 

4 Dr Martin 

Highley 

 7 23 Should read 8th Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

5 Dr Richard 

Carvajal 

 8 1 Consider mention of 

adjuvant interferon and 

now the data for adjuvant 

nivolumab for cutaneous 

melanoma 

Noted 

6 Dr Martin 

Highley 

 8 31 Should read clinicians 

treating 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

7 Dr Martin 

Highley 

 9 1 Should read for these rare 

tumours 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

8 Dr Martin 

Highley 

 9 5 Should read robust basis on 

which to build our 

knowledge of 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

9 Dr Martin 

Highley 

 9 7 Should read also to 

stimulate 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

10 Dr Richard 

Carvajal 

 10 21 Typo?  - carers; maybe 

supposed to be caretakers? 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

11 Dr Steve 

Nicholson 

 11 16 This is problematic with 

regard to melanoma of the 

penis, since melanoma 

arising in the prepuce or 

shaft skin would probably 

be best managed by a 

surgeon with experience in 

penile surgery, even though 

the appropriate MDT would 

be one that deals with 

cutaneous melanoma 

.This is outside of the scope of 

this guideline and is covered in 

the NICE cutaneous melanoma 

guideline.   

https://www.ncbi.nlm.nih.gov/pubmed/27792058
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(SSMDT or Melanoma MDT, 

depending on local 

arrangements).   

12 Dr Martin 

Highley 

 13  9 Should read expertise in 

mucosal 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

13 Dr Martin 

Highley 

 13 33 Should read Specialist 

cancer nurse 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

14 Dr Richard 

Carvajal 

 14 39 The same characteristics 

that are predictive of good 

responses to 

immunotherapy also predict 

good response to targeted 

agents.  Worth including 

here? 

Noted 

15 Dr Richard 

Carvajal 

 15 1 The importance of 

multidisciplinary care of 

these patients (even more 

so than in cutaneous 

melanoma patients) cannot 

be overemphasized 

enough… I think you have 
done a very good job stating 

this, but would not be 

opposed to stating this even 

more emphatically! 

Thank you, we hope it is stated 

emphatically enough in the 

recommendations. 

16 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

16 1 At our cancer Centre, this 

would normally be the GO 

surgeons, since most 

patients would come vai 

gynae 2WW and primary 

surgical treatment by GO 

surgeon. We benefit from 

our med onc having a 

specialist interest in 

melanoma and also sitting 

on the skin cancer MDT, 

where patients will be 

discussed but for gynae 

melanomas patients remain 

primarily under GO team, at 

least initially.  Should the 

term specialist melanoma 

team be changed to reflect 

that many patients will be 

primaryily under GO? 

The comments on 

recommendations are duplicated 

in the table for the Executive 

Summary in order to review and 

answer all comments on 

recommendations together.  

17 Dr Martin 

Highley 

 16 7 Should read these rare AUG 

melanomas 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

18 Dr Martin 

Highley 

 16 22 Should read who they 

should call 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 
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very helpful.   

19 Dr Martin 

Highley 

 16 27 Should read In addition to 

the recommendations, 

three patient information 

leaflets 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

20 Dr Martin 

Highley 

 18  A general comment:- I fully 

agree with the need to 

ensure communication 

between MDTs, and this is 

very well covered 

Thank you 

21 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

19 53 Vulval melanomas are often 

NOT pigmented and other 

vulval lesons, such as VIN 

often ARE pigmented and I 

would respectfully suggest 

that these lesions come 

through gynae 2WW, not 

skin 

The comments on 

recommendations are duplicated 

in the table for the Executive 

Summary in order to review and 

answer all comments on 

recommendations together.  

22 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

19 53 Difficulty in passing 

urine/urethral obstruction – 

this has many causes and 

without a lesion to see/feel 

has a very low incidence of 

vulval cancer, let alone 

melanoma 

The comments on 

recommendations are duplicated 

in the table for the Executive 

Summary in order to review and 

answer all comments on 

recommendations together.  

23 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

19 53 These are really non-specific 

symptoms.  I have local data 

(that  I’m trying to get 
published to inform the 

vulval symptoms debate) 

that show that in absence of 

a lesion,itching alone has a 

very low incidence of vulval 

cancer (none out of over 

200 patients).  The current 

NICE guidance is for referral 

to 2WW to gynae with 

suspiscious vulval lesion – 

these guidelines should not 

deviate from this 

recommendation. 

The comments on 

recommendations are duplicated 

in the table for the Executive 

Summary in order to review and 

answer all comments on 

recommendations together.  

24 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

19 53 Lump in the groin – surely 

this should be via general 

surgery unless thought 

clinically to be 

lymphadenopathy? 

The comments on 

recommendations are duplicated 

in the table for the Executive 

Summary in order to review and 

answer all comments on 

recommendations together.  

25 Dr Martin 

Highley 

 19 53 Includes distant metastases. 

This should also be included 

in points 7 (page 19) and 96 

(page 20) 

We have removed this in the one 

instance 

26 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

20 57 Please do NOT encourage 

excision biopsy – this means 

that if SCC and done by 

someone other than the GO 

that it is really hard to do 

The comments on 

recommendations are duplicated 

in the table for the Executive 

Summary in order to review and 

answer all comments on 
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SLN afterwards as difficult 

to find the site.  RCOG vulval 

guidelines state punch 

biopsy and these guidelines 

should echo this 

recommendation.  Should 

also state that a clinical 

photograph demonstrating 

the site of the lesion or an 

excellent diagram is 

mandatory for lesions 

biopsied and that if more 

than one lesion is biopsied 

that they are carefully 

labelled and sent 

individually with only one 

specimen per pot,  so that if 

one is malignant then thise 

leaves conservative 

treatment options open – 

please remember that many 

vulval melanomas are not 

pigmented and most of the 

lesions which are malignant 

will not be melanomas 

recommendations together.  

27 Dr Richard 

Carvajal 

 23 1 It would be tremendously 

useful to standardize how 

we stage these patients… 
are you recommending here 

that we use AJCC staging for 

anal, rectal, vaginal, vulvar 

and penile cancer for 

mucosal melanomas arising 

from these sites?  It is not 

clear to me based upon the 

text what staging system(s) 

you intend physicians to 

use.  I would consider 

clarification of your intent 

very important. 

This is now addressed in section 

6.1 

28 Dr Martin 

Highley 

 23 14 Should read been clinically 

staged 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

29 Dr Martin 

Highley 

 23 16 Reference 7 needs clarifying 

(it refers to the anus) 

This has been corrected. 

30 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

24 58 EUA including speculum 

examination – is not a 

routine part of staging for 

vulval lesions easily seen on 

vulvoscopy 

The comments on 

recommendations are duplicated 

in the table for the Executive 

Summary in order to review and 

answer all comments on 

recommendations 31together.  

32 Dr Martin 

Highley 

 24 100 Should read and should 

include 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   
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33 Dr Martin 

Highley 

 25 102 MR brain is recommended 

prior to radical penile 

surgery. Should this also be 

recommended prior to 

major surgery for vulval-

vaginal and ano-rectal 

melanomas? 

It is in all three sections as the 

last recommendation in the 

surgery section.   

34 Paolo A. 

Ascierto 

 31 Point 

4 

In the text 

(recommendations #39, 

#86, and #130) you rightly 

stated that BRAF + MEK 

inhibitors should be offered 

to BRAF mutated mucosal 

melanoma patients. After 

some interesting pooled 

analysis from patients 

treated with the 

combination of BRAF + MEK 

inhibitors, now it largely 

recognized that even target 

therapy can get long-term 

benefit in patients with 

normal LDH and low tumor 

burden (these are the 

patient who easily reach 

complete remission). 

I would re-write such point 

focusing more on the risk 

factors than treatments. 

This has been revised.  

35 Dr Steve 

Nicholson 

 32 table A number of references 

regarding melanoma of the 

penis seem not to have 

been included, notably van 

Geel et al, UROLOGY 70: 

143–147  

(2007)  

These were screened out during 

the evidence review as not 

directly addressing mucosal 

melanoma 

36 Dr Richard 

Carvajal 

 34 13-14 Need to clearly specify how 

“stage I” and “stage II” is 
defined here 

This has been clarified as AJCC 

37 Dr Martin 

Highley 

 34 19 Should read distance from Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

38 Dr Richard 

Carvajal 

 35 1 A paragraph summarizing 

Table 6, the OS outcomes 

reported in the studies 

reviewed, would be helpful 

Thank you but unfortunately we 

don’t have the resources to do 
this.   

39 Dr Richard 

Carvajal 

 36 5 A paragraph summarizing 

Table 7, the DFS outcomes 

reported in the studies 

reviewed, would be helpful 

Thank you but unfortunately we 

don’t have the resources to do 
this.   

40 Dr Richard 

Carvajal 

 37 22 A paragraph summarizing 

Table 9, the OS outcomes 

reported in the studies 

reviewed, would be helpful 

Thank you but unfortunately we 

don’t have the resources to do 
this.   

41 Dr Martin  37 36 It may be better to state:- Thank you very much for pointing 
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Highley and 

37 

when controlling for DNA 

non-diploidy and 

angioinvasion (however, 

whether other possible 

confounders were included 

in the multivariable analysis 

is not clear) 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

42 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

40 67&6

9 

Agree that no evidence for 

SLN and that excision of LN 

is to help local control but 

no effect on recurrence 

The comments on 

recommendations are duplicated 

in the table for the Executive 

Summary in order to review and 

answer all comments on 

recommendations together.  

43 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

49 63-65 WLE needed to resect 

disease with R) margins – 

agree that these patients 

almost ALWAYS have 

microscopic disease 

elsewhere at presentation 

and I have yet to have a 

contiguous local recurrence, 

if margin was clear. 

The comments on 

recommendations are duplicated 

in the table for the Executive 

Summary in order to review and 

answer all comments on 

recommendations together.  

44 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

49 62 Surgery by gynae onc 

surgeons experienced in 

treatment of vulval 

carcinoma working in 

collaboration with 

melanoma team 

The comments on 

recommendations are duplicated 

in the table for the Executive 

Summary in order to review and 

answer all comments on 

recommendations together.  

45 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

49 68 Given the metastatic nature 

of the disease exenterative 

surgery should not be 

recommended other than to 

control debilitating 

symptoms and would be 

rarely indicated since life-

limiting disease WILL be 

elsewhere 

The comments on 

recommendations are duplicated 

in the table for the Executive 

Summary in order to review and 

answer all comments on 

recommendations together.  

46 Dr Richard 

Carvajal 

 50  The delineation of 4cm as 

defining potentially curative 

vulvar melanoma strikes me 

as interesting and brings up 

the concept of potential 

neoadjuvant systemic 

therapy alone or with RT in 

an effort to downstage 

tumors (Schiavone MB et al, 

Gynecol Oncol Rep. 2016 

Apr 14;16:42-6).  Not sure if 

a discussion of considering 

neoadjuvant “downstaging” 
therapy is within the scope 

of these guidelines, but just 

wanted to mention 

This has been amended and 

clarified that this is not referring 

to cutaneous melanomas.   

47 Dr Richard 

Carvajal 

 55 28 I’m not sure what the 
numbers in parentheses 

represent 

This has been clarified as the 

number of patients.  

https://www.ncbi.nlm.nih.gov/pubmed/?term=Schiavone%20MB%5BAuthor%5D&cauthor=true&cauthor_uid=27331137
https://www.ncbi.nlm.nih.gov/pubmed/27331137
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48 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

GNCO 

56 22 Agree no evidence for 

benefit of SLN 

Noted 

49 Dr Richard 

Carvajal 

 58 13 Please specify how you are 

defining stage I – III.  What 

staging system(s) are you 

using? 

This has been clarified as AJCC 

50 Dr Richard 

Carvajal 

 60 30 While I agree with the 

authors’ representation of 
the field’s current stance 
towards the adjuvant 

chemotherapy data, I would 

love to see a second trial 

either confirming or refuting 

the chemotherapy results 

(unlikely to ever happen 

though).  I would be 

cautious about 

extrapolating the available 

adjuvant data from 

cutaneous melanoma to the 

mucosal setting.  While I do 

hope that adjuvant PD1 is 

beneficial in the mucosal 

setting based upon 

Checkmate 238, given the 

differential biology of 

mucosal melanoma, I would 

not say that the question is 

answered by this one study 

The GDG would also like to see 

further research. 

51 Dr Richard 

Carvajal 

 60 39 Need to include Checkmate 

238 

This has now been included 

52 Dr Richard 

Carvajal 

 63 14 Please specify how you are 

defining stage I – III.  What 

staging system(s) are you 

using? 

This has been clarified as AJCC 

53 Dr Martin 

Highley 

 63 19 Should read Five ano-rectal 

studies (37, 77-80) from the 

same 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

54 Dr Richard 

Carvajal 

 70 Top 

row 

Please specify how you are 

defining stage I – III.  What 

staging system(s) are you 

using? 

This has been clarified as AJCC 

55 Dr Martin 

Highley 

 71 6 Should read a different 

molecular profile 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

56 Dr Richard 

Carvajal 

 71 14 The same characteristics 

that are predictive of good 

responses to 

immunotherapy also predict 

good response to targeted 

agents.  Worth including 

Noted 
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here? 

57 Dr Richard 

Carvajal 

 71 34 Please specify how you are 

defining stage I – III.  What 

staging system(s) are you 

using? 

This has been clarified as AJCC 

58 Dr Martin 

Highley 

 72 6 Should read rare and 

biologically aggressive 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

59 Dr Martin 

Highley 

 74 6 Should read It is not clear 

from 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

60 Dr Martin 

Highley 

 74 Sectio

n 

10.3.2

.2 

When discussing the MD 

Anderson and Boston series, 

it would be worth clarifying 

that the measurements 

given for the vaginal, rectal 

and anal melanomas refer 

to the size of the original 

primary, and not the size of 

local recurrence. Should 

reference 64 be reference 

82? 

Thank you for pointing this out. 

61 Dr Martin 

Highley 

 74  11 Should read as to whether 

MRI was employed in 

surveillance 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

62 Dr Martin 

Highley 

 75 8 It would be better to say:-  

Patients who developed 

distant metastases without 

prior regional lymph node 

involvement did so after a 

mean of 21 months (+/- 

21.5 months) 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

63 Dr Martin 

Highley 

 75 14 Should read subcutaneous 

tissue and GIT (88, 89) 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

 

64 Dr Richard 

Carvajal 

 76 1 Even if an actionable BRAF 

mutation is identified?  

Although many of us have a 

bias towards IO prior to 

targeted, the optimal 

sequence is not clearly 

defined.  Although very 

reasonable to do IO as first 

line tx, I personally would 

not make IO first a very 

strong recommendation in 

the guidelines. 

The GDG believes that 

sequencing should be left very 

open 

65 Mr Phillip 

Rolland & 

Miss Jo 

Morrison 

British 

Gynaecological 

Cancer Society 

& Cochrane 

77 37 If they survive to 5 years 

(they almost invariably 

don’t due to late 
presentation/early 

The comments on 

recommendations are duplicated 

in the table for the Executive 

Summary in order to review and 
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GNCO metastasis) then relapse 

after this point is unlikely 

and no evidence that 

continued FU will improve 

outcomes.  With my very 

nihilist head on I would 

question the value of 

imaging in follow up without 

symptoms, since you 

correctly state that patients 

with metastatic disease 

don’t survive 5 years so 
there must be little in way 

of evidence that imaging is 

effective and certainly not 

cost effective and may be 

frankly damaging for an 

otherwise asymptomatic 

patient to know that they 

have a recurrence – this 

should be a topic for an RCT. 

answer all comments on 

recommendations together. 

66 Dr Martin 

Highley 

 80 9 Should read long term Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

 

67 Dr Richard 

Carvajal 

 80 16 Please specify how you are 

defining stage I – III.  What 

staging system(s) are you 

using? 

This has been clarified as AJCC 

68 Dr Martin 

Highley 

 84 20 Should read conclusions Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

 

69 Dr Martin 

Highley 

 85 Point 

45 

The sentence is duplicated Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   

 

70 Dr Martin 

Highley 

 95 11 Should read each of the 

clinical areas 

Thank you very much for pointing 

out all of the small wording 

errors in the guideline, it is very, 

very helpful.   
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1.Dr 

Martin 

Highley 

 133 Minimum 

data set 

proposal 

The sheet refers to 

initial presentation, 

repeat surgeries, and 

adjuvant treatments. 

Is there a similar one 

for the treatment of 

metastatic disease? 

 

The view was 

that metastatic 

treatment data 

was collected 

by the cancer 

registry.   

       

 

 


