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Melanoma represents a challenge for 
individual patient and public health 
care systems around the world. Mela
noma cases are increasing more rapidly 
than any other cancer, particularly in 
populations of European origin. A rela

tively high incidence is thus expected 
in regions with extensive European im
migration, such as Latin America. Be
cause optimal prognosis coincides with 
early diagnosis and proper treatment 
(1, 2), national planning and policies 
to improve public awareness, early de
tection, and the dissemination of im
proved treatment options, supported by 

Objective. To identify the scientific literature on cutaneous melanoma in Latin America 
and compile all available epidemiologic data to demonstrate the need for reliable regional and 
country-specific data on incidence and mortality estimates.
Methods. Literature searches were conducted in PubMed, Embase, LILACS, and Google 
Scholar databases for epidemiologic studies from 1 January 2000 to 31 October 2010 related to 
melanoma in Argentina, Brazil, Colombia, Mexico, Puerto Rico, and Venezuela. A final search 
on melanoma cases was carried out using country-specific population-based cancer registries. 
No statistical analyses were conducted.
Results. For all six countries, most epidemiological research on cutaneous melanoma con-
sists of hospital-based or case-control studies. Very few studies report incidence and mortality 
rates. Attempts to estimate disease rates have relied on national incidence and mortality data 
and information extracted from cancer registries. While predominance of European ancestry is 
a known risk factor for developing melanoma, the association of melanoma and ethnicity is not 
well-documented in some of the populations reviewed. Latin Americans are frequently exposed 
to ultraviolet (UV) radiation due to the tropical weather, high altitude, and thinning ozone 
layer in some regions. Tanned skin is viewed as healthy and beautiful. While melanoma public 
health campaigns have been under way in Latin America for decades, increasing melanoma 
awareness remains imperative.
Conclusions. There is an urgent need to collect accurate epidemiologic melanoma data in 
Latin America. Future research in the region should include more comprehensive, country-
specific, population-based studies to allow for comparative evaluation of incidence and mortal-
ity rates.
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the best available epidemiological data, 
are essential. However, few incidence 
and prevalence data exist for mela
noma in Latin America. The objective of 
this study was to identify the scientific 
literature on cutaneous melanoma in 
Latin America and compile all available 
epidemiologic data to demonstrate the 
need for reliable regional and country
specific data on incidence and mortality 
estimates.

MATERIALS AND METHODS

Literature searches were performed in 
PubMed, Embase, LILACS, and Google 
Scholar databases for epidemiologic 
studies related to melanoma in Latin 
America overall and the following coun
tries specifically: Argentina, Brazil, Co
lombia, Mexico, Puerto Rico, and Ven
ezuela. The first literature search, using 
PubMed, Embase, and Google Scholar, 
was carried out to gain a general under
standing of Latin American and country
specific melanoma epidemiology data 
and included the following terms: mela-
noma, skin cancer, advanced skin cancer, epi - 
demiology, incidence, incidence rates, preva-
lence, prevalence rates, mortality, mortality 
rates, death, death rates, fatality rates, risk 
factors, risk variables, affected populations, 
ethnicity, age, clinical characteristics, sun 
exposure, attitudes related to sun bathing, 
depletion of the ozone layer, and disease bur-
den. The first search period was 1 January  
2000 to 31 December 2009. Only articles 
written in English were selected. The 
second literature search, using PubMed, 
LILACS, and Google Scholar, applied the 
same search terms to retrieve country 
specific articles, written in Spanish or 
Portuguese, for the period 1 January 
2000 to 31 October 2010. A final search, 
for melanoma cases, was carried out us
ing populationbased cancer registries 
in the six countries. The documentation 
from the two literature searches and 
the regional cancer registry search was 
reviewed for relevant epidemiological 
information, and primary references and 
any additional relevant data were ob
tained. In the event of multiple publica
tions containing similar information, the 
most recent publication and/or relevant 
data were used. The materials were then 
evaluated one by one to assess whether 
the studies met the abovementioned 
search terms. This article summarizes 
the search findings. No statistical analy
ses were conducted.

RESULTS

Worldwide incidence and mortality 
prevalence

Worldwide melanoma accounts for 
4% of cancer diagnoses, yet represents 
75% of skin cancer–related deaths (2), 
with incidence and death rates increas
ing globally over the past few decades 
(3, 4). The fiveyear survival rate for pa
tients with advanced melanoma and dis
tant metastatic disease is 10% (5). Mela
noma occurs in slightly more women 
than men, but mortality rates are higher 
for men (4). It has been observed (6) that 
a higher case fatality rate for melanoma 
has been reported in lowerincome areas 
of the world (57.5%) compared with 
higherincome areas (16.3%). Poor mela
noma survival rates have been observed 
in patients with low socioeconomic sta
tus (7) as well as those aged 65 years 
and older who resided in lowerincome 
areas (8).

Global risk factors

Several studies (9–14) identified certain 
variables associated with an increased 
risk of developing melanoma: European 
ancestry, blonde and red hair, fair skin 
tone, lightcolored eyes, the presence of 
freckles and/or melanocytic nevi, and 
family history of malignant melanoma. 
Other highrisk variables include a his
tory of sunburns (14), a high number of 
lifetime burns (15), intermittent sun ex
posure, and more frequent skin exposure 
(10, 11). Some evidence (13) suggests that 
sunburn before the age of 15 years may 
increase the risk of developing cutane
ous melanoma (odds ratio, 2.4). How
ever, a large metaanalysis showed the 
risk of melanoma may increase with the 
cumulative number of sunburns expe
rienced during all periods of life (child
hood, adolescence, and adulthood) and 
not just those experienced at a young 
age (15). Additional data on sun expo
sure throughout the lifespan are needed 
to further understand its effect on the 
development of melanoma, especially in 
Latin America.

Country-specific incidence and 
mortality prevalence

Few clinical and histopathological data  
on patients with melanoma are available 
for each Latin American country stud

ied. True incidence data are scant and 
generally obtained from small, single 
institution or casecontrol studies that 
hinder comparative evaluation (16). The 
following section describes the available 
epidemiological data related to mela
noma incidence and mortality rates in 
Argentina, Brazil, Colombia, Mexico, 
Puerto Rico, and Venezuela.

Argentina. Since 1990 only two cancer  
registries in Argentina have had epide
miological data that meet World Health 
Organization (WHO) International 
Agency for Research on Cancer (IARC) 
standards: the Cancer Registry of Con
cordia (Registro Poblacional de Tumores de 
Concordia, RPTC) in Entre Ríos Province, 
and the Regional Cancer Registry of 
Buenos Aires Province (Registro Regional 
de Tumores del Sur de la Provincia de 
Buenos Aires) (17). However, these data 
represent only a small proportion of 
the country’s population of nearly more 
than 40 million (18). Recently, epidemio
logical melanoma data have been col
lected by the Argentine Cutaneous Mel
anoma Registry (Registro Argentino de 
Melanoma Cutáneo, RAMC) established 
by the Argentine Society of Dermatol
ogy (Sociedad Argentina de Dermatología, 
SAD) and the Argentine Foundation for 
Skin Cancer (Fundación del Cáncer de Piel, 
FCP). In 2010, Loria et al. (19) examined 
a total of 3 832 melanoma cases that 
were registered in the RAMC over a six
year period. The most frequent primary 
tumor site was the lower extremities 
(for women) and the trunk (for men). 
Patients who received their diagnosis 
and treatment from public health care 
facilities had thicker primary tumors 
than those who were treated at private 
health care centers. 

In an analysis of death certifica
tion data nationwide, overall cutane
ous melanoma ageadjusted mortality 
rates for the period from 1997 to 2001 
were 1.1 per 100 000 in males and 0.6 
per 100 000 in  females (20). Argentina’s 
melanoma mortality rates are hetero
geneous, mainly because variation in 
skin color prevalence across different 
regions results in different incidence 
rates. For example, in the two northern 
provinces of Salta and Tucumán, which 
have a high prevalence of people of 
indigenous descent who have darker 
skin, ageadjusted mortality rates due 
to melanoma in men were 0.1 and 0.3 
per 100  000 respectively (1997–2001) (20). 
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Conversely, in the capital district of Bue
nos Aires and Neuquén Province, in the 
central part of the country, which have a 
high prevalence of people with fair skin, 
ageadjusted mortality rates due to mel
anoma in men for the same period were 
much higher (1.3 and 1.2 per 100 000 
respectively) (20). 

Brazil. The best effort to provide ac
ceptable epidemiological data in Brazil 
comes from the 13yearold population
based Cancer Registry of Goiânia (Re-
gistro de Câncer de Base Populacional de 
Goiânia, RCBPG), the capital of Goiás 
State. The estimated annual incidence 
of melanoma was reported as 3.49 and 
2.78 cases per 100 000 habitants in men 
and women respectively (21). It has been 
observed (22) that this estimate is similar 
to reported incidence for other regions 
around the world at the same latitude. 
However, these data cannot be consid
ered representative of the entire country 
due to its large size and geographic 
scope (Brazil encompasses areas above 
the equator and below the Tropic of 
Capricorn), which results in different 
degrees of sun exposure, and diversity 
of racial and ethnic patterns. A hospital 
based, crosssectional study of 639 pa
tients with skin cancer conducted by 
Ferreira et al. (23) found an overall prev
alence of skin cancer of 50 cases per 100 
000 inhabitants of the surrounding area 
(metropolitan Taubaté), with melanoma 
comprising 1.5% of all cases. The ratio of 
Caucasian to nonCaucasian inhabitants 
was 4:1. In other studies (10, 23–26), fe
male gender and being Caucasian were 
predominant characteristics among skin 
cancer cases in Brazilian populations. 
Similar to what was found in Argentina, 
Borges et al. (27) reported the most com
mon site for melanoma was the trunk (in 
men) and the lower limbs (in women). A 
retrospective epidemiological study (24) 
described the clinical and histopatho
logical variables of cutaneous melanoma 
and its correlations. The majority of the 
364 cases analyzed presented with thick 
and ulcerated tumors, denoting late di
agnosis and poor prognosis.

Mendes et al. (28) analyzed melanoma 
mortality rates for all regions of Brazil 
from 1980 to 2005 for the entire popula
tion with respect to age, gender, and 
geographical patterns of distribution us
ing data provided by the National Mor
tality System (Sistema de Informação sobre 
Mortalidade, SIM). The annual average 

percentage change (AAPC) in mortality 
related to melanoma was 1.1% for the 
entire country during that time period. 
Mortality was the highest in elderly indi
viduals, and mortality rates were higher 
in the South and Southeast regions (1.24 
and 0.72 deaths per 100 000 inhabitants 
respectively) (28).

Colombia. Time trends from the Cali 
Cancer Registry (El Registro de Cáncer 
de Cali, RPCC), Colombia’s only pop
ulationbased cancer registry to date, 
showed that average annual melanoma 
incidence increased from 1.6 and 1.0 to 
3.5 and 3.2 in men and women respec
tively between 1966 and 2007 (29). Data 
from the institutional registry of the 
Federico Lleras Acosta Dermatological 
Centre (Centro Dermatológico Federico 
Lleras Acosta, CDFLLA) (30) showed 
that melanoma increased from 2.7 cases 
per 10 000 to 13 cases per 10 000 from 
2003 to 2005. The National Cancer In
stitute in Bogotá (Instituto Nacional de 
Cancerología, INC) reported that ma
lignant melanoma was the main cause 
of dermatological disease death (40%), 
comprising 1% of total cancer deaths 
(31). The mean age at presentation for 
melanoma has been reported as 58 years 
and the survival rate has been shown to 
be lower among the black population 
from the Pacific Region, partly due to 
delayed diagnoses (32).

Mexico. In 2003, the most recent year 
for which data are available, Mexico’s 
Histopathologic Cancer Registry (Regis-
tro Histopatológico de Neoplasias Malignas, 
RHNM) reported a total of 14 319 cases 
of skin cancer, of which 9.02% (1 293 
new cases) corresponded to melanoma 
(33). Melanoma mortality represented 
377 cases or 0.4 per 100 000 inhabi
tants (34). The latest report from the 
Melanoma Clinic at Mexico’s National 
Cancer Institute (Instituto Nacional de 
Cancerología, INCan) (35) noted that in
cidence of melanoma increased during 
1990 to 2004, and was more prevalent 
in women (57.1%), and the mean age 
at presentation was 54.3 years. Ruiz
Maldonado et al. (36) analyzed four 
hospitalbased studies that revealed the 
most common primary tumor site was 
the lower extremities. Additional publi
cations support these findings (37).

Puerto Rico. A retrospective study of all 
melanoma cases reported to the Puerto 

Rico Central Cancer Registry (El Reg-
istro Central de Cáncer de Puerto Rico, 
PRCCR) from 1987 to 2002 (38) revealed 
1 568 new melanoma cases, with a mean 
of 98 new cases per year. The annual 
ageadjusted incidence and mortality 
rates were 1.9 (men) to 3.6 (women) and 
0.3 (men) to 0.7 (women) respectively 
per 100 000 inhabitants. The majority 
of reported cases among both men and 
women were 61 to 80 years of age, with 
an equal percentage of men and women 
affected. Consistent with what was seen 
in other Latin American countries, the 
most common anatomical location was 
the lower extremities (in women) and 
the trunk (in men). 

Venezuela. To date, there are few pop
ulationbased studies reporting mela
noma incidence rates and no reliable reg
istry data reporting melanoma mortality 
rates for Venezuela (39, 40). However, 
the Venezuela Cancer Registry (Registro 
Nacional de Cáncer de Venezuela, RNCV) 
created an electronic Internet version of 
a database originally established by the 
Multidisciplinary Group on Melanoma 
Study (Grupo Multidisciplinario y Mul-
ticéntrico para el Estudio del Melanoma, 
GMMM) in 2004 for the cities of Caracas 
and Valencia as part of a pilot project 
(41). The database categorizes patient 
cases based on clinical and histological 
characteristics, surgeries performed, and 
adjuvant treatment. The sevenyear pilot 
project currently has three Venezuelan 
institutions (with nine medical centers) 
as registered users. In December of 2009, 
according to data from GMMM (41), 
there were 701 patients in the database; 
of these, 54.9% were women, and the 
median age of presentation was 56 years. 
The annual reported number of skin 
cancer cases was 116. Fiftyseven percent 
(57%) of the patients with melanoma had 
a previous history of sunburn. The most 
frequent localization site for primary 
melanoma was the limbs (53.2%), fol
lowed by the trunk (32%) and the head 
and neck areas (14.8%). Most cases were 
recorded as invasive melanoma (84.4%). 

Geography- and patient-related 
risk factors

Although consistent data related to 
the incidence, prevalence, and mortal
ity rates of melanoma are lacking in 
Latin America, the risk of developing 
melanoma appears to be associated 



434 Rev Panam Salud Publica 30(5), 2011

Original research Schmerling et al. • Cutaneous melanoma in Latin America: the need for more data

with individual patient characteristics 
and geographic location within the re
gion (i.e., environmental conditions). In 
some Latin American countries, it has 
been reported (42, 43) that the number 
of acral lentiginous melanoma cases is 
higher than may be expected due to the 
high percentage of indigenous ancestry 
among the population.

Argentina. Argentina spans a vast ter
ritory and has relatively heterogeneous 
provinces due to a historically diverse 
immigration flow. Considerable por
tions of the population are descendants 
of both European and native inhabit
ants, resulting in different genotypes 
and phenotypes nationwide. A survey 
of indigenous groups (44) estimated that 
600 329 Amerindians are largely distrib
uted in the Northeast, Northwest, and 
Patagonia regions. Similar to what was 
found in other countries in the region, 
casecontrol studies (9, 13) reported vari
ous individual characteristics associated 
with an increase risk of melanoma, in
cluding fair skin tone, light eye color, 
and European ancestry.

Brazil. Several authors (10, 11) have re
ported that the skin color of the Brazilian 
population is generally darker in people 
who reside close to the equator and 
lighter in those living in the southern 
region of the country, which is largely 
populated by European descendants. As 
seen in the Argentine population, indi
viduals in the southern region with Eu
ropean (particularly German) ancestry 
have the highest estimated incidence of 
cutaneous malignant melanoma com
pared with individuals from other parts 
of the country (10, 20). Other individual 
characteristics related to the develop
ment of melanoma in the southern Bra
zilian population, according to research 
(10), were lightcolored hair and eyes.

Colombia. Few melanoma studies have 
evaluated the populations atrisk for mel
anoma in Colombia. In a retrospective 
study, Villegas et al. (45) found the high
est prevalence of malignant melanoma 
among Caucasian women, who presented 
the disease at a median age of 60 years. 
Researchers also found that twothirds of 
the patients with skin cancer were from 
urban areas, with the remaining third re
siding in rural areas with limited access to 
health care services. Most of the patients 
diagnosed with melanoma and other skin  

tumors were from low socioeconomic 
means and used the social security health 
system. 

Mexico. No studies have been conducted 
to determine the effect of melanoma in 
either the general Mexican population 
or among Mexico’s atrisk ethnic groups. 
Racial heterogeneity is higher in both 
Mexico and Central America than in 
South American countries. As of 2010, the 
Mexican population had reached approx
imately 112 million, with 76.5% residing 
in urban areas (46). In Mexico, it has 
been reported (46) that mestizos (people 
of mixed indigenous and Caucasian de
scent) account for approximately three
fifths of the population. Pureblooded 
indigenous people account for less than 
onethird of the population. Those of 
Caucasian descent constitute the remain
ing population, with Mexicans of African 
descent representing a tiny fraction of 
this population. Areas such as Zacatecas 
State span the Tropic of Cancer and have 
elevations of 1 800 to 2 250 meters above 
sea level (i.e., areas of high sun exposure) 
(46). A populationbased study (47) from 
Zacatecas State found a higher propor
tion of women with confirmed cases of 
melanoma versus men, but no ethnic 
profiling was obtained.

Puerto Rico. Puerto Rico covers an area 
of 3  500 square miles, and most of its 
population lives at sea level, making 
it challenging to quantify geographic 
trends related to melanoma and the 
ethnic populations inhabiting the island. 
The population has been shaped by Am
erindian settlement, European coloniza
tion, slavery, economic migration, and 
its status as a U.S. Commonwealth (48). 
The specific risk factors for melanoma 
in the Puerto Rican population are still 
unknown. In 2004, the PRCCR reported 
males aged 20 to 34 years were at high 
risk for melanoma (49).

Venezuela. Venezuela is a country of 
great racial diversity. The majority of the 
current population is mestizo, with the 
remainder mainly of European (primar
ily German, Italian, Portuguese, or Span
ish) descent (50). Blacks account for an 
estimated 8% to 10% of the population, 
and Amerindians represent about 2%. 
Arabs also represent part of the over
all populace (50). Based on data from 
GMMM (41), the majority of patients 
with melanoma had fair skin tone and 

lightcolored eyes, and those with light 
skin had relatively high levels of pig
mentation (skin phototype III). 

Environmental variables related 
to disease burden

Dramatic changes in the Earth’s ozone 
have been reported since the late 1980s 
(51). In the Southern Hemisphere, the 
increase in ultraviolet (UV) radiation has 
been estimated at 5% per decade at 30 
degrees south to 40% per decade at 85 
degrees south (51). Fifteen percent (15%) 
of the ozone layer has been depleted 
over the southern end of South America 
during the past 15 years, and an increase 
of up to 85% in UVB radiation in the 
southern part of Chile has been observed 
(52, 53). Corrêa et al. (54) reported that 
cities in highaltitude areas are at risk 
for dangerous levels of exposure to UV 
radiation. For each 1 000meter increase 
in altitude, UV radiation increases by 6% 
to 8%. Many populated areas in Latin 
America are at higher elevations (e.g., La 
Paz, Bolivia, the highestaltitude capital 
city in the world, and São Paulo, Brazil, 
one of the most highly populated cities 
in South America). Furthermore, in re
cent decades, it has been observed (55) 
that the use of ozonedestroying chemi
cals has caused the thinning of the ozone 
layer, which worsens the effects of sun 
overexposure. In the Southern Hemi
sphere, the ozone layer normally thins 
each spring. Several reports (52, 55) have 
noted that ozone depletion in an area 
above the southern portion of Argentina 
and Chile causes a 25% increase in UV 
radiation exposure during this time of 
the year. UV radiation in the Southern 
Hemisphere is expected to worsen in the 
coming decades due to natural varia
tions in the amount of ozone circulat
ing in the upper atmosphere (52). In 
Antarctica, the hole in the Earth’s ozone 
layer expanded to 27.5 million km2 in 
September 2006 (55). A greater incidence 
of cutaneous melanoma has been found 
among populations living under the 
Antarctic ozone hole (southern Chile) 
and in the south of Brazil (54, 56) com
pared to people who live in regions 
where there is no ozone hole (20) or only 
reside in ozonedepleted areas during 
seasons of the year when the ozone hole 
is smaller (56). Although the causality of 
this relationship cannot be determined 
because these studies did not control 
for confounding variables, the evidence 
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supports the link between increased UV 
exposure and increased melanoma risk.

Health care limitations affecting 
disease burden

Variables in delay of melanoma di-
agnosis. Despite the known risks of 
overexposure to UV rays, several au
thors (57, 58) have reported the common 
worldwide view that tanned skin is at
tractive, healthy, and protects against 
future burns. Many individuals do not 
view intentional tanning outdoors or at 
indoor tanning booths as a health risk 
(57, 58). In fact, there is a relatively high 
frequency of sunbathing and tanning 
bed use among youth (58, 59). A popula
tionbased, crosssectional study of 1 412 
Brazilians aged 10 to 29 years (60) found 
that nearly half of the patients enrolled 
in the study were sunburned in the past 
year. A similar study of 3 136 Brazilian 
adults (61) found that individuals who 
had the greatest sun exposure were the 
least likely to use sunscreen. Sunscreen 
users were typically female, Caucasian, 
and had a high level of education or high 
socioeconomic status.

In many parts of Latin America, geo
graphic or financial constraints can im
pede patient access to basic health care. 
Frequent visits to the physician increase 
the likelihood that patients will be di
agnosed with melanoma at an early 
stage—when the lesions are still thin 
(62). However, access to health care in 
many regions of Latin America is often 
limited (24, 33, 45). Villegas et al. (45) 
examined a mixed population from the 
Andean region in Colombia and con
cluded that patients experienced a me
dian time of 243.5 days between lesion 
detection and evaluation by a derma
tologist. Delayed melanoma diagnosis 
was associated with being female, older 
than 65 years of age, and living in a 
rural setting. In Argentina, González et 
al. reported that patients without pri
vate health insurance and those without 
any health insurance were more likely 
to be diagnosed with more advanced 
stages of melanoma.7 Studies in other 
regions have shown that socioeconomic 

status influences diagnosis time for a 
variety of medical conditions. The racial 
and geographic diversity of the Latin 
American population makes establish
ing a similar correlation difficult. This 
correlation should be studied in future 
research.

Knowledge of melanoma. Knowledge 
about the importance of early detection 
varies worldwide. A study by Blum et 
al. (63) assessed factors that delay diag
nosis in Australia, Brazil, Germany, and 
Sweden. Investigators found that about 
62% of patients from Brazil detected the 
lesion themselves, a higher percentage 
than that found in other countries (52%–
59%). Overall, more women than men 
detected lesions on their own. Compared 
with the other countries, people in Brazil 
had the lowest awareness of the impor
tance of early detection (63). Further
more, most people from Brazil received 
their knowledge about melanoma from 
the media, with few citing physicians 
as their source of information, and an 
even smaller number citing prevention 
campaigns.

Although official (national) public 
health policies for melanoma diagnosis 
and treatment have been published in 
most countries in the region, the infor
mation contained within them varies, re
sulting in inconsistent public awareness 
messages regarding melanoma.

Regional melanoma management 
and awareness

Melanoma awareness initiatives (i.e., 
screening and detection campaigns) 
have shown varying degrees of success 
and acceptance in countries that showed 
an increase in the incidence of skin can
cer over the past decade (64–67). In some 
Latin American countries, private non
profit organizations such as Venezuela’s 
Anticancer Society (Sociedad Antican-
cerosa de Venezuela, SAV), the CDFLLA 
in Colombia, the Brazilian Society of 
Dermatology (Sociedade Brasileira de Der-
matologia, SBD), and the FCP and SAD 
in Argentina are key players in carrying 
out annual nationwide melanoma detec
tion campaigns (64–66, 68). For the past 
17 years, the SAD has held annual mela
noma detection campaigns, with a yearly 
increase in attendance. In Brazil, in 2008, 
more than 40 000 people attended the an
nual National Campaign to Prevent Skin 
Cancer (Campanha Nacional de Prevenção 

do Câncer da Pele), and skin lesions were 
found in 10% of attendees (66).

Screening for melanoma is a contro
versial topic because its effectiveness in 
increasing survival has not been estab
lished (69). Consequently, governments 
and other agencies may not be willing 
to invest in widespread screening cam
paigns. However, mass media screening 
campaigns have been found useful in 
targeting highrisk groups. Thus, ad
ditional efforts would invariably aid in 
advanced melanoma management (69).

DISCUSSION

To the best of the authors’ knowledge, 
this is the first literature review to sum
marize the published and available mela
noma incidence and mortality data for the 
Latin American countries of Argentina, 
Brazil, Colombia, Mexico, Puerto Rico, 
and Venezuela. The importance of re
porting the true incidence and mortality 
rates of melanoma cannot be overstated. 
Argentine, Brazilian, and Puerto Rican 
specialists have conducted more studies 
that report incidence data compared with 
researchers in the three other countries. 
Mexico, Venezuela, and Colombia have 
performed only a few populationbased 
or casecontrol studies describing mela
noma in their populations. 

Cancer registries are essential for col
lecting and gathering accurate epidemio
logical information related to melanoma. 
All six countries have cancer registries 
that, to some degree, regularly collect 
and report new cases of melanoma. How
ever for the most part, the data from the 
countryspecific cancer registries are lim
ited in terms of the variables collected, 
are regionalized, and represent only a 
small fraction of the actual melanoma 
incidence rates, as many people remain
ing undiagnosed. Although melanoma 
mortality rates are usually captured and 
reported in these registries, the data 
collection is not efficient, and there is 
no standard method of collection, mak
ing comparisons between regions and 
countries difficult. While dermatological 
societies and multidisciplinary academic 
groups have encouraged specialists to 
enter melanoma data in their databases, 
this information represents only a small 
fraction of true melanoma incidence in 
the general population of each country. 
In addition, investigators and research
ers have limited resources and therefore 
have not published a sufficient amount 

7  González A, Cinat G, Chapela J, Del Aguila R, 
Sokol G, Otero JA. Association of insurance status 
with cutaneous melanoma (CM) stage at diagno
sis. Poster presented at the 7th World Congress 
on Melanoma and 5th Congress of the European 
Association of DermatoOncology; May 12–16, 
2009; Vienna, Austria.
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of data for local and international ap
praisal. The main impediments to es
tablishing and maintaining an accurate 
epidemiological database for the coun
tries studied in this review are under
reporting of melanoma and the lack of a 
centralized collection system. Legislation 
tailored to each country’s specific type of 
health system could help researchers 
obtain more accurate epidemiological 
data. Each country has unique needs 
and challenges in containing melanoma, 
and much work is needed to improve 
outcomes. 

The lack of reliable epidemiological 
data for Latin America limits the degree 
of melanoma awareness in the region. 
Having an accurate, centralized mela
noma registry could facilitate more effec
tive educational programs and improve 
health care planning. Additional studies 
elucidating the etiology and risk factors 
for melanoma among minority popula
tions are also warranted. Unfortunately, 
the heterogeneity of the health care sys
tems in Latin American countries makes 
it difficult to establish a supranational 
cooperative system for data gathering in 
melanoma as well as other diseases.

People in certain strata of Latin Ameri
can populations appear to have a greater 
awareness of melanoma than others (45). 
Increased awareness (along with changes 
in the registration process) may help ex

plain the recent increase in melanoma 
cases shown in some of the country 
specific cancer registries. Awareness 
campaigns are best targeted to those 
with limited access to health care, who 
would benefit the most.

As melanoma treatment evolves, Latin 
American governments and regulatory 
health care agencies will face the chal
lenge of adjusting policies and reim
bursement guidelines to allow patient 
access to better care. Key policymakers 
must recognize melanoma as a serious 
cancer and give priority to melanoma 
management. 

Limitations

This review was limited by the small 
amount of published and available in
cidence and mortality data for Latin 
America. In addition, the data derived 
from the cancer registries were relatively 
sparse, may not be representative of the 
general population, and covered only 
short periods, and a large proportion of 
the information obtained in the literature 
review came from studies conducted 
in hospitals, health care facilities and 
institutions, and cancer registries with 
different methods of data collection and 
no uniformity in data reporting, which 
hindered comparative evaluation and 
precluded meaningful statistical analy

sis. Finally, in an attempt to cover a 
larger geographic area and compare dif
ferent strategies across the region (with 
less discrepancies in terms of methodol
ogy and technical resources), the authors 
limited the first and second search peri
ods to the years 2000 through 2009 and 
2010 respectively.

Conclusion

Melanoma is a serious and lifethreat
ening public health problem in Latin 
America. Although attempts have been 
made to collect melanoma epidemiologic 
data for Latin American countries and 
disseminate information about the risk 
factors, these efforts are not yet sufficient. 
Environmental factors such as the effects 
of the ozone layer and individual factors 
such as mixed ethnicity could be better 
explored and compared with other re
gions of the world if solid epidemiologi
cal data were available. These data could 
also facilitate improvements in health care 
planning. Increased melanoma aware
ness could lead to better health care for 
individuals as well as the general popula
tions of countries in the region.
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Objetivo. Identificar la literatura científica sobre el melanoma cutáneo en América 
Latina y recopilar todos los datos epidemiológicos disponibles, con objeto de demos
trar la necesidad de información fiable a escala regional y de país sobre los datos de 
incidencia y mortalidad. 
Métodos. Se realizaron búsquedas bibliográficas en las bases de datos PubMed, Em
base, LILACS y Google Scholar para encontrar estudios epidemiológicos relacionados 
con el melanoma llevados a cabo del 1 de enero del 2000 al 31 de octubre del 2010 en 
Argentina, Brasil, Colombia, México, Puerto Rico y Venezuela. Se efectuó una bús
queda final de casos de melanoma mediante la consulta de los registros poblacionales 
de cáncer de cada país. No se realizó ningún análisis estadístico. 
Resultados. En los seis países, la mayor parte de la investigación epidemiológica 
sobre el melanoma cutáneo consiste en estudios hospitalarios o estudios de casos y 
testigos. Muy pocos estudios informan sobre las tasas de incidencia y mortalidad. Los 
intentos de calcular las tasas de la enfermedad se han basado en los datos nacionales 
de incidencia y mortalidad, y en la información extraída de los registros de cáncer. 
Aunque el predominio de la ascendencia europea constituye un conocido factor de 
riesgo de melanoma, la asociación entre el melanoma y el grupo étnico no puede de
mostrarse adecuadamente en algunas de las poblaciones estudiadas. Los latinoameri
canos están frecuentemente expuestos a la radiación ultravioleta como consecuencia 
del clima tropical, la elevada altitud y la disminución de la capa de ozono en algunas 
regiones. La piel bronceada se considera como saludable y bella. Aunque hace de
cenios que se llevan a cabo campañas de salud pública dedicadas al melanoma en 
América Latina, es indispensable incrementar la conciencia de esta enfermedad. 
Conclusiones. Existe la urgente necesidad de recopilar datos epidemiológicos pre
cisos sobre el melanoma en América Latina. Las futuras actividades de investigación 
en la Región deben incluir un mayor número de estudios poblacionales extensos y 
específicos de cada país, que permitan evaluar comparativamente las tasas de inci
dencia y mortalidad.

Melanoma; neoplasias cutáneas; sistemas de información; mortalidad; incidencia; 
riesgo; Argentina; Brasil; Colombia; México; Puerto Rico; Venezuela; América Latina.
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