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Abstract. Sentinel lymph node biopsy is an important tool in the 
management of malignant melanoma, particularly in predicting 
micrometastasis to regional lymph nodes. Cases of secondary 
drainage to lymph nodes outside of conventional nodal basins and 
overall unusual lymph node localization have been reported. The 
present study reports a unique case of a ‘skipped sentinel lymph 
node basin’ pattern in a patient with a right forearm malignant 
melanoma. Lymphatic mapping using cutaneous lymphoscin‑
tigraphy revealed localization at the right supraclavicular lymph 
node, bypassing right axilla localization despite no prior axillary 
dissection or previous surgery or radiation. This unique pattern 
outlined in the present report adds to our understanding of disease 
localization and unique presentations.

Introduction

Sentinel lymph node (SLN) biopsy constitutes a key diagnostic 
tool in the treatment and staging of melanoma (1,2). By virtue 
of being the first lymph node to drain a cutaneous lesion, the 
SLN is predictive of the metastatic status of a regional lymph 
node group (3,4). The presence of metastatic disease in a SLN 
remains an important predictor of survival (4). It has previously 
been shown that drainage patterns can be altered in patients 
with melanoma and previous axillary dissection, such as truncal 
melanoma mapping to cervical lymph nodes (5). Recent studies 
have demonstrated that there in fact exists a great variation in 
the lymphatic drainage in patients with malignant melanoma 
as some patients have demonstrated drainage to lymph nodes 
outside of conventional nodal basins. This concept referred to 

as ‘interval nodes’, highlights the link between a primary mela‑
noma and its regional nodal basin (1,6).

We describe an unusual localization of a limb malignant 
melanoma to a neck basin in a patient with no prior node 
axillary node dissection.

Case report

The presented patient is followed in our Melanoma clinic 
at the authors' institution. All surgical procedures were also 
performed at the authors' institution. The patient was consented 
separately for her surgical care and for being included in this 
research manuscript.

The patient is a 71‑year‑old Caucasian female who presented 
to our clinic in May of 2023 as a referral from a community 
dermatologist with malignant melanoma lesions on her forehead 
measuring 0.4 mm in depth and on her right forearm measuring 
1mm in depth (Fig. 1). Her past medical history is significant 
for benign essential hypertension, hyperlipidemia, obesity, 
urinary retention, and UTI. Her surgical history is significant 
for a cesarean section. She has no known allergies. Her family 
history is significant for heart disease in her father.

The lesions were present since January of 2023 and had 
increased in size over time. No nodes were palpable in either 
the neck, parotid or axilla. Both the history, clinical and 
dermatoscopic characteristics of the lesions provided the 
basis for the diagnosis of melanoma. Subsequent histological 
examination (dermatopathology) confirmed the diagnosis of 
malignant melanoma: forehead lesion Breslow thickness was 
0.4 mm, mitotic rate was less than 1 per square mm Clark's, 
with no ulcerations present; and right forearm lesion Breslow 
thickness was 1 mm, mitotic rate was 1 per square mm Clark's, 
with ulceration present.

A preoperative lymphoscintigram was performed with 
approximately 0.5 mCi of Tc‑99m labeled LYMPHOSEEK® 
(technetium Tc 99m tilmanocept, Cardinal Health, OH, USA) 
administered as four intradermal injections around the site of 
the right forearm lesion. Subsequently, multiple spot views of 
the head, neck, and chest were obtained for lymph node local‑
ization. The preoperative lymphoscintigram demonstrated 
tracking of radiotracer to the right supraclavicular region and 
no uptake in the right axilla (Fig. 2).

In conformity with the AJCC Classification, given the report 
that the forehead lesion is 0.4 mm in depth with no ulcerations 
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Figure 1. Photographs depicting the 0.4 mm forehead malignant melanoma of the patient with no ulceration (left), and 1 mm right forearm malignant melanoma 
with ulceration (right).

Figure 3. (A) Patient lying supine in the operating room; (B) Image depicts right supraclavicular node dissection; (C) right forearm s/p lesion excision depicted.

Figure 2. Lymphoscintigram injected into the right forearm demonstrating SLN mapping to the right supraclavicular region, skipping the right axilla.
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present, we performed a wide excision only to the level of fron‑
talis muscle fascia (Fig. 3A) followed by primary closure for the 
forehead melanoma, as there was no indication for SLN biopsy. 
However, given the report that right forearm melanoma is 1 mm 
in depth with ulceration present, we performed wide excision as 
well as SLN of the right supraclavicular region (Fig. 3B and C). 
We marked out a 1 cm margin around the biopsy site in the 
forearm and then injected technetium‑99m followed by 
methylene blue for intraoperative lymph node identification. 
We listened with the Geiger counter, there was no uptake in 
the axilla, which correlated with the preoperative lymphoscin‑
tigram, and there was uptake in the right supraclavicular region 
along the trapezius in level 5 of the right neck. We then marked 
out a transverse incision in the right neck, incised through the 
skin and subcutaneous tissue, identified the trapezius muscle, 
identified some of the cutaneous nerves and the deeper motor 
nerves going to the trapezius and retracted those anteriorly and 
along the border of sternocleidomastoid and deep cervical based 
nodes identified a cluster of lymph nodes which were carefully 
dissected out. The count of the lymph node external to the 
patient was 606 Sievert. The final count in the right neck was 0 
Sievert. No additional nodes were taken. Postoperative analysis 
revealed margins to be negative. Lymph node biopsy results 
were also negative for melanoma on hematoxylin and eosin 
(H&E) staining and SOX10 and HMB45 immunostaining. The 
patient followed up 2 weeks postoperatively. Her incisions were 
healing appropriately and she is overall doing well. Pathology 
from her surgical excisions from both the forehead and forearm 
demonstrated a melanoma of final depth of 0.4 and 3 mm respec‑
tively with negative margins. Lymph node biopsy demonstrated 
lymph node negative for melanoma. The patient will continue to 
follow up with the medical oncology team for routine melanoma 
surveillance every 3 to 6 months for 5 years.

Discussion

Prior studies have demonstrated great variation in the lymphatic 
drainage in patients with malignant melanoma and have 
highlighted cases of interval nodes and unusual localization 
to regional nodal basins, most common in the head and neck, 
followed by the upper extremity (1,2,7). We presented a rare 
case of localization of a right forearm malignant melanoma 
to the right supraclavicular node, skipping the axillary basin. 
Although it is unclear how prior axillary node dissection may 
impact localization pattern, our case highlights a patient with 
no prior axillary node dissection, other surgeries or radiation 
in the area. The presented patient also had the co‑existence 
of a lesion on the forehead measuring 0.4 mm in depth and 
non‑ulcerated.

In our patient, preoperative lymphoscintigram applied to 
the right forearm lesion demonstrated no uptake in the axilla 
but an uptake in the right supraclavicular region. This corre‑
lated with the intraoperative findings using a handheld Geiger 
counter, which confirmed a signal only in the right supracla‑
vicular region along the trapezius and level 5. Knowledge of 
this ‘skipped sentinel lymph node’ pattern outlined in this 
paper will add to our understanding of disease localization, 
future metastasis and unique presentations. This can also 
potentially set the ground for future investigation into the 
mechanism behind this phenomenon.
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