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Indications for sentinel lymph node biopsy in 2020 
 
BACKGROUND. 
In 1992, Drs. Morton and Cochran pioneered the technique for sentinel lymph node biopsy 
(SLNB)1. Since that time, SLNB has replaced elective lymph node dissection (LND) in clinically 
node-negative patients for nodal staging in melanoma. The benefits of SLNB include 
prognostication, local control, lower rates of lymphedema than LND, and importantly, 
selection for contemporary adjuvant immuno- or targeted therapies or clinical trials2–7. As 
reported in the landmark study, ‘MSLT-1’, for intermediate thickness melanomas (1.2-3.5mm), 
SLNB improves 10-year disease-free survival (DFS), and possibly melanoma-specific survival 
(MSS) versus nodal observation alone for SLN+ patients8,9. The indications for SLNB have 
continued to evolve, with uncertainty regarding thin (≤1mm) and thick (>4mm) melanomas. 
Features that may increase the risk for SLN positivity are largely based on retrospective studies. 
These features include Breslow thickness ≥0.75mm, ulceration, mitotic rate ≥1 per 5mm2, 
lymphovascular invasion, Clark level IV/V, microsatellites, in-transit disease, age<60, and lack of 
tumor infiltrating lymphocytes10–17. 
 
CURRENT STATUS OF THE LITERATURE. 
In general, if the risk of a positive SLN is ≥5%, SLNB is recommended given the operative risks of 
the procedure are often lower. In the American Joint Committee on Cancer (AJCC) 8th edition 
analysis, thickness ≥0.8mm and ulceration were not only predictors of MSS, but also associated 
with a risk of SLN positivity between 8-12%14–18. Notably, mitotic rate was not a predictor of MSS 
on multivariable analysis in thin melanoma, but does remain a strong predictor of SLN positivity 
in all melanomas, as has been shown in other studies11–13,17. For instance, the largest meta-
analysis by Cordeiro et al. on 10,928 patients identified mitotic rate ≥1 per 5mm2, Breslow 
thickness ≥0.75mm, Clark IV/V, and microsatellites as high-risk features for SLN positivity (≥8.8% 
risk of SLN+) in thin melanoma (≤1mm)12. Importantly, node positivity is an eligibility criterion for 
adjuvant novel immuno- or targeted therapies, which have dramatically improved disease-free 
(DFS) in node-positive patients19–21. Consequently, despite a lack of MSS benefit, SLNB should be 
discussed with patients who have clinically node-negative, thick (>4mm) melanomas not only for 
local control, but also to determine eligibility for adjuvant immuno- or targeted therapies and/or 
clinical trials3–6. As node positivity is the primary indication to obtain these important treatments, 
ongoing trials are assessing adjuvant immuno- or targeted therapies in node negative, high-risk 
stage IIB/IIC melanoma. These studies may obviate the rationale for SNB as a means to obtain 
novel adjuvant immuno- or targeted therapies in thick melanoma.  
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RECOMMENDATION. 
In clinically node-negative, resectable, non-metastatic melanoma: 
1) SLNB is recommended for: 
- ‘intermediate’ Breslow thickness melanoma (1mm-4mm) 
2) SLNB should be discussed for: 
- ‘thin’ Breslow thickness melanoma (≥0.8mm-1mm)  
- ‘thick’ Breslow thickness melanoma (>4mm) 
- ‘thin’ Breslow thickness melanoma with high risk features of the primary tumor including 
ulceration, mitoses ≥1 per 5mm2, lymphovascular invasion, Clark IV/V, microsatellites, and in-
transit disease. 
3) Patients with nodal metastases of any kind should be referred to a multidisciplinary 
melanoma centre to assess eligibility for immuno- or targeted molecular therapies and clinical 
trials in the adjuvant setting. 
 
READ MORE. 
Wright, FC et al. Primary excision margins, sentinel lymph node biopsy, and completion lymph 
node dissection in cutaneous melanoma: a Canadian clinical practice guideline. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6726255/ 
 
Gershenwald et al. Melanoma staging: evidence-based changes in the American Joint 
Committee on Cancer eighth edition cancer staging manual. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5978683/ 
 
Cordeiro et al. Sentinel Lymph Node Biopsy in Thin Cutaneous Melanoma: A 
Systematic Review and Meta-Analysis. https://pubmed.ncbi.nlm.nih.gov/26932710/ 
 
 
 
 
 
 
 
 
 
 



  
BRIEF SPECIALTY UPDATES FOR THE GENERAL SURGEON 

Clinical Practice Committee 
 
REFERENCES. 
 
1. Morton, D. L. et al. Technical Details of Intraoperative Lymphatic Mapping for Early Stage 

Melanoma. Arch. Surg. 127, 392–399 (1992). 

2. Gyorki, D. et al. When is sentinel lymph node biopsy (SLNB) indicated? - Cancer Council 

Australia Guidelines. 

https://wiki.cancer.org.au/australia/Clinical_question:When_is_a_sentinel_node_biopsy_ind

icated%3F (2020). 

3. Swetter, S. et al. National Comprehensive Cancer Network Guidelines - Cutaneous 

Melanoma. NCCN guidelines for treatment of cancer by site 

https://www.nccn.org/professionals/physician_gls/pdf/cutaneous_melanoma.pdf (2020). 

4. Wright, F. C. et al. Primary excision margins, sentinel lymph node biopsy, and completion 

lymph node dissection in cutaneous melanoma: a clinical practice guideline. Curr. Oncol. 26, 

(2019). 

5. Swetter, S. M. et al. Guidelines of care for the management of primary cutaneous melanoma. 

J. Am. Acad. Dermatol. 80, 208–250 (2019). 

6. Michielin, O., Akkooi, A. C. J. van, Ascierto, P. A., Dummer, R. & Keilholz, U. Cutaneous 

melanoma: ESMO Clinical Practice Guidelines for diagnosis, treatment and follow-up †. Ann. 

Oncol. 30, 1884–1901 (2019). 



  
BRIEF SPECIALTY UPDATES FOR THE GENERAL SURGEON 

Clinical Practice Committee 
 
7. Wong, S. L. et al. Sentinel Lymph Node Biopsy and Management of Regional Lymph Nodes in 

Melanoma: American Society of Clinical Oncology and Society of Surgical Oncology Clinical 

Practice Guideline Update. Ann. Surg. Oncol. 25, 356–377 (2018). 

8. Morton, D. L. et al. Final Trial Report of Sentinel-Node Biopsy versus Nodal Observation in 

Melanoma. N. Engl. J. Med. 370, 599–609 (2014). 

9. Morton, D. L. et al. Sentinel-Node Biopsy or Nodal Observation in Melanoma. N. Engl. J. Med. 

355, 1307–1317 (2006). 

10. Santos, F. D. M. dos et al. Association between tumor-infiltrating lymphocytes and 

sentinel lymph node positivity in thin melanoma. An. Bras. Dermatol. 94, 47–51 (2019). 

11. Christensen, L. F. et al. Sentinel Lymph Node Predictors in Melanoma of Breslow 

Thickness 0.8-1.0 mm. SKIN J. Cutan. Med. 4, 431–437 (2020). 

12. Cordeiro, E., Gervais, M.-K., Shah, P. S., Look Hong, N. J. & Wright, F. C. Sentinel Lymph 

Node Biopsy in Thin Cutaneous Melanoma: A Systematic Review and Meta-Analysis. Ann. 

Surg. Oncol. 23, 4178–4188 (2016). 

13. Egger, M. E. et al. Age and Lymphovascular Invasion Accurately Predict Sentinel Lymph 

Node Metastasis in T2 Melanoma Patients. Ann. Surg. Oncol. 26, 3955–3961 (2019). 

14. Boada, A. et al. Factors associated with sentinel lymph node status and prognostic role 

of completion lymph node dissection for thick melanoma. Eur. J. Surg. Oncol. 46, 263–271 

(2020). 



  
BRIEF SPECIALTY UPDATES FOR THE GENERAL SURGEON 

Clinical Practice Committee 
 
15. McMasters, K. M. et al. Factors that predict the presence of sentinel lymph node 

metastasis in patients with melanoma. Surgery 130, 151–156 (2001). 

16. Piazzalunga, D. et al. Can sentinel node biopsy be safely omitted in thin melanoma? Risk 

factor analysis of 1272 multicenter prospective cases. Eur. J. Surg. Oncol. 45, 820–824 (2019). 

17. Conic, R. R. Z. et al. Predictors of sentinel lymph node positivity in thin melanoma using 

the National Cancer Database. J. Am. Acad. Dermatol. 80, 441–447 (2019). 

18. Gershenwald, J. E. et al. Melanoma staging: evidence-based changes in the American 

Joint Committee on Cancer eighth edition cancer staging manual. CA. Cancer J. Clin. 67, 472–

492 (2017). 

19. Long, G. V. et al. Adjuvant Dabrafenib plus Trametinib in Stage III BRAF-Mutated 

Melanoma. N. Engl. J. Med. 377, 1813–1823 (2017). 

20. Eggermont, A. M. M. et al. Adjuvant Pembrolizumab versus Placebo in Resected Stage III 

Melanoma. N. Engl. J. Med. 378, 1789–1801 (2018). 

21. Weber, J. et al. Adjuvant Nivolumab versus Ipilimumab in Resected Stage III or IV 

Melanoma. N. Engl. J. Med. 377, 1824–1835 (2017). 

 


