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METHODS:

This retrospective observational study is based on

a prospectively maintained database from the

Waitemata DHB and Melanoma Unit. Included

were patients following cervical lymphadenectomy

between 2007–2018 for cutaneous malignancies

with regional cervical metastases. This included

patients with both clinically occult and clinically

evident regional nodal disease. Operations were

performed by one of two general surgeons with

subspecialty training and experience in head and

neck surgery. This research was approved by

institution locality process (Awhina). Oncologic

outcomes including mortality and recurrence rate

were analysed separately for melanoma and

cSCC. Lymphadenectomies were categorised as

≤3 dissection levels versus ≥4 dissection levels.

Melanoma stage was assigned based on the AJCC

(8th edition).

RESULTS:

Table 2: Primary tumour diagnosis.

91 cervical lymphadenectomies were performed over

the 11 year period; 32 of these involved ≤3 levels;

compared to 59 cased involving ≥4 levels neck

dissections (Figure 1). Patient details are summarized

in Table 1. Melanoma was the most common primay

malignancy (66%), followed by cSCC (31%) (Table 2).

Melanoma by stage was noted as IIIA (10%), IIIB

(24%), IIIC (54%), IIID (7%), and stage IV (5%).

Our medial nodal yeilds were 27 (mean 19.7, SD 17.1,

range 6-48) and 35 (mean 38.7, SD 17.4, range 15-76)

for ≤3 and ≥4 level cervical dissections, respectively.

100% of our ≤3 levels group, and 88% of our ≥4 level

group met the minimum nodal yield set by the Spillane

group (90th percentile nodal yield for ≤3 and ≥4 level

dissections, were ≥6 and ≥20 lymph nodes,

respectively).

Regional nodal recurrence of rate was 13% for all

cases. Subgroup analysis showed this rate was 15%

and 11%; and disease relapse (locoregional) was

26.7% and 25.0%, in Melanoma and cSCC groups,

respectively.

A complication rate of 38.5% reflected predominantly

wound and transient cranial nerve complications. All

cause mortality rate was 50.0% and 67.9%, for

Melanoma and cSCC subgroups, respectively.

DISCUSSION:

Surgery plays a role in the treatment of lymph node

metastases from cutaneous malignancies; it

remains the gold-standard in those with clinically

evident disease. Standards must be set and

followed to ensure provision of adequate resection

whilst minimising morbidity. What constitutes an

adequate regional cervical lymphadenectomy

remains undefined; however nodal yield, has been

proposed as a quality measure.

Melanoma Institute Australia set the benchmark

average nodal yield of 19.5 (median 18.5) and 38.9

(median 36) for ≤3 and ≥4 neck dissection levels,

respectively. Our series has met this standard of

quality assurance. Regional disease recurrence is

another measure. The literature indicates regional

recurrence rates of 30-56% following cervical

lymphadenectomy; compared to 13% from our

centre.

CONCLUSION:

We recommend a minimum nodal yield of 8 for ≤3

level and 19 for ≥4 level dissections for cutaneous

malignancies. Until a consensus is reached on the

accepted quality standards for regional

lymphadenectomies, we must routinely audit and

compare our performance to the currently

published recommendations to ensure we are

providing the best possible care.

INTRODUCTION:

Therapeutic lymphadenectomy remains the gold

standard for surgical management of clinically evident

regional cervical disease for cutaneous malignancy.

However, international consensus on adequate

lymphadenectomy is lacking. Attempts have been

made to establish quality measures; suggested

benchmarks for minimum and average nodal yield, as

well as recurrence and complication rates have been

quoted. We aim to compare our key performance

indicators to those benchmarks published in the

literature.

Objectives:

Our primary objective was to determine the mean and

minimum nodal yield obtained with cervical

lymphadenectomies and to compare this to published

literature. Secondary objectives were to assess

quality standards including overall survival,

complication rate, in addition to local, regional nodal

and distant recurrence rates.

Figure 1: Breakdown of cervical dissection by level

Histological Diagnosis n Proportion

Melanoma 60 66%

Cutaneous SCC (cSCC) 28 31%

MCC 1 1%

Cutaneous Mucinous Carcinoma 1 1%

Adnexal Tumour 1 1%

Total 91 -

Variable Number (mean) Proportion

Median Age 73 (71) years

[Range 21-94]

-

Gender

Male 74 81.0%

Female 17 19.0%

Primary Site

Head + Neck 64 70.0%

Torso 15 16.5%

Upper Limb 5 5.5%

Unknown 7 8.0%

Table 1: Patient demographics


