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TNM staging

A T = Primary tumor A M = Distant metastasis
I Breslow (Tumor) i Lvymph node
thickness I Sil(inl?subcutaneous
i Mitotic rate (7t" Edition) AaE
I Ulceration

I Visceral metastasis
APulmonary
ANon-pulmonary

I Serum LDH

A N = Regional metastasis
I Lymph node
AMicroscopic (a)
AMacroscopic (b)
I Skin/subcutaneous tissue

(c)
A In-transit metastasis/
satellites/ microsatellites

Stage IV (n = 1,158 .
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A Clinically occult [pNX

Melanoma staging
N-category: number, clinical extent and satellites

versus clinically evident [pNX ]

A Presence of a microsatellite, satellite or in-transit metastasis modifies
to [pNX ]

N
Category

Extent of regional lymph node and/or
lymphatic metastasis
Presence of in-transit,
Number of tumor-involved satellite, and/or
regional lymph node microsatellite metastases

NO

N1

No regional metastases No
detected

One tumor-involved node or
in-transit, satellite, and/or
microsatellite metastases

with no tumor-involved nodes
One clinically occult (i.e., No
detected by SLN biopsy)

One clinically detected No
No regional lymph node Yes
disease

Two or three tumor-involved
nodes or in-transit, satellite,
and/or microsatellite metastases
with one tumor-involved node
Two or three clinically No
occult (i.e., detected by

SLN biopsy)

Two or three, at least one of No
which was clinically

detected

One clinically occult or
clinically detected

N

Category

Extent of regional lymph node and/or
lymphatic metastasis
Presence of in-transit,
Number of tumor-involved satellite, and/or
regional lymph node microsatellite metastases

N3

Four or more tumor-involved
nodes or in-transit, satellite,
and/or microsatellite

metastases with two or more
tumor-involved nodes. or

any number of matted nodes
without or with in-transit,
satellite, and/or microsatellite
metastases

Four or more clinically No
occult (i.e., detected by

SLN biopsy)

Four or more, at least one of No
which was clinically

detected, or presence of any
number of matted nodes

Two or more clinically Yes
occult or clinically detected
and/or presence of any

number of matted nodes

Manual, Ei



N-category determined by sentinel node
evaluation in most cases

A If all nodes node are detected
mi croscopically,
occul t@NXajnd |

A If at least one node is detected
clinically and others are detected
microscopically, then [pNX ]

A If satellites present, then [pNX ]




Satellite, Microsatellite and In-transit
metastaseso pN

A Microsatellite o
microscopically identified
deposit of tumor separated
from the primary lesion by B
normal tissue (no intervening EEEEIES
fibrosis or inflammation) .

A Satellite clinically identified separate nodule
of tumor separate from primary tumor <2 cm.

A In-transit metastasis clinically identified nodule
of tumor > 2 cm from the primary tumor between
the primary tumor and regional lymph node.




Pitfalls of satellitosis
ntravascular deposit (IHC informative)

A
A Lesion contiguous on deeper sections
A Incidental nevus

Mart-1/K-67 | =

T No minimum size threshold or minimum distance
from the primary lesion.

I Microsatellites close to the primary lesion should
have additional sections cut to exclude connection.



N-category determined by sentinel node
evaluation in most cases

Most lymph node metastases are detected by

examination of the sentinel lymph node.

ARegions of skin first drain to
an initial node (the sent i nel
node)

ADifferent regions drain to
different sentinel nodes

AMost likely node(s) to
contain metastatic disease

Courtesy of Dr. Prieto and Gershenwald




Advantages of a sentinel lymph node?
A Minimally invasive

A Provides accurate staging:
A Identification of the critical SLN

A Systematic histologic and
iImmunohistochemical assessment
maximizes sensitivity

A More sensitively identify the target
population that will benefit from adjuvant

therapy

A Provide more rational basis for selection of
therapeutic regional node dissection

Courtesy of Dr. Prieto



N-category determined by sentinel node
evaluation in most cases

Most lymph node metastases are detected by

examination of the sentinel lymph node.

A Sentinel lymph nodes in
melanoma

I About 20% positive
A16% initial H&E

A4% additional
sections/IHC

I <5% with extracapsular L e B R
extension WS ARRGRE e PR VR




Indications for SLN Examination

A Breslow 21.00 mm (+ deep margin)
A 2 0.80 mm now generally accepted

A Ulceration

A >1 mitotic figure/mm?

lmaddi ti on, Oohi g{MDAQCs k0 f
| Clark level IV
| Regression (particularly when extensive)
I Vascular invasion
| Satellitosis

Courtesy of Dr. Prieto



Surgical Technique

Anjection of dye:
I Blue
| Radioactive

AGeiger counter

1 (10% or x2 higher than
surrounding tissue)

£One or several nodes

Courtesy of Dr. Prieto and Gershenwald



Lymphatic Mapping: Dye and colloid

First SLN

Courtesy of Dr. Prieto and Gershenwald



Sentinel lymph node processing

SENTINEL LYMPH NODES
IN CUTANEOUS
MELANOMA

urgical Pathology 2 (20

Victor G. Prieto, MD, PhD

ABisection vs. breadloafing
ANo frozen sections:
I Sub-optimal morphology
I Loss of subcapsular region
I Loss of tissue
AEntirely submitted (minimal disease)
AHistologic examination (PCR?)



No Frozen
sections

Loss of
subcapsular area

Courtesy of Dr. Prieto
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Morphology is
difficult to
Interpret

Courtesy of Dr. Prieto

Melanoma cells
or
macrophages?




Macrophages or
melanoma?

Morphology is
difficult to
Interpret

Courtesy of Dr. Prieto




Sentinel lymph node evaluation

SENTINEL LYMPH NODES
IN CUTANEOUS
MELANOMA

Breadloafing
Surgical Pathology 2 (2009) 553-563 - ’ -
Victor G. Prieto, MD, PhD

Breadloafing

Deeper +
gp100
MARTT1, Tyrosinase
(cocktail)

Diagnosis

Diagnosis Diagnosis



Subcapsular cluster of cells in the lymph node







Courtesy of Dr. Prieto



Sentinel lymph node evaluation
Positive on H&E with extracapsular extension

Defined as the presence of nodal metastasis extending through
the lymph node capsule into adjacent tissuesd usually seen as

microscopic extension of metastatic melanoma into the perinodal
adipose tissue.




