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Primary Excision Margins and Sentinel Lymph Node Biopsy in
Cutaneous Melanoma

Recommendations

This is a quick reference guide and provides the guideline recommendations only.
For key evidence associated with each recommendation, the systematic review,
and the guideline development process, see the Full Report.

GUIDELINE OBJECTIVES

To provide guidance on the optimal surgical excision margins and use of sentinel lymph
node biopsy (SLNB) in adults diagnosed with cutaneous melanoma located on the trunk,
extremities, and head and neck.

TARGET POPULATION
These recommendations apply to adults (>18 years) diagnosed with truncal, extremity,
or head and neck non-metastatic cutaneous melanoma.

INTENDED USERS

Intended users of this guideline include general surgeons, otolaryngologists, head and
neck surgeons, surgical oncologists, dermatologists, and plastic surgeons that provide care for
patients with melanoma. Additionally, all clinicians and healthcare providers who are involved
in the management or referral of patients with cutaneous melanoma are intended users of these
recommendations.

UPDATES FROM 2010
In 2010, the Melanoma Disease Site Group developed a systematic review and clinical
practice guideline to provide healthcare providers with guidance on optimal primary resection
margins and the use of SLNB in patients with cutaneous melanoma located on the trunk or
extremities [Evidentiary Base from 2010 Guideline]. As this guideline is now six years old and
new evidence has emerged in the field, the Working Group of the Surgical Management of
Melanoma Guideline Development Group developed this evidentiary base to update the
recommendations of the clinical practice guideline. The following are key differences between
the 2010 and current guideline:
¢ Recommendations specific to patients with head and neck melanoma have been
added. This patient population was not included in the 2010 Guideline.
e Surgical margins for in situ melanomas of the trunk and extremities have been
increased from 5 mm to a range of 5 mm to 1 cm.
e Surgical margins for pT2 melanomas of the trunk and extremities remain at 1 to 2 cm
but a 2 cm margin, when possible, is suggested.
e Surgical margins for pT3 melanomas of the trunk and extremities have been increased
from arange of 1 to2 cm to 2 cm.
e The recommendations for SLNB have been significantly updated based on new
evidence.
It should be noted that the studies used to inform the 2010 recommendations are included in
two systematic reviews [1,2] and, therefore, have been included in this 2017 update of the
2010 Guideline.
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RECOMMENDATIONS

Recommendation 1 - Surgical Margins for Melanoma located on the Trunk and
Extremities

After initial excision or biopsy for melanoma located on the trunk and extremities,
the radial excision margins, measured clinically from the edge of the melanoma or biopsy
scar, should be:

Melanoma Depth/Thickness Margin
pTis melanoma in situ 5 mm-1cm
pT1 melanoma <1.0 mm 1cm

pT2 melanoma 1.01-2.0 mm 1-2 cm
pT3 melanoma 2.01-4.0 mm 2 cm

pT4 melanoma >4.01 mm 2 cm

Qualifying Statements for Recommendation 1

e For melanoma in situ, there are no randomized controlled trials evaluating
appropriate surgical margins. In a single prospective study of pathologic margins for
melanoma in situ, 86% of patients had clear pathologic margins with a 6 mm-wide
excision margin and 98.9% of melanoma in situ were completely excised with a 9 mm
surgical margin [3]. Consequently, some patients may require wider surgical margins
of 1 cm to achieve clear pathologic margins.

e Where possible, for pT2 lesions, it may be desirable to take a wider margin (2 cm) for
these tumours depending on tumour site and surgeon/patient preference, because
evidence concerning optimal excision margins is unclear.

Recommendation 2 - Surgical Margins for Cutaneous Melanoma located on the Head and
Neck

After initial excision or biopsy for cutaneous melanoma located on the head and neck,
the radial excision margins, measured clinically from the edge of the melanoma or biopsy
scar, should be:

Melanoma Depth/Thickness Margin
pTis melanoma in situ 5 mm-1cm
pT1 melanoma <1.0 mm 1cm

pT2 melanoma 1.01-2.0 mm 1-2 cm
pT3 melanoma 2.01-4.0 mm 2 cm

pT4 melanoma >4.01 mm 2 cm

Qualifying Statements for Recommendation 2

e For melanoma in situ, margin-controlled excision may provide tissue sparing and
improved tumour clearance in challenging locations such as near the eye, nose, lips, and
ears.

o In this context, margin-controlled excision refers to assessment of margins
prior to reconstruction so that surgeons may perform further resection until
clear margins are achieved. This can be achieved via Mohs surgery or other
forms of en face margin control prior to reconstruction; however, the
superiority of one technique over the other is outside of the scope of this
Guideline.
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e For pT2 melanomas, where possible, it may be desirable to take a wider surgical margin
(2 cm) for these tumours depending on tumour site and surgeon/patient preference,
because evidence concerning optimal excision margins is unclear.

e It is recognized that wide margins may not always be possible based on the location of
melanoma in relation to facial structures. When possible, wide margins should be
employed; however, they may be difficult to achieve when melanoma is located on the
eyelid, nose, lip, or ear.

Recommendation 3 - SLNB for Melanoma located on the Trunk and Extremities

Patients with a clinically node negative, stage | or Il melanoma, >1.0 mm in thickness

and located on the trunk and extremities should be given the opportunity to discuss SLNB to

rovide staging and prognostic information.

Melanoma Depth/Thickness | Use of SLNB

pTis melanoma in situ Not recommended

pT1 melanoma <1.0 mm If melanoma is >0.75 mm, has a Clark level IV/V, high
mitotic rate (=1 mitosis/mm?), ulceration, or
microsatellites, physicians should discuss SLNB with these
patients. If the results of SLNB indicate these patients
have melanoma metastases in their sentinel node, they
may benefit from adjuvant therapy and/or entry into
adjuvant clinical trials and therefore may have an
improved melanoma-specific survival (MSS).

pT2 melanoma 1.01-2.0 SLNB is recommended for these patients to provide

mm and locoregional control and to identify patients who may

pT3 melanoma 2.01-4.0 benefit from adjuvant therapy and/or entry into adjuvant

mm clinical trials. SLNB does provide an MSS benefit if the
sentinel node contains melanoma metastases.

pT4 melanoma >4.01 mm Physicians should discuss SLNB with these patients and to

identify patients who may benefit from adjuvant therapy
and/or entry into adjuvant clinical trials. SLNB will provide
prognostic information and may provide locoregional
control but not MSS benefit.

Qualifying Statements for Recommendation 3

¢ SLNB should be performed only following discussion of the options with the patient, in a
high-volume unit (>50 cases) with access to appropriate surgical, nuclear medicine, and
pathology services.

o The false-negative rate of SLNB is lowest when >50 cases have been performed at
the institution [4].

o Adouble dye technique with Tc99 and blue dye (isosulfan or patent blue) increases
the identification rate of the sentinel lymph nodes (SLNs) [5]

e For patients with intermediate-thickness melanomas diagnosed with nodal metastases
on pathology of the sentinel node(s), there is a 10-year MSS benefit for SLNB; however,
overall survival was not reported.

e SLNB should be discussed with patients to identify those eligible for adjuvant therapy
and for enrollment into clinical trials.

¢ Ideally, for best accuracy, SLNB is performed at the same time as the wide local excision
of the primary melanoma. SLNB is less reliable or may fail when performed as a separate
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operation for a patient having already had their wide local excision and repair with any
flap (with the exception of an advancement flap) or skin graft.

Recommendation 4 - SLNB for Cutaneous Melanoma located on the Head and Neck
Patients with a clinically node-negative, stage | or Il cutaneous melanoma >1.0 mm
in thickness and located on the head and neck should be given the opportunity to discuss
SLNB to provide staging and prognostic information.
Melanoma Depth/Thickness Use of SLNB
pTis melanoma in situ Not recommended
pT1 melanoma <1.0 mm If melanoma is >0.75 mm thickness, has a Clark level
IV/V, high mitotic rate (=1 mitosis/mm?), ulceration, or
microsatellites, physicians should discuss SLNB with these
patients. If the results of SLNB indicate these patients
have melanoma metastases in their sentinel node they
may benefit from adjuvant therapy and/or entry into
adjuvant clinical trials and therefore may have an
improved MSS.
pT2 melanoma 1.01-2.0 mm | SLNB is recommended for these patients to provide
and locoregional control and to identify patients who may
pT3 melanoma 2.01-4. Omm | benefit from adjuvant therapy and/or entry into adjuvant
clinical trials. SLNB does provide a MSS benefit if the
sentinel node contains melanoma metastases.
pT4 melanoma >4.01 mm Physicians should discuss SLNB with these patients. SLNB
will provide prognostic information and may provide
locoregional control but not MSS benefit.
Qualifying Statements for Recommendation 4
¢ SLNB should be performed only following discussion of the options with the patient, in
a unit with access to appropriate surgical, nuclear medicine, and pathology services.
o The false-negative rate of SLNB is lowest when >50 cases have been performed at
an institution [4].
o Adouble dye technique with Tc99 and blue dye (isosulfan or patent blue) increases
the identification rate of the SLNs [5]
e SLNB should be discussed with patients to identify those eligible for adjuvant therapy
and for enrollment into clinical trials.
¢ Ideally, for greatest accuracy, SLNB should be performed at the same time as the wide
local excision of the primary melanoma. SLNB is less reliable or may fail when
performed as a separate operation for a patient having already had a wide local
excision and repair with any flap (with the exception of an advancement flap) or skin
graft.

Technical Considerations

These considerations have been transcribed from the original 2010 guideline and any
changes have been italicized. As such, the technical considerations are based on evidence
identified in the original systematic review [Evidentiary Base from 2010 Guideline].

Excision Margins
e The depth of the excision should be down to, but not including, the fascia.
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Margins (e.g., 1 cm or 2 cm) should be included in the surgical operating room report
and are clinically measured with a ruler at the time of surgery from the visible edge of
the melanoma or previous biopsy scar.

Standard synoptic pathology reporting should be used for both the primary melanoma
and the sentinel node biopsy.

Excision margins should be 1 to 2 cm where possible but may involve amputation
depending on the anatomical location of the lesion (e.g., fingers and toes). For more
complex areas, such as fingers and toes, or where the primary melanoma involves
anatomic areas not amenable to simple wide excision, multidisciplinary input should be
sought.

Total radial margin excision may include margins from biopsy as well as wide local
excision, as clinically appropriate.

Sentinel Lymph Node Biopsy

Lymphoscintography after intradermal injection of radioactive tracer is mandatory to
identify SLNs.

Either patent blue or isosulfan blue dye is recommended in addition to the radioactive
tracer.

SLNB assessment should include the use of immunohistochemistry and hematoxylin &
eosin staining.

Size of melanoma metastases should be noted in the pathology report as should
extranodal extension for each positive node.

FURTHER QUALIFYING STATEMENTS

Physicians should discuss the feasibility of enrollment into clinical trials with all
patients.

IMPLEMENTATION CONSIDERATIONS

These recommendations are best implemented in the context of a multidisciplinary

team and with involvement of a pathologist with expertise in dermatopathology.



