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SIGNIFICANCE
The standard treatment of cutaneous melanoma is two-
step surgery: (i) an initial excision to measure the tumour 
thickness under a microscope and then (ii) a 1- or 2-cm 
excision around the initial scar, according to the tumour 
thickness. High-frequency ultrasonography, by accurately 
measuring the thickness before surgery, allows for a one-
step procedure. No previous research has looked at the 
potential benefits for patients opting for one-step surgery. 
We interviewed 21 patients who had undergone one- or 
two-step surgery. Ultrasonography provided medical reas-
surance, and most patients preferred one-step surgery, 
which was perceived as a pragmatic strategy that minimi-
zed intervention. Those who did not have a choice between 
the 2 strategies were satisfied with the two-step procedure 
but would have preferred the one-step procedure if given 
the option.
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High-frequency ultrasonography (> 20 MHz) has al-
lowed for preoperative measurement of melanoma 
thickness and thus a one-step surgery strategy. The 
potential benefits of one-step surgery to patients re-
main unexplored. From June 2022 to August 2023, 2 
dermatologists conducted semi-structured individual 
interviews with patients who had undergone HFUS 
examination allowing the choice for one-step surge-
ry (group A) and with patients who had had standard 
two-step surgery (group B). Analysis of interviews 
with 21 patients (age range 31–81 years) revealed 5 
main themes: (a) understanding the diagnosis, high-
lighting the significance of clear and comprehensive 
medical explanations; (b) personal factors considered 
in treatment decisions, including preferences for mini-
mizing surgical procedures; (c) making choices, bear
ing responsibility, thus showcasing different levels 
of patient involvement in decision-making; (d) high- 
frequency ultrasonography reassurance emphasizing 
the role of medical reassurance, and (e) patient satis-
faction, discussing surgical outcomes and the decision-
making process. The majority of participants expres-
sed a clear preference for one-step surgery, perceived 
as a pragmatic and fast surgical strategy while minimi-
zing interventions. In conclusion, the results empha-
size the importance of patient-centred care. These in-
sights can guide improved preoperative consultations 
and enhance shared decision-making between health-
care professionals and patients regarding melanoma 
treatment strategies.
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One-step surgery for melanoma is a novel approach 
that aims to combine diagnosis and treatment, 

with appropriate surgical margins based on the measur
ed tumour thickness, in a single surgical intervention. 
When melanoma is suspected, surgical excision with a 
1- to 3-mm margin is recommended according to stan-
dard practice (1). Re-excision with or without sentinel 

lymph node biopsy is guided by the Breslow thickness. 
Following the French Society of Dermatology (2) and 
American Academy of Dermatology (3) recommenda-
tions, the safety margins are 5 mm for in situ melanoma, 
1 to 2 cm for Breslow thickness > 1 mm or in situ me-
lanoma on the face, and 2 cm for Breslow thickness > 2 
mm. The updated 2022 European recommendations are 
similar: 5 mm for in situ melanoma, 1 cm for thickness 
≤ 2 mm, and 2 cm for thickness > 2 mm (1). Sometimes 
an incisional partial skin biopsy may be necessary to 
confirm the diagnosis when the melanoma is extensive. 
However, estimating Breslow thickness based on the 
biopsy may be inaccurate, especially if the thickest part 
of the tumour is not sampled. 

High-frequency ultrasonography (HFUS), with a probe 
> 20 MHz, allows for measuring the maximal thickness 
of primary cutaneous melanoma tumours and shows 
good correlation with the Breslow thickness measured 
on histological slides (4–15). Therefore, HFUS could 
accurately guide surgical planning and be a valid option 
for one-step surgery (10–18). We have routinely offered 
one-step surgery guided by HFUS to patients, with low 
risk of excessive excision or inadequate excision requi-
ring a second excision (17). 

It has been suggested that 80% of melanoma patients 
wanted an active role in treatment decisions (19). Shared 
decision-making in this situation is deemed appropriate, 
as patients’ preferences are sought in the context of mul-
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tiple existing options (20). However, to our knowledge, 
no study has addressed the potential benefits for mela-
noma patients choosing one-step versus two-step surgery 
(excisional biopsy followed by re-excision). The main 
objective of this study was to explore patients’ percep-
tions and experiences in deciding between one-step and 
two-step surgery for melanoma treatment: how patients 
weighed the 2 options as well as their preferences and 
factors influencing their decision-making process. We 
aimed to gain an understanding of patients’ perceptions 
to improve preoperative consultation and facilitate shared 
decision-making between physicians and patients regar-
ding the surgical treatment of melanoma.

PATIENTS AND METHODS

Study design

This was an exploratory qualitative study involving individual 
semi-structured interviews. It was conducted in accordance with 
the Standards for Reporting Qualitative Research recommenda-
tions (21).

Study setting and selection of participants

Participants were referred or directly recruited at the University 
Hospital Centre of Tours within the dermatology, plastic surgery, 
and maxillofacial surgery departments. Inclusion criteria were 
age > 18 years with a sufficiently suspicious lesion or partial 
biopsy-proven cutaneous melanoma (group A) or previous two-
step surgery (group B). Eligible participants were approached by a 
dermatologist (LM or ML) who discussed the study with them. For 
group A, during the preoperative consultation, the dermatologist 
explained that excision could be performed in a single session after 
HFUS examination of the skin. Surgical margins were guided by 
sonometric thickness. In the case of a partial biopsy performed 
before referral, the maximum depth based on histology or HFUS 
was used to determine the size of surgical margins. The imaging 
was performed by one of 2 trained operators (LM or YM) with 
more than 10 years of experience each. Patients could choose 
between one-step or the standard two-step surgical procedure. 
During a postoperative consultation, we informed patients in group 
B about the availability of the HFUS examination and the principle 
of one-step surgery. We asked them which surgical approach they 
would have preferred if given the choice.

We interviewed participants after their surgery with a mean 
number of 39.2 days (range 1–211). None of the patients was 
known to the interviewer.

We used purposive sampling to achieve maximal variation 
in sex, age, melanoma location, and time between surgery and 
interview.

Data collection

Interviews were held between June 2022 and August 2023 by 
2 researchers (LM and ML) who were new to qualitative re-
search methods. An interview guide with open-ended questions 
(Appendix SI) was developed and supervised by a general prac-
titioner experienced in qualitative research (JPL). It was enri-
ched after each interview, whenever new topics or concerns had 
emerged. Interviews were held in person in a consultation room 
at Tours hospital, except for 2 patients who were interviewed by 
telephone and 1 patient at home. Field notes were taken during 
interviews and non-participants present during interviews were 
asked to intervene as little as possible.

Data analysis

All interviews were audio-recorded and transcribed verbatim, with 
deidentified transcripts ensuring confidentiality. Using a general 
inductive approach to data analysis (22), 2 researchers (LM, ML) 
independently coded each verbatim line by line. Differences bet-
ween coders were resolved by discussion, with the arbitration of a 
third researcher (JPL) if needed. Then codes were organized into 
main themes and categories were identified. Data saturation was 
reached when no new codes arose from the interviews, and hence, 
recruitment was stopped after the 21st participant. Microsoft Word 
and Excel (Microsoft Corp, Redmond, WA, USA) were used for 
coding and analysis. Quotations were translated into English for 
article submission (Appendix SII).

Ethics statement

All participants provided informed consent before study parti-
cipation.

RESULTS

Study population
Twenty-one patients, divided into groups A (n = 16) and 
B (n = 5), were interviewed within 7 months of the final 
diagnosis (Fig. 1). Participant characteristics are listed 
in Table I. The mean age was 53.7 ± 16.7 years (range 
31–81) and the mean interview duration was 21 min 
(range 9–48).

Synthesis and interpretation of the data
Five themes emerged from the analysis that provided 
insight into patients’ experiences and perceptions of 
one-step surgery: (a) understanding the diagnosis; (b) 
personal factors considered in treatment decisions; (c) 
making choices, bearing responsibility; (d) HFUS reas-
surance; and (e) patient satisfaction.

Understanding the diagnosis
Clear information from healthcare professionals. Par-
ticipants’ responses revealed varying levels of clarity 
and comprehension regarding the diagnosis and surgical 
information provided by the dermatologist. Most parti-
cipants understood their diagnosis and recalled that their 
physician suggested one-step surgery as an appropriate 
treatment. These explanations were generally considered 
clear and understandable. However, some participants 
struggled to fully grasp the nuances of their surgical 
treatment, which resulted in an inability to articulate 
details, such as margins. 

[The physician] explained things well, telling me clearly that 
it looked like melanoma. It didn’t worry me more than that. 
It’s removable, so no apprehension. (P06) 
It reassured me. When things are clearly stated and explained, 
there’s no problem making a decision. (P10)
This highlights the participants’ appreciation for be-

ing well informed and involved in their own healthcare 
decisions. 

http://medicaljournalssweden.se/actadv
https://doi.org/10.13475/actadv.v104.40064
https://doi.org/10.13475/actadv.v104.40064


A
ct

aD
V

A
ct

aD
V

A
d
v
a
n

c
e
s 

in
 d

e
rm

a
to

lo
g
y
 a

n
d
 v

e
n

e
re

o
lo

g
y

A
c
ta

 D
e
rm

a
to

-V
e
n

e
re

o
lo

g
ic

a

3/8 M. Lim et al. “Perceptions of one-step surgery for melanoma”

Acta Derm Venereol 2024

Being aware of cancer risk. The clinical diagnosis was 
given to the patient during preoperative consultation. 
Awareness of cancer risk was common, with 5 partici-
pants associating their suspicious lesion with a personal 
or family history of melanoma or other cancer. Perceiving 
themselves as being at increased risk, these participants 
had already searched on the Internet or asked relatives 
about melanoma.

Well, I needed reassurance and to say to myself, I prefer that 
[large excision], given my dad’s history, to comfort myself 
and to say to myself “you never know”. (P14)
I suspected it [melanoma]. I suspected it. I’d already even 
looked it up on the internet.” (P11) 

These comments show the participants’ perception 
of surgery as a protective measure for recovery while 
minimizing the chances of recurrence or spread. 

Personal factors considered in treatment decisions
Patients cited a variety of reasons when deciding to have 
one- or two-step surgery. 
Personal convenience of one-step surgery. All respon-
dents favoured one-step surgery due to aversion to 
multiple surgeries and the convenience of faster recovery. 
They also noted the benefits of fewer hospital visits, 
which saves work and travel time, especially for patients 
who live far from the hospital. One patient also expressed 
a fear of needles.

What’s more, by only doing it once, I had no apprehensions 
or preconceived ideas about how it would go. Whereas if you 
go back a second time, you know what happened to you, and 
you don’t want to do it again. (P05)
I live far away, so it was also a choice based on distance. (P08)
It was really the phobia of getting a shot. (P09)
Participants appreciated having a choice and being able 

to decide based on their personal needs, emphasizing the 
importance of considering personal convenience and 
minimizing disruptions in patients’ daily lives. 

I thought it was good ... to have the choice between two so-
lutions, which seemed to be equally safe, but adapting it to 
my personal needs. (P03)

Fig. 1.  Flowchart diagram of participants in the study. Flowchart 
of patients who had surgery after ultrasound measurement of Breslow 
thickness (group A) and of patients who were interviewed after standard 
two-step surgery with no previous ultrasound measurement of maximal 
thickness of the tumour (group B).

Table I. Characteristics of patients

Pat. 
No. Sex

Age 
(years) Location Pathology

Partial skin 
biopsy

Sonometric 
thickness 
(mm)

Breslow 
index 
(mm)

Surgical 
margins 
(mm)

Excessive 
margins 
(mm)

One-step 
or two-step 
surgery

Interview 
time from last 
surgery (days)

Education 
level

Group A: sonometry before surgery
P01 F 52 Trunk SSM No 0.5 0 10 5 1 30 UD
P02 F 49 Trunk SSM No 0.75 0 10 5 1 30 PSC
P03 M 31 Lower limb SSM No 0.6 0.6 10 No 1 27 UD
P04 M 49 Lower limb Nevi No 0.3 n/a 5 5 1 33 UD
P05 F 81 Sole SSM No 2 1.8 20 No 1 81 PSC
P06 F 43 Lower limb SSM No 0.3 0,6 10 No 1 211 UD
P07 M 32 Upper limb Nevi No 0.2 n/a 10 10 1 22 UD
P08 F 51 Face LM Yes 0 0 5 No 1 94 UD
P09 M 68 Trunk SSM No 0.5 0.65 10 No 1 18 SS
P10 F 73 Sole ALM Yes 0 0 10 5 1 27 UD
P11 F 55 Upper limb SSM No 2.25 2 20 No 1 21 PSC
P12 M 69 Trunk SSM No 0.4 0.25 10 No 1 16 SS

Trunk SSM No 0.4 0.5 10 n/a 2 16
P13 M 67 Face LM No 0.4 0 10 No 1 78 PSC
P14 F 35 Trunk Nevi No 0.2 n/a 10 10 1 13 PSC
P15 F 33 Lower limb SSM No 0.4 0.75 10 No 1 15 UD
P16 M 32 Upper limb SSM No 0.3 0.3 10 n/a 2 6 SS
Group B: histometry before surgery
P17 M 66 Trunk SSM No n/a 0 5 n/a 2 7 UD
P18 M 75 Upper limb SSM No n/a 0.2 10 n/a 2 1 HSD
P19 F 34 Upper limb SSM No n/a 0 5 n/a 2 47 PSC
P20 F 75 Upper limb SSM No n/a 2.6 20 n/a 2 21 PSC
P21 F 59 Lower limb SSM No n/a 0.7 10 n/a 2 26 HSD

F: female; M: male; SSM: superficial spreading melanoma; LM: lentigo maligna; ALM: acral lentiginous melanoma; SS: secondary school; HSD: high school diploma; 
PSC: professional study certificate; UD: university degree; n/a: not applicable.

http://medicaljournalssweden.se/actadv
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Choosing two-step surgery: following the guidelines
Only 1 participant in group A (P16) chose the two-step 
strategy for a suspicious arm lesion, valuing the “safety” 
of a definite diagnosis and the possibility of a benign 
diagnosis before proceeding further.

What I really appreciated was being given the choice between 
2 solutions…. I listened, and I chose safety, or caution, or 
safety, it’s all the same. (P16) 
This patient valued adhering to established medical 

procedures. He preferred a careful approach without 
taking unnecessary risks of a wrong clinical diagnosis 
and thus excessive surgery.

Making choices, bearing responsibility 
This theme implies different levels of patient involve-
ment in the decision-making process. 
Different degrees of involvement. Most patients were 
satisfied that their opinions were considered, and they 
could choose the surgical strategy, feeling respected. 
Participants’ autonomy in decision-making was also 
influenced by their lack of medical knowledge. Some 
patients did not feel confident in deciding and asked the 
dermatologist to guide them, highlighting an interest 
in shared decision-making. Many patients decided by 
themselves after hearing the medical explanations, 
occasionally with family member support. Most 
patients appreciated having the autonomy to make 
decisions.

I made the decision all by myself. (P08)

Different views on responsibility. Patients were wil-
ling to take or at least share responsibility for the 
final decision. One emphasized the patient’s right 
and duty to be involved in decisions whenever pos-
sible. In contrast, 1 patient stated that she came to 
the hospital to be guided but was also satisfied with 
having the choice.

But I think that hospitals are obliged to leave some responsi-
bility to the patient, in so far as the patient can. (P16)
It’s true that having a choice changes things when sometimes 
we come to be guided. And in the end, it was good to have 
it too. (P15)

Need to value the trade-offs. When melanoma was clini-
cally uncertain, patients still accepted the risk of an un-
necessarily large excision for a benign lesion, preferring 
wide local excision (WLE) over undergoing an additional 
surgical procedure if it turned out to be melanoma. 

I was able to choose to have a slightly larger scar right away 
to avoid a second procedure. (P03)
Well, at least we know everything’s off. So, it’s all gone. (P06)
Those who had a lesion on the body said that this 

decision was not the case for tumours located in visible 
anatomic regions such as the face, because of the aesthe-
tic impact of a scar.

Beyond the face, of course, but even on the hands, on … well, 
on a more visible part of the body, I would have made a dif-
ferent decision. (P04) 
And as the mole was on my back, I didn’t mind having a slightly 
larger scar. It’s true that if it had been on another part of my 
body ... I might not have made that choice. (P01)
Two participants (P08, P13) with facial melanoma did 

not regret choosing one-step surgery. P08 had a partial 
biopsy that confirmed the diagnosis and gave her the 
option of 5- or 10-mm margins because the sonography 
thickness revealed an intra-epidermal lesion. She chose 
the smaller margins because she was concerned about 
the potential width of the scar. P13 did not have a prior 
biopsy, but he easily decided on WLE from the outset 
given the sonometric thickness of 0.4 mm. 

High-frequency ultrasonography reassurance
Reducing anxiety. Patients receive the news of the 
diagnosis during the same consultation as the HFUS 
examination and surgical explanations. From clinical 
diagnosis until the histology results, participants may 
feel worried and anxious. 

And then, yes, we’re always afraid of whether it’s cancerous 
or what. Because it’s a long wait, we have to wait 3 weeks to 
find out if the tumour is cancerous or not. (P13)
The fact that you measured it and saw that it wasn’t too thick 
reassured me. (P15)
Participants found the HFUS examination reassuring 

because it gave them immediate information concerning 
the tumour’s depth and thus its prognosis without having 
to wait for the histology report. They expressed being 
relieved that the tumour was not too thick and that the 
physician explained the results. This finding suggests 
that US examination can be a valuable tool for reducing 
anxiety.

Reducing the delay in being treated
Most participants felt rushed into having the melanoma 
removed with WLE for complete treatment. They often 
reported that HFUS examination allowed the physicians 
to see in-depth, which justified one-step surgery. They 
may have been anxious about their diagnosis and wanted 
to get the surgery over with as soon as possible. They may 
also have been concerned about the risk of waiting, such 
as the possibility that the cancer could spread.

But in one-step, you get rid of it. (P06)
One-step surgery is better. It’s over, it’s done. That’s why. (P09)
These comments underline patients’ awareness of the 

benefits of one-step surgery and a desire for the cancer 
to be treated as quickly as possible.

Patient satisfaction
Taking results as a judge for a right or wrong decision. 
This category explored participants’ reactions to his-

http://medicaljournalssweden.se/actadv
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tology analysis after surgery. The analysis seemed to 
influence the perception of their decision. Six patients 
had an excessive excision from 5 to 10 mm, and 1 (P02) 
expressed disappointment because of an excessive mar-
gin of 5 mm. P12, who underwent both one- and two-step 
surgery for 2 different lesions, would have preferred 
one-step surgery for both and felt disappointed that his 
preference was not understood during the preoperative 
consultation. 

Oh dear, we’ve taken everything off! Oh well, that’s all 
right.... (P02)
Well, the diagnosis was right in the end; it was the right solu-
tion, so I think we made the right choice. (P08)
What counts is the result … without having to intervene a 
second time. (P10)
Many patients were satisfied with their decision to 

avoid an additional intervention, even when the final 
diagnosis was benign. Of the 4 patients in group A with 
a personal or family history of melanoma, 3 ultimately 
had a diagnosis of nevi. P04, with a history of melanoma 
and a painful memory of his first surgical experience, 
appreciated managing his emotions by choosing the 
surgical strategy. P07 and P14 opted for WLE because 
the suspected lesion was in a less visible region (trunk, 
arm). P14 also had a family history of melanoma in her 
father and grandfather, and she expressed a fear of the 
same diagnosis.
Improving communication to achieve satisfaction. 
Participants were generally satisfied with surgical out-
comes, particularly the appearance of the scar, but some 
were surprised at the width of the scar. However, they 
would choose the same procedure again. Two patients 
(P05, P10) with plantar melanoma did not expect a long 
recovery with limited movement. They felt that the 
dermatologist did not adequately prepare them for this, 
which affected their emotional and physical outcomes.

When I first saw this crater, I was impressed! (P10)
I didn’t expect it to take this long at all, and no one can tell 
me.... So, it’s already been almost 2 months, and I can only 
walk on tiptoe and I’m in a wheelchair ... so nobody said it 
would take this long. (P05)
Patients felt that the dermatologist should have given 

them more information regarding what to expect after 
surgery. The importance of informing patients about 
postoperative outcomes must be emphasized. 

Group B perceptions of one-step surgery
Participants who were not given the opportunity to 
discuss the one-step surgery option before undergoing 
WLE were asked what they would do if given the choice 
between the one-step and two-step procedure. All 5 of 
these patients replied that they would probably have 
preferred a one-step strategy because they did not see 
much difference between the 2 strategies and preferred 
avoiding additional surgical interventions.

Well, I don’t see the point of doing it twice when you can do 
it all at once. (P20)
They said that they would trust the physician in either 

case. However, they acknowledged the difficulty of 
answering since they had already undergone surgery. 
Nevertheless, satisfaction with the two-step procedure 
and overall experience was also noted. 

DISCUSSION

To the best of our knowledge, this is the first qualitative 
study to explore patients’ perceptions and experiences 
of one-step surgery for primary cutaneous melanoma. 
The findings provide insights into the various factors 
affecting patients’ understanding, preferences, emo-
tions, and satisfaction as they go through the diagnosis, 
decision-making, and postoperative outcomes. Patients 
expressed an overall positive experience. Twenty of the 
21 participants expressed a clear preference for one-step 
surgery, citing a personal aversion to surgery as the main 
reason for their preference. 

Participants emphasized the critical role of clear and 
understandable medical explanations of the diagnosis 
and surgical treatment options in guiding their decision. 
However, some patients did not fully understand the one-
step surgical approach, which underscores the importance 
of effective communication between healthcare professi-
onals and patients. This finding is consistent with existing 
research that underlines the importance of patient-centred 
communication and shared decision-making in promo-
ting informed choices (23). Some participants had a high 
awareness of their skin cancer risk due to a personal or 
family history of cancer. These patients were more likely 
to show interest in one-step surgery rather than standard 
two-step surgery, probably because of their fear of cancer 
and desire for rapid treatment. At-risk families have been 
identified as ambassadors who can provide information 
to others on melanoma prevention and detection (24). 

Regarding patient involvement, few patients adopted 
a traditional role, relying on healthcare professionals to 
make treatment decisions on their behalf. However, this 
approach may inadvertently overlook patient values and 
preferences, thus resulting in a disconnect between the 
treatment plan and the patient’s wishes in that the physici-
an may misunderstand (25). Most patients were satisfied 
with deciding for themselves in a shared decision-making 
process. This observation aligns with melanoma patients’ 
wish to be seen as capable and resourceful individuals 
who can manage information during the diagnostic pro-
cess and access to care (26). Participants’ choices were 
influenced by several factors such as the perceived con-
venience of the procedure, medical reassurance, and the 
desire to avoid additional surgery. The decision-making 
differed depending on the tumour location because the 
aesthetic outcome was a major concern that could affect 
patients’ social life. Patients reported that they were more 

http://medicaljournalssweden.se/actadv
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likely to undergo two-step surgery for melanoma located 
on the face to avoid excessive margins. In fact, patients 
are more satisfied if the scar is small and located away 
from the centre of the face (27).

The impact of anxiety and uncertainty of a melanoma 
diagnosis and the decision-making process cannot be un-
derestimated. Patients often experienced these feelings, 
which were alleviated to some extent by the reassurance 
provided by the dermatologist with the HFUS examina-
tion. These findings underscore the need for better psy-
chological support for patients within their care and the 
importance of integrating psychology into cancer care to 
address patients’ emotional challenges (28). Trust in the 
healthcare professional could have influenced patients’ 
choice. In fact, several patients mentioned the feeling 
of trust if they wanted to undergo treatment. Because 
of limited medical understanding, patients often follow 
physicians’ instructions. Therefore, patients must be 
provided with clear, honest, and truthful information re-
garding the diagnosis and surgical treatment, recognizing 
that they may be going through an overwhelming expe-
rience when receiving the diagnosis during preoperative 
consultation (29, 30). Beyond counselling, time to think 
and educational material would help patients learn about 
their diagnosis and treatment options (31).

Patients’ satisfaction with the surgical outcomes was 
tied to their overall care experience, including posto-
perative support and information concerning potential 
postoperative outcomes. Another qualitative study noted 
the discrepancy between patients’ expectations of a scar 
versus their actual postoperative appearance (32), which 
suggests that the healthcare professional should focus on 
not only the surgical procedure itself but also the holistic 
care of the patient.

Strengths and limitations

This study is the first qualitative study to provide an in-
sight into patients’ perceptions of this unexplored topic. 
Using semi-structured interviews soon after surgery 
reduced recall bias. 
The first limitation is inherent to the qualitative nature 

of the study in that the results are only exploratory and 
cannot be widely applied. Second, HFUS is not widely 
available in all hospitals and requires experienced ope-
rators. Therefore, one-step surgery may not be adopted 
in daily practice in France. However, 13- to 18-MHz US 
probes are more commonly used in radiological clinical 
practice and could be used to measure cutaneous mela-
noma thickness but with lower resolution than HFUS 
(4,  12, 33, 34). The risks of overestimating Breslow 
thickness and of false diagnosis of malignancy are the 
main disadvantages of the one-step surgery. Third, ac-
curacy of sentinel lymph node biopsy (SLNB) might be 
affected by previous wide surgery. However, this point 
was previously addressed and 1–2 cm wide surgery did 

not significantly affect the SLNB positivity rate (35, 
36). Fourth, almost all patients did not choose the two-
step surgery. Thus, we lacked patients’ experiences of 
two-step surgery. Therefore, we asked patients who un-
derwent WLE in two-step surgery without preoperative 
HFUS examination what they would have thought of 
one-step surgery guided by HFUS sonometry and what 
choice they would have made. Fifth, the researcher LM 
may have induced a bias by his experience in the use 
of HFUS and one-step surgery and could have affected 
patients’ responses during the preoperative consultation. 
However, he was also the most experienced to explain the 
procedure. Finally, almost all histology analyses showed 
< 1 mm Breslow thickness, which resulted in 10-mm 
margins and could have been more acceptable to patients 
than a maximum of 20-mm margins. Also, participants 
did not check the interview transcripts, which would have 
supported the validity of the findings.

Clinical implications
The clearest message to emerge from these interviews is 
the overall satisfaction with one-step surgery, explained 
by a perception of a pragmatic and fast surgical strategy 
guided by HFUS, a non-invasive examination, for mela-
noma. Clear and comprehensible delivery of information 
can empower patients to make informed decisions that 
align with their preferences and values to improve their 
quality of care. 

Further research is needed on several aspects. For 
example, a study on the same topic could investigate 
perceptions of healthcare professionals (dermatologists, 
pathologists, surgeons) regarding one-step surgery. A 
decision support tool could facilitate both physicians 
and patients in this decision making, similar to the va-
lidated patient decision aid for treating lentigo maligna 
of the head and neck (37). Finally, better understanding 
patients’ preferences may reduce the cost of public healt-
hcare given the reduced implication of histology analysis, 
surgeon’s time, travel, and medical leave. Moreover, 
medico-economic advantages could be further studied.

Conclusions
One-step surgery should be proposed to patients after 
they are given adequate information. Our study emphasi-
zes the importance of patient-centred care associated with 
effective patient–physician communication providing 
informed choices. These insights can guide improved 
preoperative consultations and enhance shared decision-
making between healthcare professionals and patients 
regarding melanoma treatment strategies. Further re-
search is needed to understand healthcare professionals’ 
perceptions concerning one-step surgery and to develop 
decision support tools for optimizing decision-making 
in melanoma treatment.

http://medicaljournalssweden.se/actadv
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