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Disclosures 
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Objectives 

• Change in indications for SNB? 
• What is the role of completion node dissection? 
 

 



Change in indications for SNB? 



MSLT-I  2014 





Indications for SNB in Melanoma 

• Standard practice in most of the world 
• Controversial issues relate to thin or thick melanomas 
• Change in AJCC staging have confused the picture 







AJCC 8th Edition 

• T1A is <0.8 mm 
• T1B is 0.8-1.0 or ulcerated 
• Mitotic rate is removed from staging system 



Changes in T1 status 

• T1b now defined as 0.8 – 1.0 mm or <0.8 ulcerated 
• 70% of new diagnoses are T1 
• T1 cause @29% of melanoma deaths 



AJCC data 8th edition 



8th Edition N staging 

• N1a = one clinically occult positive SN 
• N2a = more than one positive SN 





Survival with positive SNB in T1 tumors 



J Transl Med (2019) 17:266 



What about likelihood of positivity? 







Adjuvant in high risk resected melanoma 

April 2018 



Adjuvant therapies summary 



Regional control after SNB 

• MSLT-I clearly showed that microscopic disease will eventually 
become macro 

• MSLT-II observation group did not recur in the nodal basin in 80% of 
cases (n = 855) 

• SND in itself provides regional control in the majority of patients 

M Faries: personal communication 



What about morbidity of SNB? 





Morbidity of SNB versus CLND in MSLT-II 

• Lymphedema after SNB = 6.3% 
• Lymphedema after CLND = 24.1% 



Argument for SNB 

 
Node status is important for prognosis 
Majority of node positive patients will be spared a CLND 
Node positive patients may be eligible for effective adjuvant therapy 



SNB for T1b? 

• 6-15% positive 
• Of those, most will be spared a regional recurrence 
• Of those, many will be eligible for adjuvant therapy (indications will 

likely broaden to  <1 mm size) 
• Highest morbidity is in inguinal nodes 
• Decision is individualized 



Example 1 

• 31 year old male otherwise healthy 
• 0.9 mm melanoma over upper scapula, non-ulcerated, MR =2, Clark 

IV 
• Probability of positive node is 8% in axilla or neck 
• If positive could be maximum potential benefit of 20% survival = 1.6% 
• If met > 1mm will be eligible for adjuvant – approx. benefit similar 
• If positive but no SNB then will need therapeutic node dissection 
• Peace of mind? 



Example 2 

• 25 year old male otherwise healthy 
• 0.9 mm melanoma over upper scapula, ulcerated, MR =2, Clark IV 
• Probability of positive node is 14% in axilla or neck 
• If positive could be maximum potential benefit of 20% survival = 2.8% 
• If met > 1mm will be eligible for adjuvant – approx. benefit similar 
• If positive but no SNB then will need therapeutic node dissection 
• Peace of mind? 



What about melanomas > 4mm 
thick? 







SNB in thick melanoma 

• Prevents CLND in majority of patients 
• Allows access to effective adjuvant therapy 



Completion Node Dissection? 



Consequences of CLND 





DeCOG trial 



MSLT-II Trial for Sentinel node positive 
patients 
• Randomized between completion node dissection versus observation 
• 740 v.s. 820 patients 

 



Follow up of observation group 

• Visit with ultrasound of nodal basin 
• Visit every 4 months for 2 years 
• Every six months for 3 years 
• Annual visit no ultrasound to 10 years 



MSLT-II 



Melanoma-specific survival hazard ration: 
univariate analysis 



What about regional control? 



MSLT-II appendix – types of recurrence 



MSLT-II appendix – types of recurrence 



Extra capsular extension 

• Any SN with ECE excluded from both MSLT-II and DECOG trials 
• Currently still an indication for CLND 



What about head and neck patients? 

• Lymphedema is not a problem 
• Close to survival benefit 



MSLT-II Univariate analysis 











In head and neck patients: 

• Completion node dissection is still highly morbid 
• Almost 1/3 of MSLT-II patients had head and neck primaries 
• Survival not significantly different 
• Regional recurrence is reduced by adjuvant therapy (preliminary 

results) 



Who gets complete lymph node dissection? 

• Clinical nodes (palpable or image detected) 
• Extra capsular extension in the SN 
• Head and Neck patients? No! 

 



Conclusions – Sentinel node biopsy 

• “Discussed” for T1B melanomas 
• Still important prognostic indicator 
• CLND now unusual 
• adequate regional control by itself in majority of patients  
• stratification for effective adjuvant therapy 
• Can be done with minimal morbidity 

 



Conclusions: Completion node dissection 

• Completion node dissection is no longer mandatory 
• If no CLND, patient should be followed closely for nodal recurrence 
• Recurrence in the nodal basin mandates therapeutic node 

dissection 







Adjuvant therapy 





AJCC 8th Edition 

• Mitotic rate removed in staging because less predictive than thickness 
• 0.8-1.0 no included as Tib –Large modern dataset used for 8th edition 

shows a 5%-12% positivity range for SN in Tib primaries 
• is SNB necessary?? 
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