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Chapter IV 

ABSTRACT 

Background: The need for deep groin dissection when superficial nodes contain 
metastatic melanoma is controversial. 

Methods: Review of 362 therapeutic groin dissections performed at our tertiary 
referral centre between 1961 and 1995 revealed 71 patients (20 %) with positive iliac 
and / or obturator nodes. This group was analysed for survival, prognostic factors 
for survival, regional tumour control, and morbidity. 

Results: Patients with involved deep nodes had an overall 5-year and 10-year 
survival rate of 24% (SE 5) and 20% (SE 5) respectively Independent prognostic 
factors for survival were the number of positive iliac nodes (P = 0.0011), Breslow 
thickness (P = 0.0069) and site of the primary tumour (P = 0.0075). Patients with an 
unknown primary seem to have a better prognosis. Seven patients (10%) recurred 
in the operated groin. The short and long term morbidity figures (infection 17%, 
skin flap necrosis 15%, seroma 17%, lymphedema: mild - moderate 19%, severe 6%) 
compare well with those of other series addressing inguinal as well as ilio-inguinal 
dissections. 

Conclusions: From the present study it can be concluded that removal of deep 
lymph node metastases is worthwhile since one in five of such patients survives for 
ten years. Prognostic factors for survival are the number of involved iliac nodes, 
Breslow thickness and site of the primary tumour. Long-term regional tumour 
control is obtained in 90% of the patients. The morbidity of an additional deep 
lymph node dissection is acceptable. 
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INTRODUCTION 

Metastases to regional lymph node basins occur in approximately 18% of 
primary melanomas, thicker than 0.76 mm, according to Breslow.12 The issue 
whether to perform an elective lymph node dissection (LND) as adjuvant therapy 
in this patient group has only partly been settled by randomised trials.3 Subgroup 
analysis suggests a possible benefit in patients, younger than 60 years, with non-
ulcerating, 1 - 2 mm thick tumours.4 The advent of the sentinel node biopsy 
technique 5 could provide a more selective surgical approach for these patients as 
alternative for elective LND. Therapeutic regional node dissection is indicated once 
it is clear that regional lymph nodes contain metastatic disease." Up to 50% 10-year 
survival can be achieved with LND depending on the tumour burden.7 8 When 
superficial nodes in the groin are involved, it is not clear whether deep dissection 
is necessary in addition to superficial dissection. On one hand, it is known that the 
rate of involved deep nodes is some 40% when inguinal node metastases are 
clinically apparent and 20 % when they are present but not palpable.9 On the other 
hand, the morbidity of a deep dissection can be substantial10, and the survival rate 
with involved para-iliac or obturator lymph nodes is said to be rather poor. Coit for 
instance reported a meagre 11% 5-year survival in a series of 168 patients 
combined from various studies.11 However, interpretation of the survival data is 
hampered by inter-author variability in deciding when to perform an iliac LND. 

Some published series include elective procedures, while others concern 
patients with palpable nodes.121314 This could be a reason why the long-term 
survival in some series is more favourable. But although the need for extending 
LND to the iliac region is disputed, there is no treatment modality that offers a 
comparable chance of long-term survival in case of involved deep nodes 
(approximately 20% 5 to 10-year survival).121516 

For many years, ilio-inguinal node dissection has been the policy at The 

Netherlands Cancer Institute when performing a therapeutic groin dissection. We 

performed a retrospective analysis of those patients of this group who were found 

to have tumour-positive iliac-obturator nodes. The purposes of this study were to 

determine survival rate, prognostic factors for survival, morbidity and regional 

tumour control. 
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PATIENTS AND METHODS 

The records of 362 melanoma patients who were surgically treated with 
curative intent for groin lymph node metastases between 1961 and 1995 in The 
Netherlands Cancer Institute were reviewed. Seventy-one (20%) of them, with 
involved iliac and / or obturator nodes, and no evidence of distant or irresectable 
disease, were studied, including the 23 patients already reported by Jonk and 
others.15 There were 28 men and 43 women, who ranged in age from 16 to 76 years 
(median 46). The primary lesion was located on the leg in 57 patients, on the trunk 
in seven patients and in seven patients the site of the primary melanoma was 
unknown. The median Breslow thickness of the primary was 2.5 mm (range: 0.3-
10) in the 59 patients for whom this could be determined. Follow-up was closed in 
February 1997. The median follow-up for all patients was 18 months (range: 1-204), 
and for the 15 patients still alive 129 months (range: 21-204). No patient was lost to 
follow-up within 10 years post-LND. 

For practical purposes, the term 'inguinal' is used synonymous with 
'superficial' and stands for the nodes lying anterior from the abdominal wall 
muscles and within the femoral triangle. The terms 'iliac', 'pelvic' and 'deep' cover 
the nodes along the external iliac vessels as well as the nodes in the obturator fossa. 

Fifty-eight patients with palpable inguinal nodes underwent an in continuity 
inguinal and iliac LND in which the iliac bifurcation was the cranial limit. In eleven 
patients the deep node involvement was noticed following an iliac level isolated 
limb perfusion, which in our routine is always accompanied by a deep LND. These 
patients underwent subsequently a completing inguinal LND. Two patients, in 
whom a positive sentinel node was found, underwent an ilio-inguinal dissection in 
two stages when Cloquet's node was found to be involved after superficial LND. 
In none of these 71 patients pelvic nodal involvement was suspected on clinical 
examination, ultrasound or CT scan. 

The operative approach towards the deep part of the dissection varied 
according to the surgeon. In 36 patients one skin incision was used, mostly with 
removal of a skin island over the involved node. In 16 patients two separate skin 
incisions were used, one for the inguinal and the other for the iliac part of the 
operation. In 30 patients the inguinal ligament was left undisturbed, using a muscle 
splitting incision for the deep LND. A sartorius muscle transposition flap to cover 
the femoral vessels was always performed in the superficial part of the LND. 
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Closed suction drainage was routinely used. All patients received an individually 

fitted compression stocking when they were mobilised. Ambulation was allowed 

as soon as the patient was able to. No peri-operative antibiotics were given. 

Twenty-eight patients (39%) received adjuvant radiotherapy because of extra-

nodal growth (26 patients), involved resection margins (13 patients) or tumour 

burden (9 patients). 

Sixteen factors concerning patient, primary tumour, lymph node status and 

treatment were studied for a possible relationship with survival (Table 1). 

Table 1. Variables in the analysis (number of patients) 

Variable (no. of patients) 

Gender 
Age (y) 
Year of LND 
Radiotherapy 
Site of PT 
Breslow thickness (mm) 

Clark level 

No. of palpable inguinal nodes 
Size of palpable inguinal nodes (cm) 
Proximal iliac node 
No. of positive iliac nodes 
Fraction of positive iliac nodes 
No. of positive inguinal nodes 
Fraction of positive inguinal nodes 
Total no. of positive nodes 
Fraction of positive nodes (iliac plus inguinal) 

Male (28), female (43) 
<45 (31), 45-59(24), >60 (16) 
1961-1986 (32), 1987-1995 (39) 
No (43), Yes (28) 
Leg (57), trunk (7), unknown PT (7) 
<1.5 (14), 1.5-4 (27), >4 (18), unknown PT (7), 

missing data (5) 
1 (1), II (2), III (14), IV (36), V (4), unknown PT (7), 

missing data (7) 
0 (13), 1 (48), 2 (9), 3 (1) 
0 (13), 0-2 (16), >2 (26), missing data (16) 
Negative (47), positive (22), missing data (2) 
1 (25), 2 (23), >2 (17), missing data (6) 
<0.3 (31), >0.3 (28), missing data (12) 
0 (3), 1 (16), 2 (14), 3 (8), >3 (22), missing data (8) 
<0.4 (30), >0.4 (27), missing data (14) 
<4 (28), 4-6 (20), >6 (17), missing data (6) 
<0.35 (37), >0.35 (24), missing data (10) 

PT, primary tumor. 

For analysis of survival, the date of the deep groin dissection was taken as the 
starting point, and the date of death or date of last follow-up as final event. Life-
table calculations were done using the product-limit method of Kaplan and Meier. 
The proportional hazard regression analysis (Cox) was used to identify prognostic 
factors with respect to survival. Interval and ordinal variables were primarily 
considered to be linearly related with log (hazard). However, at each step linearity 
of each variable was tested for and if non-linearity was present (P <0.05) the P-
value of linear plus non-linear effect was used in that step for consideration of 
inclusion or exclusion. In testing a particular variable, only those patients were 
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excluded from the analysis who had a missing value for that variable or for any 
variable already included in the model. A P-value of 0.10 was used as inclusion 
limit. The proportional hazard assumption was checked for the selected variables 
by visual inspection of plots of the weighted Schoenfeld residuals 17 versus time 
and the stratum specific In (-ln(survival)) curves in a PH-analysis with the variable 
of interest as stratification variable and all other selected variables as covariates. If 
indicated by these checks, the model was modified by introducing stratification 
variables or by introducing time-dependent variables as indicated by the In (-
ln(survival)) plots. Adjusted survival curves were calculated from the stratum-
specific baseline survival curves at the overall mean values of the covariates in a 
proportional hazard model with the variable of interest as stratification variable 
and all (other) selected variables as covariates. P-values are adjusted for multiple 
comparisons only where explicitly stated. In those cases this was done using the 
procedure of Hommel.18 

RESULTS 

Following superficial and deep LND, the overall survival after five and ten 
years was 24% (SE 5%) and 20% (SE 5%) respectively (Fig 1). At single factor 
analysis (Table 2 step 0), Breslow thickness of the primary tumour, site of the 
primary and patient age have P-values below 0.05. Patients with thinner tumours, 
unknown primaries and younger age present with a better overall survival. After 
successively correcting for Breslow thickness (step 1), for the number of positive 
iliac nodes (step 2) and for the site of the primary tumour (step 3), the P-values for 
the latter three factors remain below the inclusion limit P <0.05. 

Taking into account the number of variables, a P-value adjusted for multiple 
comparisons is introduced in the last column of Table 3. From this it can be 
concluded that for all three factors there is at least some evidence for an 
independent prognostic value regarding survival (Fig 2-4). These figures give a 
graphical display of the results of the proportional hazard regression analysis. They 
give the net contribution of each variable to the prediction of survival without 
confounding effects of the other two variables. Overall adjusted 5-year survival for 
patients with an unknown primary tumour is 76% compared to 14% and 0% for 
patients with their primary site on the leg or trunk respectively. Patients with 
primary tumours thinner than 1.5 mm have an adjusted 41% 5-year survival versus 
13% in patients with thicker lesions. 
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Overall survival of 71 patients with positive deep nodes following ilio-inguinal lymph node 

Table 2. Overall survival figures of 71 patients with iliac node involvement 

5 year 

% surv SE 

10 year, adjusted 

% surv SE 

Site of primary tumor (PT) 

Breslow (mm) 

Number of positive iliac nodes 

leg 14.4 5.5 14.4 5.5 
trunk 0.0 0.0 0.0 0.0 
unknown PT 75.6 13.9 62.9 15.9 

< 1.5 41.3 14.6 41.3 14.6 
1.5 - 4 13.6 6.8 8.6 5.9 
> 4 13.1 8.2 13.1 8.2 
unknown PT 75.6 13.9 62.9 15.9 

1 16.8 7.8 10.1 6.7 
2 44.3 11.3 44.3 11.3 
> 2 3.5 3.3 3.5 3.3 
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Figure 2. Overall survival by ßres/ow thickness, corrected for confounding by number of positive iliac 

nodes and for site of the primary tumor. 

: ßres/ow < 1.5 mm (7 patients) : Breslow 1.5-4 mm (25 patients) : 
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Figure 3. Overall survival by site of the primary tumor, corrected for confounding by Breslow thickness 

and number of positive iliac nodes. 

: unknown primary (3 patients) : leg primary (36 patients) : 

trunk primary (7 patients) 
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120 
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Figure 4. Overall survival by number of positive iliac nodes, corrected for confounding by Breslow 
thickness and site of the primary tumor. 

: ƒ positive node (20 patients) : 2 positive nodes (I I patients) : 
> 2 positive nodes (15 patients) 

The relation of the number of positive iliac nodes to survival, however, seems 
to be markedly non-linear, patients with two positive nodes having a better 
survival than patients with either one or more than two involved nodes. This 
paradoxical finding could, at least partly, be explained when considering the total 
number of nodes harvested, in relation to the number of involved nodes. This is 
illustrated in Figure 5, showing an almost linear relationship between the number 
of dissected iliac nodes and the yield of subsequently found positive nodes. 
Furthermore, it was calculated that the number of examined iliac nodes was 
relatively low (median 5 nodes) in the group of patients with only one positive 
node, compared to the other two groups (2 positive nodes and >2 positive nodes) 
of patients (median 9 nodes). However, adjusting for the number of examined 
nodes did not remove the observed non-linearity. 

In seven patients (10%),all with extra-capsular spread, recurrence in the cleared 

lymph node basin was observed during follow-up. Five of these occurred after 

systemic metastasis became evident and six had received postoperative 

radiotherapy. The remaining patient deteriorated so quickly that the scheduled 

radiotherapy was not administered. Mean hospital stay was 23 days (SE 9.7), 

median stay was 22 days (range: 12 - 60), including re-admission due to abscess or 

skin flap necrosis in five patients. Nodal dissection related morbidity was recorded 

63 



Chapter IV 

in 52 of the patients. Nine patients (17%) developed a postoperative wound 

infection, three of whom needed surgical treatment. Wound edge necrosis was seen 

in eight patients (15%), and persistent seroma necessitating surgical drainage in 

eight (15%). Lymphedema was severe (invalidating) in three (6%) and moderate or 

mild in ten (19%) patients (Table 4). There was no postoperative mortality. 

In 39 patients the pathological status of the Cloquet's transitional node, lying 
underneath the inguinal ligament, could be traced. Fourteen of these nodes (367c) 
were tumour-free, notwithstanding involvement of the pelvic nodes. In three out of 
eleven patients with positive nodes in the deep compartment, cleared on the 
occasion of an isolated limb perfusion, all superficial nodes were found to be 
tumour-free at subsequent superficial LND. 

Table 3. Overall survival: P-values from forward proportional hazard analysis 

StepO Step 1 Step 2 Step 3 adjusted P • value * 

Number dead / total var iable 5 6 / 7 1 5 1 / 6 6 4 6 / 6 1 4 6 / 6 1 

sex 0.12 0.29 0.46 0.41 

age 0.043 0.29 0.46 0.41 

site primary tumor 0.018 0.027 0.0075 0.0075 (0.090) 

Breslow thickness 0.014 0.014 0.005 1 0.0069 (0.063) 

Clark level 0.50 0.54 0.79 0.72 

number palpable inguinal nodes 0.068 0.096 0.15 0.20 

size palpable inguinal nodes 0.087 0.23 0.042 0.068 

highest iliac node status 0.90 0.33 0.71 0.94 

number positive iliac noc les 0.063 0.0021 0.0021 0.00 I I (0.016) 

fraction positive iliac nod es 0.20 0.065 0.60 0.78 

number positive inguinal nodes 0.18 0.13 0.60 0.78 

fraction positive inguinal nodes 0.32 0.046 1.00 0.074 

number positive iliac 0.071 0.023 0.89 0.74 

& inguinal nodes 

fraction positive iliac 0.20 0.065 0.60 0.78 

& inguinal nodes 

year of LND 0.24 0.16 0.050 0.074 

radiotherapy 0.63 0.020 0.22 0.40 

* p - values are adjusted for multiple comparisons 
underlined values are the covariates adjusted for 
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Table 4.Early and late morbidity, according to type of groin dissection 

author (ref) type of LND * patients infection necrosis seroma lymphedema** 
n % % % % 

Ames 1985 (33) 1 121 25 21 6 33 
2 74 22 14 8 46 

Bowsher 1986 (34) 1 & 2 46 30 35 35 
Baas 1992 (35) mostly 2 151 9 3 17 20 
Beitsch 1992 (10) mostly 1 168 29 26 14 44 
Shaw 1992 (32) 1 40 40 25 18 

2 12 17 17 67 
Karakousis 1996 (14) 2 48 17 10 4 15 
present series 1998 2 52 17 15 17 25 

: I inguinal 
: 2: combined Mo-inguinal 
* : different definitions and gradings of lymphedema. 

DISCUSSION 

In this study of patients with tumour-positive iliac or obturator nodes, the 5-
year survival rate was 24% and the 10-year survival rate was 20% after superficial 
and deep groin dissection. Although the retrospective nature of this analysis has its 
limitations, we feel the results are relevant for three reasons. The nodal dissection 
technique, aimed at complete nodal clearance, remained unchanged throughout 
the study period. Most patients were followed at our own institution for at least ten 
years or until death. This is the largest published series as far as we can tell. 

lilfl 
[1 6| 

Figure S. Relationship between the number of dissected iliac and obturator nodes and the number of 
detected positive nodes. Bar [1-2] represents 2 patients, [3-4] = 13 pts. [5-6] = 14 pts, [7-8] = 11 
pts, [9-10] =8 pts, [11-12] = 4 pts, [13-14] = 2 pts, [>I4] = 6 pts. 
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In the literature, 5-year overall survival figures of 0 - 34%, and even 50% in 

selected groups, have been reported.11'16 The lack of uniformity in reporting this 

information renders it difficult to compare or pool these survival data. The 

relatively small numbers of patients in publications addressing positive deep 

nodes certainly play a role in the reported variations in survival. The present study 

and the recent paper from Karakousis and co-workers are based on larger numbers 

of patients, likely to result in more reliable survival data. 

It is striking that two of the eventually identified prognostic variables for 
survival in this study are directely linked to the primary melanoma: Breslow 
thickness and anatomic site of the primary melanoma. Breslow thickness has been 
found to govern survival independently in several studies addressing patients with 
nodal disease.19 20 21 The importance of site of the primary melanoma is well 
established in AJCC stage I and II melanoma.8 The meaning of the site of the 
primary tumour in higher stage disease is, however, still unclear. Balch et al, 
describing the largest node-positive group, found a significant survival advantage 
in extremity-originating primaries.8 The subgroup with nodal metastases from an 
unknown primary site in that study had the same overall survival as the group 
with a known primary lesion.8 Several studies addressing the problem confirmed 
this finding.22232425 Others did not consider unknown primaries as a separate entity 
26, or simply found no influence of the site of the primary on survival.1921 A rationale 
for the longer survival of patients with an unknown primary has been sought in 
immunological arguments 27, but this has never been proved. 

From previous work, it became clear that the prognosis of regionally 
disseminated melanoma depends largely on the tumour load, expressed in terms of 
number of positive nodes.719 21 We looked at this in several ways, constructing 
subgroups (inguinal, iliac and both), of which eventually only the iliac group beared 
independent prognostic significance, be it in an unusual way. One involved iliac 
node implicating a worse prognosis than two suggests a sampling error, a potential 
pitfall in retrospective studies. These patients had a low iliac nodal yield, as 
discussed earlier. Whether this reflects inappropriate LND or insufficient 
pathological examination is unclear. Careful review of the group with only one 
involved node shows the patients with bad outcome to have a mean iliac node count 
of five, rising to a mean of 12 nodes in surviving patients. These findings suggest that 
a minimum number of iliac nodes has to be removed and examined in order to gain 
relevant information about prognosis. After all, the amount of involved pelvic nodes 
appears the most powerful independent determinant for prognosis in this study. 
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While the AJCC nodal staging is still based on the diameter of the largest 

involved node, the above could be an element in the controversy on how to 

determine the nodal tumour load. It seems reasonable to join Buzaid and co

workers in their plea to replace the diameter of the positive node by the number of 

positive nodes in the dissected nodal basin.28 

Several studies addressing elective LND reveal the possibility of 2% - 10% 

negative superficial nodes in the presence of involved deep nodes.10 M. In the 

present series this was the case in three patients. A possible explanation for this 

phenomenon could be that micrometastases in superficial inguinal nodes were 

overlooked during pathological examination. Another possibility is the lymphatic 

drainage bypassing the superficial compartment, draining directly to a deep lying 

node. A similar drainage pattern has been observed in our experience with the 

sentinel node technique. Two of our three patients with uninvolved inguinal nodes 

survived for more than five years. It therefore seems that a combined ilio-inguinal 

dissection could be useful particularly in patients with a small tumour load in the 

superficial inguinal compartment. 

It has been suggested that adjuvant radiotherapy contributed to longer 

survival in some patients." In the 35 years covered by this study, the indications for 

adjuvant radiotherapy have fluctuated. Still, patients with a worse prognosis were 

probably the most likely ones to receive radiotherapy. The finding that patients 

receiving such additional treatment fared no worse than those who did not receive 

it suggests that radiotherapy may indeed be of value. 

The question remains what the timing of surgery should be. As an alternative 

to a synchronous iliac LND, sometimes a 'wait and see' policy is advocated 7, on 

condition that the transitional node (Cloquet) be tumour negative.15 The use of 

Cloquer/s node as predictor of deep nodal involvement, however, is debatable.3031 

One third of these nodes turned out to be negative in our patient group. 

Can one rely on imaging of the deep nodes to select patients that may benefit 

from iliac-obturator LND? PET-scanning, CT, MRI and ultrasound may be able to 

identify patients with enlarged deep lymph nodes.32 When combined with fine 

needle aspiration cytology the presence of metastatic disease can be confirmed. 

However, the risk of understaging is substantial since with every imaging 

technique microscopic metastases will be missed.33 In this respect it should be 

underlined that ou tgrowth of iliac and obturator lymph node metastases 
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frequently leads to a locally inoperable situation, due to difficult follow-up of this 

deeply located region. 

No matter how extensive a LND may be conceived, lymph node basin 
recurrences have been reported in most studies. Since no report discussing this 
problem was prospectively designed, and most deal with an electively operated 
population, it is difficult to make reliable statements with regard to a possible 
difference in local recurrences between inguinal and ilio-inguinal dissections. Our 
data, showing seven patients (10%) with regional relapse, confirm those of 
literature, reporting a 9% regional lymph basin recurrence after ilio-inguinal LND.7 

Some authors found combined ilio-inguinal LND to be associated with slight 
to significant additional morbidity compared to isolated inguinal dissection.113435 

Our morbidity rate is similar to that of others, as illustrated in Table 4.3637The 
present study, however, almost exclusively covers ilio-inguinal dissections, in 
contrast to most others, and could consequently be expected to show more 
complications. Although taking firm conclusions would be premature since this 
series' small number of patients and its retrospective nature, the alleged additional 
morbidity of the deep LND remains controversial.38 

In our opinion as well as that of others9, a deep dissection has to be performed 
when superficial nodes are involved. A possible exception in this regard may be an 
involved inguinal node detected by lymphatic mapping. In our experience of 23 
tumour positive sentinel nodes, only three were accompanied by more involved 
nodes when regional lymphadenectomy was completed.39 Therefore in these cases 
the 'wait and see' option for deep LND may be justifiable. 

In conclusion, a 20% ten-year survival rate was achieved in our study group of 
patients with involved iliac and / or obturator lymph nodes. Long-term regional 
tumour control is obtained in 90% of the patients. The morbidity of an additional 
deep LND is acceptable. Prognostic factors for survival are the number of involved 
iliac nodes, Beslow thickness of the primary melanoma and its anatomic site. 
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Editorial 

Melanoma Patients With Iliac Nodal Metastases Can Be Cured 

Charles M. Balch, MD and Merrick I. Ross, MD 

In an era when surgeons are moving toward more 
conservative surgery, or even "minimalist surgery," there 
should be some pause when survival data actually dem
onstrate a therapeutic benefit for more extensive surgery. 
The problem, of course, is defining clear indications for 
which patients might benefit from more radical surgery! 

For most surgeons treating patients with melanoma, 
the issue is not a matter of a "conservative" or "radical" 
approach, but how to tailor a surgical treatment plan for 
an individual patient that is based on the biology of their 
disease and the risks of surgery. In the past, many sur
geons performed a "radical groin dissection" that com
bined femoral, iliac, and obturator lymph nodes as an 
in-continuity dissection, even when the lymph nodes 
were not clinically involved with metastases. Over the 
last 10-15 years, the routine inclusion of the iliac and 
obturator nodes when performing inguinal dissections 
has been largely abandoned; most patients are not con
sidered for iliac/obturator lymphadenectomy unless there 
is clear clinical evidence of nodal involvement in the 
pelvis or when there is a predicted high incidence of 
micrometastases based on the clinical presentation of 
femoral nodal metastases. This is because of the percep
tion that survival rates are not improved in patients with 
multiple metastases and that morbidity is increased with 
the combined dissection compared with a femoral node 
dissection only. Indeed, many surgeons have followed 
the recommendations that were first espoused by Dr. 
Dan Coit at Memorial Sloan-Kettering Cancer Center 
(MSKCC). He recommended that the only patients who 
should be considered for iliac/obturator lymph node dis
section are those with either clinical evidence of disease 
in that area, whose femoral lymph nodes contain four or 

Received March 24, 1999; accepted March 25, 1999. 
From the University of Southern California (C.M.B.), Medical Cen

ter, Los Angeles, California, and the University of Texas (M.I.R.), 
M.D. Anderson Cancer Center, Houston, Texas. 

Address correspondence and reprint requests to: Charles M. Balch, 
MD, 790 E. Colorado Blvd., Pasadena, CA, 91101 ; Fax: 626-396-0330. 

more metatastic lymph nodes, or whose transitional node 
(the node of Cloquet) contains metastatic melanoma.' 

In this issue of the Annals of Surgical Oncology, there 
are two reports that demonstrate a 5- and 10-year sur
vival rate in patients with iliac lymph node metastases 
that is higher than most previously published reports. 
The first is from Drs. Mann and Coit at MSKCC and the 
second is by Drs. Strobbe and colleagues from the Neth
erlands Cancer Institute (NCI) in Amsterdam.2-3 These 
two papers conclude that a substantial minority of pa
tients can be cured despite having deep nodal metastases. 
The 5-year survival rate for patients with involved deep 
nodes was 35% at MSKCC and 24% at NCI. The 
MSKCC data did not identify any differences in the 
5-year survival rates for patients with iliac/obturator 
lymph nodes regardless of whether the intent of the 
operation was "elective" or "therapeutic." Despite their 
previously reported findings that the number of meta
static femoral nodes and the size of metastatic lymph 
nodes predicted deep nodal involvement, they were un
able to identify a subset of patients who might benefit 
from "elective" iliac lymph node dissection and con
cluded that "it is the extent of the disease, not the extent 
of the operation, that governs outcome."2 Surprisingly, 
the survival rates for those with iliac metastases were no 
worse than those of patients who only had femoral lymph 
node metastases. The surgeons at NCI did not demon
strate any increased morbidity from an iliac lymph node 
dissection compared with a femoral node dissection, a 
conclusion we have also made based on our own expe
rience. Both groups found that prognosis of those pa
tients was determined independently by the number of 
metastatic nodes and by either the thickness of the pri
mary melanoma (from NCI data) or the presence of 
primary melanoma ulceration (from MSKCC data). 

The surgeons at both institutions concluded that the 
presence of iliac/obturator nodal metastases still repre
sents a potentially curable circumstance and that pa
tients with nodal metastases should not be dismissed 
as having "incurable/unresectable" disease. However, 
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neither group of authors made any conclusive statements 
about the clinical indications and timing for iliac/obtu
rator lymph node dissection in melanoma patients. 
Clearly, those patients who have clinical evidence of 
iliac disease (by palpation or radiological evidence) 
should have such an operation to achieve local disease 
control and because some can be cured. However, the 
previously described operative indications described 
from MSKCC for iliac dissection with clinically node-
negative iliac fossa did not demonstrate any survival 
benefit among these patients compared with those who 
had surgery based on clinically node-positive indications 
for a deep dissection. The authors from MSKCC sug
gested that their adjuvant ganglioside vaccine might have 
a therapeutic benefit, whereas the authors from NCI 
suggested that adjuvant radiotherapy to the iliac fossa 
may have some therapeutic benefit. However, the retro
spective nature of their analyses precluded any definitive 
conclusion regarding these two modalities of adjuvant 
therapy. 

In the absence of a convincingly effective adjuvant 
systemic therapy for stage III melanoma, it is incumbent 
upon the surgeon to identify those occasional patients for 
whom an iliac/obturator lymphadenectomy might be of 
benefit, either in terms of "expectant palliation" (i.e. 
preventing later symptoms) or even prolongation of life, 
with the expectation that 25% to 35% will enjoy a 5-year 
disease-free survival and that 20% will live an additional 
10 years or longer. However, we still need to delineate 
the clinical indications for iliac/obturator nodal dissec
tion in those patients with clinically node-negative pelvic 
disease and who have clinically node-positive disease in 
the femoral triangle. 

In our practice, we would look aggressively for clin
ical evidence of metastatic disease in the iliac fossa 

either by palpation or by CT radiologic examination. 
When the femoral lymph nodes are pathologically (mac
ro- or microscopically) involved with melanoma and the 
iliac/obturator nodes are not enlarged, the decision about 
performing a "combined" dissection is more problem 
atic. We would consider this on a selective basis for 
patients who have clinically evident macroscopic metas
tases in their femoral nodes or in any circumstance where 
the node of Cloquet contains metastatic melanoma. We 
would also consider adjuvant radiotherapy for those pa
tients with multiple nodal metastasis (four or more) to 
achieve better local disease control, realizing that the 
incidence of lymphedema will be increased.4-5 Drs. Coit 
and colleagues from MSKCC and Dr. Stobbe and col 
leagues from NCI have reinforced that the most effective 
treatment for metastatic melanoma to lymph nodes is still 
surgical resection, even for more extensive regional dis
ease located deep in the pelvis. 
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