
Sentinel Lymph Node Biopsy:  clarity for the patient 
British Journal of Dermatology, March 16, 2015 
J.M. McGregor1 and P. Sasieni 
 
 
There is “stark evidence of the polarization that bedevils the state of sentinel 
node biopsy (SNB) in melanoma.  Couple this with a fact almost universally 
acknowledged, that doctors are confused by statistics, and it is little wonder 
that we find it difficult to help patients make informed decisions about 
their treatment. 
 
Melanoma is a dangerous disease and patients deserve better than to have 
their management determined by personal conviction or possible gain, or 
informed by spin. 
 
There are four main controversies surrounding the data:  
1. the conflation of SNB staging with perceived benefit to patients 
2. the claimed survival benefit of intervention (SNB) over observation in 
those with nodal metastases 
3. the possibility of overdiagnosing nodal micrometastases (nodes that 
contain melanoma cells but that would not have progressed even if the node 
had not been removed) 
4. the claim that intervention significantly improves disease-free survival. 
 
SNB does provide prognostic information, but the issue is whether SNB can 
be justified for staging if there is otherwise little benefit to the patient. We 
already have noninvasive means of staging. 
 
SNB has emerged as a reliable technique for identifying melanoma 
micrometastases in the ‘sentinel node’ – the first draining node in the 
lymphatic chain. Moreover, the presence of micrometastases in the sentinel 
node has proven biologically relevant in melanoma, so that it is an accurate 
predictor of survival in a group of patients; those with evidence of 
micrometastatic disease do worse than those without (although still not as 
badly as you might expect).  Since many clinical trials have been designed 
around SNB staging, it is likely to remain a prerequisite for entry to future 
clinical trials. It is also may determine whether or not a patient will receive 
adjuvant therapy, so its importance will inevitably grow, not diminish, with 
time. 
 



But how much more accurate is node status than clinical staging when it 
comes to discussing individual patient survival? There are, after all, a host of 
other factors that influence outcome for an individual, including race, age, 
sex, tumor site, concomitant illness and therapy. It is worth remembering 
that around 60% of node-positive patients with intermediate-thickness 
melanoma will survive, and 15–20% of those with negative nodes will still 
die from melanoma. 
 
When it comes to evaluating SNB in this respect, it certainly provides 
accurate nodal mapping, but it is doubtful that it adds much value over 
clinical staging for most patients, especially given the added cost of 
anaesthesia and an acknowledged 5–10% surgical morbidity. Ironically, it is 
those with thicker melanomas (> 4 mm) who may gain most from the 
increased predictive value of nodal over clinical staging, a group who are not 
generally offered SNB. 
 
The registered primary outcome of MSLT-1 was to determine whether wide 
excision of the primary with intraoperative mapping followed by selective 
lymphadenectomy would effectively prolong overall survival, compared 
with wide excision of the primary melanoma alone. It did not: there was no 
treatment-related difference in the 10-year melanoma-specific survival in the 
overall study population. There was, in fact, no significant treatment-related 
difference in intermediate-thickness melanoma (1·2–3·5 mm) (P = 0·18), or 
in any other subgroup.  
 
A sentinel node is reported as positive even if only one malignant naevocyte 
is seen in either the nodal parenchyma or afferent lymphatic vessels, and 
even if it is identifiable only by immunohistochemistry. So for the study, a 
single cell and an extracapsular metastatic deposit are both treated the same 
way – yet they may not be biologically equivalent.  This may lead to false 
positives that would have little or no risk of metastatic disease. 
 
The claim that SNB prolongs disease-free survival is disingenuous; the 
apparent improvement is an artefact that arises because nodes containing 
melanoma in SNB are not counted as diseased, whereas any positive node in 
the observation group is. How did they get away with this? When nodal 
disease is excluded as a site of first metastasis, there is no improvement in 
real disease-free survival (P = 0·34). 
 
 



In Summary 
 
It is hard to justify SNB for staging alone – except in the context of a clinical 
trial. However, this will become more important with the advent of effective 
new primary and adjuvant therapies. 
 
SNB has the distinct advantage over observation of reducing the fear of 
nodal disease – patients appear less traumatized by sentinel node 
involvement than with nodal relapse or recurrence. 
 
There is no evidence of harm associated with SNB (excepting surgical 
morbidity for those 80% of patients who did not require it, and the likely 
cost to the health service), but neither is there convincing evidence of 
improved survival with biopsy-based management, even for those with 
intermediate-thickness melanoma and whatever the claim.  
 
 
 
 


