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MarginsMargins


 

SNBSNB


 
SurveillenceSurveillence
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Melanoma Incidence Females
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History of MarginsHistory of Margins



 
1907 1907 Handley recommended a liberal Handley recommended a liberal 

resection of skinresection of skin


 
19621962

 
Petersen advocated a 5cm marginPetersen advocated a 5cm margin



 
19771977

 
BreslowBreslow

 
related prognosis to thickness  related prognosis to thickness  



 
19881988

 
Early results from Early results from VeronesiVeronesi’’ss

 
studystudy



 
19911991

 
WHO trial: 1 Vs 3cm for thin melanomaWHO trial: 1 Vs 3cm for thin melanoma



VeronesiVeronesi11


 

612 patients612 patients


 
1cm Vs 3cm margin for CM <2mm1cm Vs 3cm margin for CM <2mm


 

No difference in OS, DFS or LRNo difference in OS, DFS or LR


 
Follow up 8 yearsFollow up 8 years


 

LR rate very lowLR rate very low

[1] Vernesi U, Cascinelli N. Narrow excision (1cm margin). A safe Procedure for 
thin cutaneous melanoma. Arch Surg 1991;126:438-441



Swedish StudySwedish Study22


 

769 patients769 patients


 
2cm Vs 5cm for Melanoma <2mm2cm Vs 5cm for Melanoma <2mm


 

No difference in LR, OS or RFSNo difference in LR, OS or RFS


 
LR rate very lowLR rate very low

[2] Cohn-Cedermark et al Long term results of a randomized study by the Swedish 
Melanoma study group on 2cm versus 5cm resection margins for Patients with 
cutaneous melanoma with a tumor thickness of 0.8-2.0mm.Cancer. 2000;89:1495-501



IntergroupIntergroup33


 

486 patients486 patients


 
2 Vs 4cm margin for Melanomas 12 Vs 4cm margin for Melanomas 1--4mm4mm


 

No difference in OS or No difference in OS or locoregionallocoregional
 recurrencerecurrence


 

LR rareLR rare


 
Ulceration is a poor indicator for Ulceration is a poor indicator for 
recurrencerecurrence

[3] Balch CM et al. Long-term Results of a Prospective Surgical Trial Comparing 2cm 
vs. 4cm Excision Margins for 740 Patients with 1-4mm Melanomas. Annals Surg 
Oncology.8(2):101-108 



UK StudyUK Study44


 

900 patients900 patients


 
1cm Vs 3cm for melanoma >2cm1cm Vs 3cm for melanoma >2cm


 

LocoregionalLocoregional
 

higher in 1cm grouphigher in 1cm group


 
LR low in both groupsLR low in both groups


 

No difference in death from melanomaNo difference in death from melanoma

[4] Thomas MJ et al Excision margins in high risk malignant melanoma. NEJM. 
2004;350:757-66 



SummarySummary

0 1 2 3 4 5
Melanoma Thickness (mm)

UK Study (2004)

Intergroup (2001)

Swedish (2000)

WHO (1991) 1 cm as safe as 3cm

2cm as safe as 5cm

2cm as safe as 4cm

3cm safer than 1cm
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Food for thoughtFood for thought


 

Local recurrenceLocal recurrence


 
Rate is very lowRate is very low



 
More likely stage IV disease than residualMore likely stage IV disease than residual


 

UlcerationUlceration


 
Consider wider marginConsider wider margin





Sentinel Node BiopsySentinel Node Biopsy



IntroductionIntroduction


 

BackgroundBackground


 
TheoryTheory


 

TechniqueTechnique


 
SNBSNB


 

MSLTMSLT--11


 
MSLTMSLT--22



SNB SNB ––  HypothesisHypothesis



 
Lymphatic metastasis is orderlyLymphatic metastasis is orderly



 
Predictable by lymphatic mappingPredictable by lymphatic mapping



 
SN is the first regional node  in lymphatic SN is the first regional node  in lymphatic 
drainage pathway from the PMdrainage pathway from the PM



 
SNB detects occult SNB detects occult metsmets



 
Tumour status of SN accurately reflects tumour Tumour status of SN accurately reflects tumour 
status  of the basinstatus  of the basin



 
SN status allows prediction of regional nodal SN status allows prediction of regional nodal 
status and who may benefit from  early CLNDstatus and who may benefit from  early CLND

Morton DL, Wen

 

D-R, Wong JH, Economou

 

JS, Cagle LA, Storm FK, Foshag

 

LJ, Cochran AJ.Technical

 

details of 
intraoperative

 

lymphatic mapping for early stage melanoma. Arch Surg127:392-399, 1992.



Incubator TheoryIncubator Theory

Primary MelanomaPrimary Melanoma
90%90%

 

10%10%

ImmunosuppImmunosupp

 

factorsfactors
Released by primary Released by primary 
Allowing growth of melanoma in SNAllowing growth of melanoma in SN

Latent Growth inLatent Growth in
SNSN

 

Blood Borne to distant sitesBlood Borne to distant sites

Host immune response Host immune response Distant Distant metsmets
Destroys blood borneDestroys blood borne

 

OROR

 

establishedestablished
metastasesmetastases



Marker HypothesisMarker Hypothesis

Primary MelanomaPrimary Melanoma

Sentinel NodeSentinel Node

 

Blood borne Blood borne metsmets

to distant sitesto distant sites

Host immune responseHost immune response

Destroys blood borne Destroys blood borne metsmets Establishes distant Establishes distant metsmets



ELNDELND



 
20% of patients with Intermediately thick 20% of patients with Intermediately thick 
melanomas have nodal melanomas have nodal metsmets

 
at time of PCMat time of PCM



 
3 RCT3 RCT


 

Intergroup (Balch 1996)Intergroup (Balch 1996)


 

WHO Melanoma Trial 14 (WHO Melanoma Trial 14 (CascinelliCascinelli
 

1998)1998)


 

WHO Melanoma Trial 1 (WHO Melanoma Trial 1 (VeronesiVeronesi
 

1982)1982)


 
No overall survival benefitNo overall survival benefit


 

Subset analysis showed some benefit  for non Subset analysis showed some benefit  for non 
ulcerated, PCM 1.0 ulcerated, PCM 1.0 --

 
2.0mm, <60 years2.0mm, <60 years



 
Complication rate 71% Complication rate 71% SerpellSerpell ANZ JS 2003ANZ JS 2003



TechniqueTechnique


 

Performed at time of WLEPerformed at time of WLE


 
LymphoscintographyLymphoscintography

 
on day of surgeryon day of surgery


 

Patent blue intradermal injectionPatent blue intradermal injection


 
Gamma probe Gamma probe intraoperativelyintraoperatively

Morton DL, Wen
 

DR, Wong JH, et al.Technical
 

details of intraoperative
 

lymphatic
mapping for early stage melanoma.Arch

 
Surg 1992;127:392-9.





 
Patent blue injectionPatent blue injection



 
Positive nodePositive node


 

BlueBlue


 

Radioactive countRadioactive count


 

97% accurate 97% accurate 
(Morton)(Morton)



SNBSNB


 

Incidence of Incidence of micrometastasesmicrometastases
 

in SLNin SLN


 
PCM <0.75mmPCM <0.75mm

 
1%1%



 
PCM 0.76 PCM 0.76 ––

 
1.5mm1.5mm

 
8.3%8.3%



 
PCM 1.51PCM 1.51--

 
4.0mm4.0mm

 
22.7%22.7%



 
PCM >4.0mmPCM >4.0mm

 
35.5%35.5%

Lens MB, Dawes M, Newton-Bishop JA, Goodacre
 

T. Tumour thickness as a predictor 
of occult lymph node metastases in patients with stage I and II melanoma 
undergoing sentinel lymph node biopsy. Br J Surg 2002; 89(10):1223–1227.



Non SLN statusNon SLN status



 
MicroanatomicMicroanatomic

 location of metastatic location of metastatic 
melanoma melanoma 



 

SubcapsularSubcapsular
 

––
 

no no 
nonSLNnonSLN

 
metsmets

 
0/38 0/38 

patientspatients


 

Combined Combined subcapsularsubcapsular
 and and parenchymalparenchymal



 

ParenchymalParenchymal


 

MultifocalMultifocal


 

ExtensiveExtensive

Journal of Clinical Oncology Journal of Clinical Oncology VolVol
 

22, No 16 (August 2004)22, No 16 (August 2004)



Non SLN statusNon SLN status



 
MicromorphometricMicromorphometric

 
features features 



 

TumourTumour
 

penetrative depth >2mmpenetrative depth >2mm


 

Deposit size >10mmDeposit size >10mm22



 

Presence of melanoma in Presence of melanoma in perinodalperinodal
 

lymphatic vesselslymphatic vessels


 

Effacement of nodal architecture by metastatic melanoma Effacement of nodal architecture by metastatic melanoma 
cellscells

American Journal of Clinical PathologyAmerican Journal of Clinical Pathology
VolVol

 

122, 2004122, 2004



Argument against SNBArgument against SNB



 
No proven adjuvant Rx for pts with +No proven adjuvant Rx for pts with +veve

 
SNBSNB



 
No proven benefit of survival CLND following No proven benefit of survival CLND following 
++veve

 
SNBSNB



 
Ample prognostic information provided from Ample prognostic information provided from 
tumour thickness, level, ulceration tumour thickness, level, ulceration 



 
No benefit from ELND in 3 prospective, No benefit from ELND in 3 prospective, 
randomised, trialsrandomised, trials



 
Is CLND post SNB just an ELND?Is CLND post SNB just an ELND?



MSLT 1MSLT 1

Melanoma >1.0mm or Clark >IVMelanoma >1.0mm or Clark >IV

60%60%
 

40%40%

WLE + SNBWLE + SNB
 

WLE + WLE + 
ObserveObserve

NegativeNegative
 

PositivePositive
 

Nodal recurrenceNodal recurrence

CLNDCLND
 

TLNDTLND
Morton DL, Thompson JF, Cochran AJ, Mozzillo

 

N, Elashoff

 

R, Essner

 

R et al. Sentinel-node biopsy or 
nodal observation in melanoma. N Engl

 

J Med 2006; 355(13):1307–1317.

=

≠



MSLT MSLT --11


 

5 YSR between WLE group and SNB were 5 YSR between WLE group and SNB were 
similarsimilar


 

Status of the SNB provides important Status of the SNB provides important 
prognostic informationprognostic information


 

Decreased distant Decreased distant metsmets
 

for SNB patientsfor SNB patients


 
Potential survival advantage for Potential survival advantage for 
melanomas 1.2melanomas 1.2--3.5mm thick3.5mm thick



MSLT MSLT --  IIII


 

Does removal of a positive SN Does removal of a positive SN 
alone improve survival?alone improve survival?


 
Is CLND necessary?Is CLND necessary?



Is CLND necessaryIs CLND necessary

1 study at least has shown retrospectively 1 study at least has shown retrospectively 


 
No difference in Nodal recurrence or DSSNo difference in Nodal recurrence or DSS

Wong SL et al. Melanoma Patients with Positive Sentinel Nodes Who Did Not Undergo Completion 
Lymphadenectomy:A

 

Multi-Institutional Study.Annals of Surgical Oncology; 2006:13(6): 809-816





Current GuidelinesCurrent Guidelines



MonitoringMonitoring
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