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Figs. 2A. 28. 2C, 2D. Incidence of lymph node metastasis In primary melanoma from subungual wgiwr, 
hand. forearm, and arm. 

Figs. 5h. 58. Comparative study or (A) clinical findings wnus 
(B) autopsy material in primary melanomas of anterior chest. 



Figs. 6A, 6B, 6C. Incidence of lymph node metastasis in primary melanoma from posterior
superiortrunk.
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Figs. 7A, 7B. Incidence of lymph node metastasis in primary melanoma from posterior
lower trunk.

170



(2) the trunk, 194; and (3) the lower
extremity, 300. (Fig. 1.) With this in
formation, it is possible to predict with
reasonable accuracy the lymphatic
drainage area involved with metastatic
cancer in each patient.

Melanoma of the Upper Extremity

Contrary to the opinions of other
authors, our experience showed that in
about 30 to 39% of cases, subungual
melanomas metastasized to the nodes of
the ipsilateral axilla as frequently as

s do @riniary lesions of the hand, fingei'
and forearm. Hence, routine radical
dissection of the axillary lymph nodes

j is indicated in all instances of mela

noma originating in the subungual
region, fingers, hand, forearm and arm.
(Figs. 2A, 2B, 2C, 2D.)

Melanomas in the skin of the shoul
dei' should be considered separately
from the standpoint of potential and
actual metastases to lymph nodes. In 8
of 14 patients (57%) with melanoma
of the anterior shoulder, the presence
of metastasis was histologically estab
lished in the ipsilateral neck nodes:

â€˜¿� consequently, in all such cases, the in

dication for routine radical neck dis
section seems clear. (Fig. 3A.) Inas
much as 60@ of primary melanomas of
the l)OsteI'iOr shoulder metastasized to
the lymph nodes of the ipsilateral

â€¢¿� axilla, radical dissection of these nodes
should he performed. (Fig. 3B.)

Metastasis to the lymph nodes of the
epitrochlear space is so infrequently
observed in patients with melanoma of
the hand and forearm that routine dis
section is not indicated.

Melanoma of the Trunk

There is a direct communication be
tween the lymphatics of the infra
clavicular region and the cervical
lymph nodes. Hence, the need for radi
cal neck dissection must he seriously
considered in all cases of melanoma of
the infi'aclavicular region.

B

Figs. 8A, 8B. Incidence of lymph node
metastasis in primary melanoma from
lateral trunk.
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Figs. hA, JiB. hiC.
leg.

Incidence of lymph node metastasis from subungual area, toes, and anterior

The lymphatics from midline loca
tions, either anteriorly or posteriorly,
(Irain bilaterally to the nodes of the
axilla or groin, depending upon the
anatomic level of the midline lesion.
(Figs. 4A, 4B, 5A, 5B, 6A, 6B, GC, 7A,
7B.) Hence, bilateral dissection of the
axillary or groin nodes should be car

a ned out as indicated.L Inmelanomaofthelateraltrunk,a
definite zone of demarcation defining
the direction of lymphatic spread
would seem to lie at the level of the 8th
rib. (Fig. 8A.) Below this level, lym
phatic drainage is primarily toward
the ipsilateral groin (Fig. 8B), where
as melanoma above this line generally
metastasizes to the ipsilateral axilla.

â€¢¿� In oui' experience, melanoma of the
lateral trunk did not metastasize to the
contralateral lymph node bearing area.

4 Management of the lymph nodes would

depend on the relationship of the pri
a mary site to the 8th rib.

â€¢¿�Melanomas of the posterior trunk
metastasized to contralateral as well as
ipsilateral axillary and cervical lymph

nodes. (Fig. 9A.) Low back and lumbo
sacral region lesions metastasized to
contralateral and ipsilateral axillary
and groin nodes. (Fig. OB.)

Melanomas of the suprapubic area
metastasized bilaterally to the lymph
nodes of the groin in the few cases ob
served in this series. (Fig. 10.) This
occurrence suggests the need for the
radical dissection of both groins.

Melanoma of the Lower Extremity

Metastasis to the lymph nodes of the
ipsilateral groin is almost invariably
the first nodal involvement of mela
noma in any anatomic site on the lower
extremity. (Figs. hA, 11B, 11C.)

Metastasis to the popliteal nodes is
so rare that the possibility of its oc
currence should not enter into the (us
cussion of the management of mela
noma uf the lower extremity inferior to
the condyles. (Figs. 12A, 12B.) Inter
pretation of our data implies the need
for routine, radical groin dissection in
all patients with melanoma originating
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