
There is clear controversy, mainly around whether 5 mm margins are adequate for melanoma in situ, especially lentigo 
maligna, head/neck lesions, large lesions, and lesions on chronically sun-damaged skin. 

 

Issue Why controversial Key literature 

5 mm vs 5–10 mm vs 
wider 

Many guidelines recommend 5–10 mm, but evidence is weak and 
mostly observational. 

Friedman et al. state that most guidelines recommend 5–10 mm, but the supporting evidence 
is weak.   

Subclinical extension MIS, particularly lentigo maligna, may extend beyond visible 
borders, making 5 mm inadequate. 

Friedman et al. specifically argue wider margins are often needed due to subclinical extension, 
especially LM.   

Lentigo maligna/head-
neck disease 

Cosmetic/anatomic constraints favour smaller margins, but 
recurrence risk is higher if incompletely cleared. 

Elshot et al. found recurrence rates of 6–20% after WLE using guideline-recommended 5 mm 
margins.   

WLE vs margin-
controlled surgery 

Mohs/staged excision may better assess peripheral margins than 
bread-loafed WLE specimens. 

AAD notes Mohs and staged excision can provide exhaustive peripheral margin assessment 
for MIS, LM type, especially tissue-sparing sites.   

Low-risk small MIS Some data suggest 5 mm may be adequate for small, well-defined, 
non-LM lesions on low-risk sites. 

A 2024 JAMA Dermatology article specifically addressed recurrence after 5 mm excision and 
notes ongoing controversy by histology, site and size.   

 

 

Published papers explicitly addressing the controversy 

Citation Type Usefulness 

Friedman EB, Scolyer RA, Williams GJ, Thompson JF. “Melanoma In Situ: A Critical Review and Re-
Evaluation of Current Excision Margin Recommendations.” Adv Ther. 2021. Critical review Probably the best single paper on the margin 

controversy. 

Kunishige et al. “Surgical margins for melanoma in situ.” J Am Acad Dermatol. 2012. Large Mohs-based 
margin study 

Directly framed around the controversy that 5 mm is 
often inadequate. 

Elshot et al. “Lentigo maligna (melanoma): A systematic review and meta-analysis.” JEADV. 2023. 
Systematic 
review/meta-
analysis 

Strongest recent synthesis for LM/MIS recurrence 
and treatment outcomes. 

Bittar et al. “Systematic review and meta-analysis of local recurrence rates of head and neck cutaneous 
melanomas after WLE, Mohs, or staged excision.” JAAD. 2021. 

Systematic 
review/meta-
analysis 

Supports lower recurrence with margin-controlled 
surgery in head/neck melanoma/MIS. 

Zitelli et al. “Recurrence Rate of Melanoma In Situ Excised With a 5-mm Margin.” JAMA Dermatology. 
2024. 

Retrospective 
cohort 

Useful counterbalance: supports 5 mm for selected 
small, low-risk MIS. 



Practical synthesis 

Scenario Literature-supported interpretation 

Small, well-circumscribed, non-LM MIS on trunk/proximal limb 5 mm may be reasonable if histologic clearance achieved. 

Lentigo maligna, head/neck, large lesion, ill-defined borders, recurrent MIS 5 mm is often inadequate; consider 10 mm or margin-controlled surgery. 

Cosmetically/functionally sensitive sites Mohs with melanocytic immunostains or staged excision is often favoured. 

So yes: the controversy is well published, and the best anchor article is Friedman et al. 2021, supplemented by the 2023 LM systematic review and Mohs/staged excision meta-analyses. 

 

 

 







paultervit
Recurrence Rate of Melanoma In Situ Excised With a 5-mm Excisional Margin
John A. Zitelli

JAMA Dermatol 2024;160;(8):803-804. doi:10.1001/jamadermatol.2024.1877

The recommendations for treating invasive melanoma have evolved dramatically during the past century. The surgical practices of radically wide margins and amputations were abandoned when evidence from randomized clinical trials (RCTs) showed that surgical margins as narrow as 1 cm were safe for most melanomas. In contrast, the recommendations for surgical margins for melanoma in situ (MIS) are not based on RCTs and exist with some controversy. The earliest recommendations of a 5-mm surgical margin for MIS was suggested by the National Institutes of Health by a panel of dermatologists in 1991 based on their experience rather than scientific evidence, and this became the recommended excision margin adopted by many national and international groups writing clinical guidelines.1 At the same time, the experience of Mohs surgeons and others looking carefully at the width of surgical margins necessary to achieve negative histologic margins led to a different conclusion. Multiple studies from various institutions showed that MIS often extends beyond a 5-mm clinical margin, and wider margins were necessary to avoid local recurrence and tumor progression.2 Although no RCTs were performed to my knowledge, the preponderance of evidence from these sources came to the same conclusion that margins wider than 5 mm for MIS are necessary to provide negative histologic margins in 97% of real-world lesions of MIS. However, the controversy continued about surgical margins for subgroups of MIS based on histology (MIS vs lentigo maligna), location (head and neck vs trunk and extremity), and other clinical parameters. Today, most clinical guidelines recommend a range of margins of 0.5 to 1 cm for all MIS, noting that the goal of excision is negative histologic margins.
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