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Video-Assisted Endoscopic Inguinal Lymph Node
Dissection for Acral Melanoma
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Abstract

This article discusses acral melanoma, a rare subtype of melanoma often presented at the later stages of the
disease and is, thus, associated with poor survival rates, especially in patients with a lower socioeconomic
status. Surgical resection is the primary treatment option for localized acral melanoma, while amputation is
often necessary for tumors on the digits or the midfoot. Lymphadenectomy may be necessary for patients
with regional lymph node involvement; however, the therapeutic role of dissection remains controversial.
Here, we present the case of a 68-year-old man with acral melanoma who underwent a Lisfranc amputation
and endoscopic groin lymph node dissection for ganglionic metastasis. In Ecuador, this is the first reported
case of endoscopic groin lymphadenectomy for regional lymph node metastasis secondary to acral
melanoma. The discussion explores the role of sentinel lymph node biopsy and the completion of lymph
node dissection in managing regional lymph nodes in melanoma patients. This case study aims to
contribute to the growing knowledge on acral melanoma, assess the need for better patient care, and analyze
the role of minimally invasive techniques for inguinal lymph node dissections.
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Introduction

Melanoma is one of the most common malignancies worldwide, with a reported lifetime risk for females 1 in
44 and males 1 in 28. Moreover, it is the leading cause of mortality from cutaneous malignancy in the United
States [1]. Acral melanoma is a rare subtype of melanoma and accounts for approximately 1-2% of all
melanoma cases. It typically occurs on the palms of the hands, the feet' soles, and the digits' nail beds [2].

In 1977, Arrington et al. first reported a distinct subtype of skin melanocyte malignancy called acral
lentiginous melanoma (ALM), characterized by its occurrence on the hands and feet. It is recommended that
these lesions undergo a biopsy, which can be performed by a partial sampling of the mass; the most nodular
portion provides the best Breslow depth, although there is a risk of inaccurate sampling, which can be
overcome by performing a narrow margin excisional biopsy, yet this is not always practical in acral sites [3].

According to the depth of the tumor at the time of the biopsy, a wide local excision forms the basis of the
ALM treatment. Clinical margins depend on the depth: for lesions in situ, the recommended margin is
between 0.5 and 1 cm, for depths < 1 mm, the margin should be 1 cm, for depths between 1.01 and 2 mm, the
clinical margin is 1 to 2 cm, and for a Breslow depth > 2 mm, a 2 cm clinical margin is required [2].

Acral melanoma is often diagnosed later than other forms, with up to 50% of cases presenting with regional
or distant metastasis at the time of diagnosis. The 5-year survival rate for patients with acral melanoma
varies depending on the stage at the time of the diagnosis, ranging from approximately 95% for diagnoses
occurring in stage I of the disease to approximately 15% for those that occur at stage IV [4].

Surgical resection is the primary treatment option for localized acral melanoma, with amputation often
necessary for tumors located on the digits or midfoot. However, lymphadenectomy may be necessary for
patients with regional lymph node involvement. Indeed, multiple studies have evaluated the value of
controlling regional nodal disease through surgical removal, and while prognostic significance exists for this
treatment option, the survival benefits it offers are controversial [4].

In this report, we present the case of a 68-year-old man who presented acral melanoma in his right foot and
underwent a Lisfranc amputation and endoscopic groin lymph node dissection for regional lymph node
metastasis. The patient exhibited a lesion on the sole of his right foot, which had been initially
misdiagnosed as a traumatic midfoot blister. However, the subsequent biopsy revealed it to be an acral
melanoma, and there were palpable groin lymphadenopathies, which suggested regional lymph node
involvement.
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Case Presentation

A 68-year-old male, who had a history of hypothyroidism and had undergone a laparoscopic
cholecystectomy two years ago, presented with an 8-month history of a darkly pigmented lesion on his right
foot. He had initially noted this lesion alongside a traumatic ulcer and blisters on the plantar aspect of the
midfoot. A subsequent physical examination revealed a 3 cm exophytic, irregular mass on the sole, which
involved the second toe, and a pigmented macule on the first toe (Figure 7). The lesion was described as
painful and had become ulcerated while exhibiting color changes, episodes of bleeding, and reported
growth. Upon exploration, palpable right inguinal lymphadenopathies with at least 3 nodes, each 1 cm in
size, were also identified. An incisional biopsy of the mass revealed an invasive acral melanoma with a

Breslow thickness of 4 mm, a dermal mitotic rate of 13/mm2, Clark level IV (invasion into the reticular
dermis), and no lymphovascular or perineural invasion.

FIGURE 1: Clinical features of acral melanoma on the right foot
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A full-body CT scan was performed, which showed no evidence of any distant metastasis; however, it did
reveal the presence of enlarged nodes in the inguinal basin, and no iliac or obturator lymph node
involvement was identified.

The patient was scheduled for a Lisfranc amputation and endoscopic inguinal lymph node dissection. A
disarticulation at the tarsometatarsal level was performed using an arciform incision at the plantar and
dorsal aspects of the right foot over the metatarsus and was completed without any complications. However,
the lymphadenectomy discovered various darkened lymph nodes in the groin basin.

The femoral triangle was demarcated, and a 10 mm incision was created, 6 cm distal from the triangle's apex,
for the dissection of the prefascial/subcutaneous plane, trocar placement, and initial endoscopy. A total of 2
further 5 mm incisions in the medial and lateral aspects of the triangle were produced for the accessory
trocars, which were placed under direct vision. Figure 2 shows the demarcation.

-

FIGURE 2: Demarcation of the femoral triangle. Trocar placement is
shown.

The dissection started in the prefascial plane, from the medial and lateral muscles over to the sartorius and
adductor longus muscles, and proceeded up until the identification of the femoral triangle, with the
corresponding artery, vein, and nerve (Figure 3). Ganglionar dissection was conducted over these
aforementioned structures, and the specimen was retrieved through a 3 cm incision below the inguinal
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ligament. Thereafter, meticulous hemostatic control was conducted, following which a closed-suction drain
was placed, and the layers were sutured closed.

FIGURE 3: Endoscopic view of the dissection. The yellow-dashed line
indicates the femoral artery.

The pathology report confirmed the presence of a 4 x 4 cm invasive acral melanoma, with a mitotic index of 7

mm? a Breslow thickness > 4 mm, of Clark level V (invasion of adipose tissue), no lymphovascular invasion,
present perineural invasion, no satellitosis, free surgical margins, and no osseous compromise.
Furthermore, it described six lymph nodes in the groin specimen that were all positive, while an extranodal
extension was also present; however, a BRAF mutation was not detected. Thus, the diagnosis of stage III
invasive acral melanoma with pT4b N3 MO was concluded.

The patient underwent an uneventful postoperative recovery and was discharged on the fourth day after
removing the drain, demonstrating adequate analgesic control and no signs of complications. Presently, the
patient is awaiting adjuvant therapy.

Discussion

In the current literature, three landmark randomized controlled trials guide lymph node dissection in
melanoma: MSLT-I, DeCOG-SLT, and MSLT-II. These studies have discussed the management of regional
lymph nodes and have demonstrated the use of sentinel lymph node (SLN) biopsy in providing paramount
information for prognosis. Furthermore, they have addressed the therapeutic role of dissection [5].

MSLT-I confirmed that there was better regional disease control and longer disease-free survival in
intermediate-thickness (Breslow depths of 1-4 mm) melanomas following early nodal treatment [6]. The
German study, DeCOG-SLT, addressed the role of completion lymph node dissection (CLND) after a positive
SLN, and although it was underpowered, it concluded that there was no benefit to survival outcomes from
CLND and that it should not be recommended in cases of nodal micrometastases of 1 mm or smaller [7].

While there is no question regarding the prognostic role of performing an SLN biopsy, controversy remains
over the therapeutic role of CLND. Indeed, the MSLT-II study evaluated whether CLND was necessary and
reached the conclusion that observation alone alongside high-performance ultrasonography was safe; a
finding that formed the basis for the National Comprehensive Cancer Network (NCCN) and American Society
of Clinical Oncology (ASCO) recommendations on the management of metastatic melanoma regional nodal
disease, in relation to the morbidity and complications associated with CLND [8,9].

Here, the patient presented palpable nodal disease, a common occurrence in people of low socioeconomic
status treated in this public health tertiary center. According to local protocols, these patients are subject to
lymph node dissection without an SLN biopsy.

The 2002 study by Hughes et al. presented data on the evaluation of various prognostic factors, including
age, sex, tumor thickness, ulceration, lymph node involvement, and their number. The authors also
discussed the surgical management of patients with palpable lymph node metastases, including dissection
and the timing of surgery. The paper's main findings suggested that the patients with a lower tumor burden
and fewer involved lymph nodes had a better prognosis than those with a higher tumor burden and more
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extensive ganglion involvement. The authors also found that early surgical intervention, such as immediate
lymph node dissection, was associated with improved outcomes [10].

A study by Tobias-Machado et al. [11] described the video endoscopic inguinal lymphadenectomy (VEIL)
technique, a minimally invasive resection of inguinal lymph nodes. This technique uses small incisions
alongside endoscopy to identify the femoral triangle and the corresponding artery, vein, and nerve and to
conduct a ganglion dissection over these structures. The authors reported favorable outcomes when using
VEIL, including pain reduction, surgical time, and length of stay. Notably, this technique was performed on
our case patient and, to the best of our knowledge, represents the first case reported in Ecuadorian
literature.

Another paper by Nabavizadeh [12] discussed inguinal lymph node dissection in the era of minimally
invasive surgical techniques, including VEIL. The author described the advantages of minimally invasive
techniques, including reduced morbidity and complications, decreased hospital stay, and quicker recovery
periods. The author concluded that these techniques were safe and effective and should be considered in the
appropriate clinical settings. Further, a series by Sommariva and Rossi [13] described the use of videoscopic
inguinal lymphadenectomy as a novel approach for melanoma groin metastases. The authors reported on
their experience using the technique, which they had performed on 20 patients with melanoma. They noted
its favorable outcomes, including reduced hospital stays, less postoperative pain, and lower morbidity rates
than traditional inguinal lymphadenectomy.

Overall, this case report underlines the importance of lymph node dissection in patients with melanoma and
highlights the potential benefits of minimally invasive techniques, such as VEIL, in reducing morbidity and
complications. However, it also raises questions regarding the appropriateness of local protocols that favor
lymph node dissection without performing an SLN biopsy, particularly in low-income populations, and calls
for further research to better understand the risks and benefits of different approaches to inguinal dissection
in melanoma cases.

Conclusions

Acral melanoma is a rare and often late-presenting subtype of melanoma. Surgical resection is the primary
treatment of localized disease, with amputation in some instances. Whenever there is regional lymph node
involvement, the performance of lymphadenectomy has a prognostic role and can potentially improve
survival outcomes. The importance of controlling the regional nodal disease by surgical removal, however, is
controversial, and there is still no consensus on the therapeutic role of CLND. Minimally invasive
techniques are a safe option for nodal metastatic melanoma treatment, with oncologic results comparable to
those of open inguinal lymph node dissection. The case presented in this report, where a patient with an
acral melanoma who underwent a Lisfranc amputation and endoscopic groin lymph node dissection for the
treatment of regional lymph node metastasis, is significant in Ecuadorian medical literature because it
represents the first reported case of its kind. Our aim in documenting this case is to add to the expanding
pool of information on acral melanomas and to improve the quality of medical treatment available for
patients in Ecuador and worldwide.

Additional Information
Disclosures

Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References

1. Mitchell TC, Karakousis GC, Schuchter LM: Melanoma. Abeloff's Clinical Oncology (Sixth Edition).
Niederhuber JE, Armitage JO, Kastan MB, Doroshow JH, Tepper JE (ed): Elsevier Inc, 2020. 1034-1051.e2.
10.1016/b978-0-323-47674-4.00066-9

2.  Gershenwald JE, Scolyer RA, Hess KR, et al.: Melanoma staging: evidence-based changes in the American
Joint Committee on Cancer eighth edition cancer staging manual. CA Cancer J Clin. 2017, 67:472-92.
10.3322/caac.21409

3. Hall KH, Rapini RP: Acral Lentiginous Melanoma. StatPearls Publishing, Treasure Island (FL); 2023.
Swetter SM, Tsao H, Bichakjian CK, et al.: Guidelines of care for the management of primary cutaneous
melanoma. ] Am Acad Dermatol. 2019, 80:208-50. 10.1016/j.jaad.2018.08.055

5. Bello DM, Faries MB: The landmark series: MSLT-1, MSLT-2 and DeCOG (management of lymph nodes) .
Ann Surg Oncol. 2020, 27:15-21. 10.1245/s10434-019-07830-w

6. Morton DL, Thompson JF, Cochran AJ, et al.: Final trial report of sentinel-node biopsy versus nodal
observation in melanoma. N Engl ] Med. 2014, 370:599-609. 10.1056/NE]Moal310460

7. Leiter U, Stadler R, Mauch C, et al.: Final analysis of Decog-SLT trial: no survival benefit for complete lymph

2023 Rosales et al. Cureus 15(6): e40136. DOI 10.7759/cureus.40136 50f6


javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
https://dx.doi.org/10.1016/b978-0-323-47674-4.00066-9
https://dx.doi.org/10.1016/b978-0-323-47674-4.00066-9
https://dx.doi.org/10.3322/caac.21409
https://dx.doi.org/10.3322/caac.21409
https://www.ncbi.nlm.nih.gov/books/NBK559113/
https://dx.doi.org/10.1016/j.jaad.2018.08.055
https://dx.doi.org/10.1016/j.jaad.2018.08.055
https://dx.doi.org/10.1245/s10434-019-07830-w
https://dx.doi.org/10.1245/s10434-019-07830-w
https://dx.doi.org/10.1056/NEJMoa1310460
https://dx.doi.org/10.1056/NEJMoa1310460

Cureus

10.

11.

12.

13.

node dissection in patients with melanoma with positive sentinel node. ] Clin Oncol. 2019, 37:3000-8.
10.1200/JC0O.18.02306

Faries MB, Thompson JF, Cochran AJ, et al.: Completion dissection or observation for sentinel-node
metastasis in melanoma. N Engl ] Med. 2017, 376:2211-22. 10.1056/NEJMoal613210

Jakub JW, Lowe M, Howard JH, et al.: Oncologic outcomes of multi-institutional minimally invasive inguinal
lymph node dissection for melanoma compared with open inguinal dissection in the second multicenter
selective lymphadenectomy trial (MSLT-II). Ann Surg Oncol. 2022, 29:5910-20. 10.1245/s10434-022-11758-7
Hughes TM, A'Hern RP, Thomas JM: Prognosis and surgical management of patients with palpable inguinal
lymph node metastases from melanoma. Br J Surg. 2000, 87:892-901. 10.1046/j.1365-2168.2000.01439.x
Tobias-Machado M, Tavares A, Molina WR Jr, Forseto PH Jr, Juliano RV, Wroclawski ER: Video endoscopic
inguinal lymphadenectomy (VEIL): minimally invasive resection of inguinal lymph nodes. Int Braz J Urol.
2006, 32:316-21. 10.1590/s1677-55382006000300012

Nabavizadeh R, Petrinec B, Nabavizadeh B, Singh A, Rawal S, Master V: Inguinal lymph node dissection in
the era of minimally invasive surgical technology. Urol Oncol. 2023, 41:1-14. 10.1016/j.urolonc.2020.07.026
Sommariva A, Rossi CR: Videoscopic inguinal lymphadenectomy: a novel approach for melanoma groin
metastases. Ann Laparosc Endosc Surg. 2017, 108: 10.21037/ales.2017.06.10

2023 Rosales et al. Cureus 15(6): e40136. DOI 10.7759/cureus.40136

6 0of 6


https://dx.doi.org/10.1200/JCO.18.02306
https://dx.doi.org/10.1200/JCO.18.02306
https://dx.doi.org/10.1056/NEJMoa1613210
https://dx.doi.org/10.1056/NEJMoa1613210
https://dx.doi.org/10.1245/s10434-022-11758-z
https://dx.doi.org/10.1245/s10434-022-11758-z
https://dx.doi.org/10.1046/j.1365-2168.2000.01439.x
https://dx.doi.org/10.1046/j.1365-2168.2000.01439.x
https://dx.doi.org/10.1590/s1677-55382006000300012
https://dx.doi.org/10.1590/s1677-55382006000300012
https://dx.doi.org/10.1016/j.urolonc.2020.07.026
https://dx.doi.org/10.1016/j.urolonc.2020.07.026
https://dx.doi.org/10.21037/ales.2017.06.10
https://dx.doi.org/10.21037/ales.2017.06.10

	Video-Assisted Endoscopic Inguinal Lymph Node Dissection for Acral Melanoma
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Clinical features of acral melanoma on the right foot
	FIGURE 2: Demarcation of the femoral triangle. Trocar placement is shown.
	FIGURE 3: Endoscopic view of the dissection. The yellow-dashed line indicates the femoral artery.

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


