
 

 
C

ur
re

nt
 R

ad
io

ph
ar

m
ac

eu
tic

al
s

������	������	�
�������	��������

Send Orders for Reprints to reprints@benthamscience.net 32
 Current Radiopharmaceuticals, 2020, 13, 32-41  

REVIEW ARTICLE 

Sentinel Node Identification in Melanoma: Current Clinical Impact, New 
Emerging SPECT Radiotracers and Technological Advancements. An  

Update of the Last Decade 

 

Natale Quartuccio1,*, Massimiliano Siracusa1, Marco Pappalardo2, Annachiara Arnone1 and  
Gaspare Arnone1 

1Nuclear Medicine Unit, A.R.N.A.S. Ospedali Civico, Di Cristina e Benfratelli, Palermo, Italy; 2Plastic and Reconstruc-
tive Surgery, Department of Surgical, Oncological and Oral Sciences, University of Palermo, Palermo, Italy 

 

A R T I C L E   H I S T O R Y 

Received: February 15, 2019 
Revised: May 20, 2019 
Accepted: July 17, 2019 
  
DOI: 
10.2174/1874471012666191015100837 

Abstract: Background: Melanoma is the most lethal skin cancer with a mortality rate of 262 cases per 
100.000 cases. The sentinel lymph node (SLN) is the first lymph node draining the tumor. SLN biopsy 
is a widely accepted procedure in the clinical setting since it provides important prognostic informa-
tion, which helps patient management, and avoids the side effects of complete lymph node dissection. 
The rationale of identifying and removing the SLN relies on the low probability of subsequent metas-
tatic nodes in case of a negative histological exam performed in the SLN. 

Discussion: Recently, new analytical approaches, based on the evaluation of scintigraphic images are 
also exploring the possibility to predict the metastatic involvement of the SLN. 99mTc-labeled colloids 
are still the most commonly used radiotracers but new promising radiotracers, such as 99mTc-
Tilmanocept, are now on the market. In the last decades, single photon emission computed tomogra-
phy-computerized tomography (SPECT/CT) has gained wider diffusion in clinical departments and 
there is large evidence about its superior diagnostic accuracy over planar lymphoscintigraphy (PL) in 
the detection of SLN in patients with melanoma. Scientists are also investigating new hybrid tech-
niques combining functional and anatomical images for the depiction of SLN but further evidence 
about their value is needed.  

Conclusion: This review examined the predictive and prognostic factors of lymphoscintigraphy for 
metastatic involvement of SLN, the currently available and emerging radiotracers and the evidence of 
the additional value of SPECT/CT over PL for the identification of SLN in patients with melanoma. 
Finally, the review discussed the most recent technical advances in the field. 

Keywords: Melanoma, sentinel lymph node biopsy, 99mTc-Tilmanocept, 99mTc-colloids, SPECT/CT, hybrid imaging. 

1. INTRODUCTION 

Melanoma is the least frequent type of skin cancer but the 
deadliest one, with an annual global incidence of five cases 
per 100.000 persons and a mortality rate of 262 cases per 
100.000 [1-3]. The Sentinel Lymph Node (SLN) is the puta-
tive first lymph node draining the tumor [4, 5]. The rationale 
of identifying and removing the first lymph node in the lym-
phatic chain draining the primary tumor relies on the low 
probability of subsequent metastatic nodes in case of a nega-
tive histological exam performed in the SLN (Fig. 1) [4]. 
The removal of the SLN avoids the side effects of complete 
lymph node dissection (CLND); furthermore, prospective 
trials demonstrated no improvement in survival for patients  
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with melanoma undergoing CLND [6, 7]. CLND should, 
therefore, be preferentially suggested for patients with posi-
tive SLN [8].  

Sentinel Lymph Node Biopsy (SLNB) is indicated in pa-
tients with melanoma (T1b-T4), without evidence of clinically 
evident locoregional or distant mestastases, once excision with 
a narrow margin of the primary lesion has been carried out  
[5, 9]. According to the last available version of the American 
Joint Committee on Cancer Eighth Edition Cancer Staging 
Manual, in patients with T1a melanoma (Breslow thickness 
<0.8 mm without ulceration) SLNB is not recommended, 
whereas in T1b melanoma (Breslow thickness = 0.8-1 mm 
with or without ulceration) [10, 11] SLNB should be consid-
ered, especially in the presence of adverse prognostic features 
[12]. In patients with T4 melanoma or with a Breslow thick-
ness>4 mm, SLNB may be required for correct staging and 
also justified by the important prognostic information pro-
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vided by the technique [13, 14]. Of note, the reported false-
negative rates for patients with melanoma undergoing SLNB, 
range, approximately, from 5% to 20%, and are considerably 
higher than for breast cancer (0-3%) [15]. It has been advo-
cated that part of this discrepancy may be related to a shorter 
follow-up period of the studies involving patients with breast 
cancer, different physiology of the lymphatic flow and differ-
ence in the biology of the two cancers [16]. 

Lymphoscintigraphy has become, over the last decades, a 
routine procedure for the identification of SLN [5]. Lym-
phoscintigraphy is based on the detection of γ emission 
originating from the radiotracer, which is commonly admin-
istered employing an intradermal or subdermal paracicatri-
cial/perilesional injection [4, 17-19]. The procedure requires 
a dynamic acquisition to track the transit of the radiotracer 
from the primary tumor to the SLN; the dynamic acquisition 
is followed by early static acquisitions and eventually de-
layed static acquisitions, including body regions of interest; 
the procedure can be completed carrying out a whole-body 
scan (from the neck to the groin) [5]. The main interpretation 
criterion to define a lymph node as SLN is the presence of a 
lymphatic channel connecting the primary tumor to the 
lymph node; usually, the lymph node becoming visible first 
has to be defined as SLN and this is often the hottest node. It 
should be mentioned that, in patients with melanoma under-
going lymphoscintigraphy, the pattern of lymphatic drainage 
may be occasionally unpredictable and there could be multi-
ple SLNs demonstrating radiotracer uptake [4, 5, 20]. Re-
cently, single photon emission computed tomography 
(SPECT) and SPECT/CT have been reported to provide ad-
ditional value to the diagnostic procedure [5, 21, 22]. In the 
operation room, the surgeon, with the help of the gamma 
probe, identifies the region with the highest count rate and 
removes the radioactive nodes. Despite the lack of interna-
tional consensus, removal of additional lymph nodes within a 
certain threshold of radioactivity (e.g. 10% or 20% of the 
hottest lymph node), has been suggested [23-25].  

Historically, it has been largely demonstrated that the risk 
of developing lymph node metastases increases with Breslow 
thickness [4]. A large multicentre trial reported nodal metas-
tases in 20% of cases in 765 with intermediate-thickness 

(1.20-3.50 mm) melanoma and in 32.9% of cases in 173 pa-
tients with thick melanoma (>3.50 mm) [26]. For thin thick-
ness melanoma (<1 mm) risk of lymph node metastasis is 
extremely lower: 5% for thickness ranging between 0.76 mm 
and 1 mm and 1% for a thickness<0.75 mm [27]. Although 
there is no sufficient evidence from the literature concerning 
the advantages of performing SLNB in thin melanoma 
(Breslow thickness<1mm), the procedure is also acceptable 
and performed in several European centres. In subjects with 
a Breslow thickness < 1 mm, two subgroups deserve particu-
lar attention: patients with Breslow thickness 0.75 - 1 mm 
and patients with Breslow thickness < 0.75 mm. For the first 
subgroup (Breslow thickness: 0.75-1 mm) SLNB is proposed 
in the presence of at least one high-risk feature, such as age 
< 40 years, positive deep margins, lymphovascular invasion, 
ulceration, regression of more than 50-75% of the whole 
pigmented lesions and mitotic rate [5]. For melanoma ≤ 0.75 
mm thick, owing the very low risk of SLN metastasis (2.7% 
[10]) and favourable outcome (10-year survival rate of 98% 
[28]), SLNB is not generally recommended except in case of 
significant uncertainty about the adequacy of microstaging 
[21] and after multidisciplinary team discussion. 

In patients with recurrent melanoma still a few data exist 
in literature, but there is some evidence that the SLNB is a 
feasible procedure, helping patient management and provid-
ing also the important prognostic information [26, 29, 30]. 

This review will first discuss the predictive and prognos-
tic factors of lymphoscintigraphy for metastatic sentinel 
lymph node involvement. Second, the currently available and 
emerging radiotracers will be exposed. Furthermore, the 
manuscript will explore the evidence of the additional value 
of SPECT/CT over planar imaging for the identification of 
SLN in patients with melanoma. Finally, the review will 
discuss the most recent technical advances in the field. 

2. PREDICTIVE AND PROGNOSTIC FACTORS OF 

LYMPHOSCINTIGRAPHY FOR METASTATIC SLN 

IN PATIENTS WITH CUTANEOUS MELANOMA 

The prognostic value of SLNB in patients with cutaneous 
malignant melanoma is very reliable, showing an improve-

 

Fig. (1). Schematic representation of the procedure and rationale of lymphoscintigraphy for the identification of the SLN in a patient with 
melanoma. (A higher resolution / colour version of this figure is available in the electronic copy of the article). 
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ment to predict the survival as compared with classical  
histologic factors markers, such as Breslow and ulceration 
[31-33]. Although using SLNB for an early lymph node dis-
section does not improve the overall survival, however, it 
delays time to the first event [34]. While the technical details 
of lymphoscintigraphy are well standardized [24, 35], some 
information derived from lymphoscintigraphy is still de-
bated. 

The study of the lymphatic flow rate may be interesting 
to understand the time needed to reach the regional lymph 
nodes from the injection sites around the location of a previ-
ously excised melanoma [36-39]. Indeed, in animal mela-
noma models, some authors have found a direct correlation 
between increasing lymphatic flow rate and a larger inci-
dence of metastases [40-42]. The most accepted hypothesis 
concerns the intense lymphatic neoangiogenesis in more 
severe tumors that could explain the more rapid mapping 
[43, 44]. Some studies have shown that a long scintigraphic 
appearance time (SAT), defined as the time between radio-
pharmaceutical injection and first lymphoscintigraphic visu-
alization of the SLN, is a negative predictor for nodal metas-
tasis in patients with melanoma [45]. Hence, Maza et al. and 
Cammilleri et al. showed a correspondence between fast 
appearance time of SLN and lymphogenic metastastic 
spread. Based on previous clinical observations, Maza et al. 
set a threshold of 20 min for SLN visualization after injec-
tion of 99mTc-nanocolloids to discriminate between slow and 
fast drainage, while Cammilleri et al. used a threshold of 30 
min [45, 46]. On the other hand, Toubert et al. [47] did not 
find any difference regarding the rate of SLN metastasis in 
patients with slow or fast kinetics. Several reasons could be 
explained why the authors found different results. First, the 
methods used to measure the SAT and lymphatic flow rate 
by the authors were different [36-40, 45, 46, 48-51]. Differ-
ences among the protocols for the identification of SLN in 
the clinical setting are determined by the specific properties 
of the radiopharmaceutical, such as the particle size, the 
preparation method, the distance between the scar of a previ-
ously excised melanoma and the injection site and the num-
ber and volume of the injections [52-54]. Finally, muscle 
contractions, lymphatic pulse, temperature and anatomic 
location could influence SAT [39, 55]. 

Recently, a more accurate methodology, which estimates 
the SAT and lymphatic flow rate, was proposed by Fujiwara 
et al. to predict nodal metastases based on the appearance 
time of SLN. Furthermore, using dynamic lymphoscintigra-
phy, the authors determined a new parameter, the scinti-
graphic saturation time (SST), defined as the time at which 
the tracer counts reached a plateau in the SLN, proposed as 
an alternative to the conventional SAT [56]. Hence, the pre-
dictive parameter called lymphatic transit rate (LTR) repre-
senting the scintigraphic saturation velocity was defined as 
the value between the primary lesion and the SLN divided by 
SST. In this study, Fujiwara et al. showed the LTR was sig-
nificantly higher SLN with metastatic spread than in non-
metastatic SLNs [57]. Apart from the lymphatic flow rate, 
the SST could be influenced also by the peritumoral lym-
phatic vessel density and lumen diameter [58]. Fujiwara  
et al. observed that the peritumoral lymphatic vessel density, 

measured by means of immunostaining of the peritrumoral 
area for D2‐40, a typical lymphatic duct, marker, was higher 
in patients with a metastatic SLN than in those without me-
tastasis [56]. In the lower limb melanoma, the mean LTR 
was 3.49 cm/min in non-metastatic SLNs and 4.49 cm/min 
in metastatic SLNs. While, in the melanoma of the upper 
limb, LTR was 2.59cm/min in non-metastatic SLNs and 
3.94cm/min in metastatic SLNs. The authors concluded 
therefore that LTR could be a useful predictive indicator for 
SLN metastasis in melanoma patients. 

In 2009, Solari et al. proposed a new lymphoscintigraphy 
score (from L1 to L5) based on the ratio of radiotracer con-
centration within SLNs compared to the injection site: 
L1=no visualization of SLN; L2=hardly recognizable SLN; 
L3=faint visualization of SLN; L4=normal visualization with 
regular-shaped SLN; L5=very high uptake of SLN (similar 
to the site of injection). The mentioned score suggested that 
patients with thin melanoma (T1b-T2) showed 91% and 
100% chances of being free of metastasis within the SLNs 
based, respectively on the preoperative lymphoscintigraphy 
score (L1-L2-L3 vs. L4-L5). Based on these data, the authors 
stated that frozen-section examination should not be per-
formed in thin melanoma due to the low rate of SLNs metas-
tasis. Conversely, patients with thick melanomas (T3-T4) 
and a high preoperative (L4-L5) showed a 17% likelihood of 
finding a metastatic SLNs, while those with a low preopera-
tive score (L1-L2-L3) have a high likelihood (90%) to pre-
sent metastatic SLNs. Hence, the authors suggested treating 
this category of patients in ‘one-stage’ procedure (SLNB and 
intraoperative frozen-section examination) [59]. 

Recently, Ho et al. investigated whether lymphoscinti-
graphy could predict if the most radioactive lymph node at 
the moment of surgery will be non-metastatic at pathology in 
patients with melanoma [60]. The authors found high speci-
ficity (91%) and negative predictive value (85%) for predict-
ing whether the most radioactive lymph node at surgery 
would be non-metastatic at histology, however, modest sen-
sitivity (31%) and positive predictive value (44%) was ob-
served when the SLN was not the most radioactive lymph 
node. Finally, the authors concluded saying that dynamic 
lymphoscintigraphy has a role in surgical planning but that 
the imaging protocol needs to be implemented. 

In cutaneous melanoma, the prognostic significance of 
multiple drainage basins is still unclear [61]. As recom-
mended, SLNB is performed for each basin identified during 
lymphoscintigraphy [62]. Although previous studies have 
shown that the number of drainage basins does not affect 
survival in primary cutaneous melanoma [63, 64], a recent 
study investigated overall survival (OS), disease-specific 
survival (DSS), and disease-free survival (DFS) between 
multiple versus single drainage basins in patients who un-
derwent preoperative lymphoscintigraphy for SLNB for cu-
taneous melanoma. The results showed that the number of 
drainage basins did not affect rates of SLN metastasis, OS, 
DSS, overall recurrence, locoregional recurrence, and distant 
recurrence. In conclusion, this study demonstrated that as 
identified by lymphoscintigraphy multiple basin drainage is 
not an independent biological or prognostic factor in primary 
cutaneous melanoma [61]. 
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3. PRESENT STATUS AND NEW SPECT RA-

DIOTRACERS FOR THE IDENTIFICATION OF SLN 

IN MELANOMA  

The currently available and most commonly used ra-
diotracers for the identification of SLN in patients with 
melanoma may be schematically distinguished in 99mTc-
bound colloids and receptor-based radiotracers [4] (Table 1).  

Examples of 99mTc-labeled colloids include Sulphur col-
loid (TechneScan®, TechneColl®), Antimony trisulphide 
(Lymph-Flo®), Sulphide nanocolloid (Lymphoscint®), Nano-
colloidal albumin (Nanocoll®, Nanoalbumon®, Nanotop®) 
and Rhenium sulphide (Nanocis®) [5, 65]. In the clinical 
setting, the choice of the radiopharmaceutical is influenced 
by the local availability, with 99mTc-albumin nanocolloids 
being present in Europe, 99mTc-antimony trisulphide in Aus-
tralia and Canada and 99mTc-sulphur colloid in the United 
States [5]. 

99mTc-pertechnetate-labeled colloids are particles with 
size ranging from 5 to 5000 nm [4]. The mechanism of tracer 
accumulation of these particles is dictated by their dimen-
sions; the tracer drains from the injection site to the SLN, 
where it stops due to particle size and is phagocytized by the 
macrophages [51], although a quote of the injected ra-
diotracer proceeds to the higher echelon nodes [8]. The 
smaller the particle size is, the faster the migration to the 
SLN will be, although a quote of small particles may drain to 
non-SLN tissue [5, 51]. An example of 99mTc-pertechnetate-
labeled colloid, characterized by small particle size, is 99mTc-
pertechnetate-labeled colloids which allow visualization of 
the SLN with 1 h. With colloids with medium particle size, 
such as Nanocis®, lymph nodes may occasionally not been 
identified within a short time interval from radiopharmaceu-
tical administration, requiring delayed acquisition at 4-6 h or 

even the following day. Larger particles (>200 nm) are 
mainly retained in lymph nodes but present very slow migra-
tion from the injection site [66]. When a node is already 
clinically evident and there is a massive metastatic involve-
ment, the physiological clearance function mediated by 
macrophages may be impaired, leading to difficulties in de-
tecting the SLN [8]. Particles with size < 5 nm may penetrate 
capillary membranes without showing significant retention 
in the lymph nodes; dimensions of 100-200 nm are com-
monly considered the most adequate for the identification of 
the SLN [67]. Persico et al. evaluated Nanocoll®, Nanoal-
bumon® and Nanotop® demonstrating that the highest radio-
activity is vehiculated by particles with size ranging from 30 
to 50 nm (representing only 0.02-0.05% of the total) [65].  

99mTc-tilmanocept (Lymphoseek®; [mannosyl diethylene-
triaminepentaacetic acid (DTPA) dextran]) is a radiotracer 
recently approved by the Food and Drug Administration and 
the European Medicines Agency for SLN protocols in the 
breast, melanoma (in particular for the head and neck mela-
noma) and head and neck squamous cell carcinoma [4]. Of 
note, it is important to highlight the higher cost of this ra-
diotracer compared to radiolabeled nanocolloid. The accu-
mulation of this tracer is not size-dependent (molecular size 
= 7 nm) and binds the mannose receptor CD206, expressed 
in the surface of macrophages and dendritic cells [4, 5]. This 
radiotracer presents quick clearance from the injection site, 
higher retention in the SLN, negligible accumulation in sec-
ond-echelon nodes compared to radiocolloids and acceptable 
biodistribution [5, 68]. Importantly, these characteristics 
determine decreased radiation exposure and mapping time 
for the patients with an equivalent sensitivity in detecting the 
SLN [69]. Wallace, first, demonstrated in a small group of 
24 melanoma patients equivalent SLN uptake for Lym-
phoseek® and 99mTc-sulfur colloid, but a faster mean clear-

Table 1. List of main SPECT radiotracers for SLN detection in patients with melanoma. 

Class of 

Tracer 
Radiotracer Listed Trade Names 

Particle Size 

(nm) 
Additional Notes 

198Au-Colloid N/A 9-15 β-emitter and unfavorable γ emission 

99mTc-Human serum albumin 
Nanocoll, Nanoalbumon, 

Nanotop 
7-23 

Registered in Europe; large clinical  
experience. 

99mTc-Rhenium sulphide Nanocis 8-68 Registered in Europe 

99mTc-Sulphur colloid TechneScan, TechneColl 50-1000 Registered in USA 

99mTc-Antimony trisulphide Lymph-Flo 2-23 Registered in Australia 

99mTc-Calcium Phytate Technephyte 150-200 Mostly used in Japan 

Radiolabelled 
colloids 

ICG-99mTc-nanocolloid N/A 700-900 
Clinically introduced in 2009; it can be de-

tected using nuclear medicine modalities and  

(near-infrared) fluorescence imaging 

99mTc-Tilmanocept Lymphoseek 7 (mean) Registered in USA and Europe 

Receptor-based 
radiotracers 

99mTc- mannosyl neoglycoalbumin/ 
99mTc galactosyl neoglycoalbumin 

N/A 

Galactoscint 
9 Commercially available in Japan 

Other 99mTc-Isosulfan blue N/A 639 nm Radiolabelled dye; only preclinical experience 
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ance half-time for Lymphoseek® (2.17 ± 0.96 h vs.14.7 ± 6.3 h) 
[70]. These results are in keeping with a subsequent study 
performed by another group, who demonstrated a high detec-
tion rate of SLN (97.9%) in 47 patients with melanoma [71]. 
In a multicentre study, including 154 patients, Sondak et al. 
defined as "hot" nodes the lymph nodes with 3 SD above the 
normal tissue background count [72]. 99mTc-tilmanocept has 
also been compared to vital blue dye detecting at least one 
node in more patients than blue dye (150 vs. 138; p=0.002) 
[72]. 

4. SPECT/CT VS. PLANAR IMAGING 

The introduction of SPECT and SPECT/CT in protocols 
for the identification of SLN in patients with melanoma has 
been advocated due to the relatively recent scientific  
evidence showing additional value over planar imaging [5] 
(Table 2). In complex anatomical regions, SPECT or 
SPECT/CT may act as complementary multimodal tech-
niques in the identification of an SLN located in the proxim-
ity of the primary tumor (e.g. head and neck) or in case of 
multiple LN basins (ubiquitary drainage in case of melanoma 
of the posterior trunk. Additional anatomical sites that may 
benefit from the complementary acquisition of SPECT may be 
shoulder, abdomen and pelvis [8]. SPECT/CT may show su-
perior diagnostic performance than planar imaging, discrimi-
nating the LN from the injection site [4, 21] and body regions 
close to the expected site of lymphatic drainage [4, 5, 8]. In 

this latter case, a further advantage arises from the possible 
use of CT which enables the correction for issue attenuation 
and scattering and better morphologic evaluation, improving 
the visualization of nodes [8].  

SPECT/CT has been shown to improve the accuracy and 
the sensitivity of the procedure, allowing the identification of 
a larger number of SLNs [5]. Benke et al. [73] demonstrated 
in patients with trunk melanoma that SPECT/CT located 
significantly more SLNs than planar lymphoscintigraphy; 
furthermore, the average number of lymph nodes detected in 
a patient-based analysis was significantly higher when 
SPECT/CT was performed. Analysis of planar imaging re-
vealed a 95.1% sensitivity (SS - P < 0.05, CI 90-95.1%), 
positive predictive value (PPV) of 95.6% (p < 0.05, CI 93.4-
97.3%) and an accuracy (ACC) of 89.4% (p < 0.05, CI 86.5-
91.9%). For the SPECT-CT test SS was 98.6% (p < 0.05, CI 
97.1-99.4%), PPV was 99.8% (p < 0.05 CI 98.9-99.9%) and 
ACC was 98.4% (p < 0.05, CI 96.8-99.3%). 

The use of SPECT/CT provides important anatomical in-
formation and may reduce the false-negative rate (a sentinel 
lymph node excision - SLNE - followed by primary recur-
rence developed within 12 months after SLNE in the lymph 
node basin from which a tumor-free SLN had been removed) 
[5]. Stoffels et al. [74] evaluated two groups of patients (149 
patients undergoing standard SLN excision and 254 undergo-
ing SPECT/CT-aided SLN excision) and demonstrated that 

Table 2. Summary of studies published in the last decade including patients with melanoma undergoing planar imaging and 

SPECT/CT for the identification of SLN. Patient-basis = rate of patients with additional LNs detected by SPECT/CT. 

SLN-basis = % of additional SLNs detected by SPECT/CT compared to planar imaging. NR=not reported.  

Additional SLNs Detected by 

SPECT/CT Over Planar Imaging�Authors� Year�
Multimodal  

Technique�
Anatomical Region� Nr. of Patients�

Patient-basis (%)� SLN-basis (%)�

Refs.�

Benke� 2018� SPECT/CT� Trunk� 255� 16.9� 18.6� [1]�

Borbon-Arce� 2014� SPECT/CT� Head and neck� 16� 32� 20� [2]�

Chapman� 2016� SPECT/CT� Head and neck� 176� NR� NR� [3]�

Doepker� 2017� SPECT/CT� All regions� *351� 49 � 43� [4]�

Fairbairn� 2013� SPECT/CT� All regions� 32� 12.5� 3.1� [5]�

Jimenez-Heffernan� 2015� SPECT/CT� All regions� 264� 20.2� 13.2� [6]�

Kraft� 2012� SPECT/CT� All regions� 107� 43.4� 32� [7]�

Martinez Castillo� 2014� SPECT/CT� All regions� 63� 42.9� 19.8� [8]�

Tew� 2017� SPECT/CT� All regions� 86� 0� NR� [9]�

Trinh� 2018� SPECT/CT� All regions� 73� NR� 26.3� [10]�

van der Ploeg� 2009� SPECT/CT� All regions� 85� 8.2� 5.6� [11]�

Veenstra� 2012� SPECT/CT� All regions� 35� 20� 11.6� [12]�

Vermeeren� 2011� SPECT/CT� Head and neck� 38� 16� 6.4� [13]�

Zender� 2014� SPECT/CT� Head and neck� 14� 28.6� 23.5� [14]�

*351 patients: 300 = Melanoma, 33 = Merkel cell carcinoma, 8 = Squamous cell carcinoma, 2 = Sarcoma, Other = 8.  
**In the 5/2 patients with additional SLNs. 
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the false-negative rate was 6.8% (3/41 subjects) in the 
SPECT/CT cohort and 23.8% (15/48 patients) in the standard 
cohort (P=.03). Furthermore, among subjects with clinically 
lymph node-negative melanoma, patients undergoing 
SPECT/CT-aided SLN excision demonstrated a higher inci-
dence of metastatic involvement and a higher rate of disease-
free survival, compared to patients undergoing SLN excision 
alone.  

SPECT/CT is also able to modify clinical decision mak-
ing. In fact, the large prospective multicenter International 
Atomic Energy Agency Sentinel Node Trial (21), demon-
strated that SPECT/CT had modified the surgical approach 
in 97 patients with melanoma (37% of the patient popula-
tion): 41.6%, 39.7%, 33.3%, and 30.2% of subjects with 
head and neck, trunk, lower limb, and upper limb lesions, 
respectively [75].  

Lastly, SPECT/CT is also useful to identify "in-transit" 
or "interval" nodes (incidence 3-12%). They are nodes lying 
along a lymphatic channel between the primary melanoma 
site and a common basin and that must be considered SLNs 
because they receive direct lymphatic drainage from a pri-
mary tumor site [21]. 

5. TECHNOLOGICAL ADVANCEMENTS: PORT-

ABLE GAMMA-CAMERAS, FREEHAND SPECT 

NAVIGATION SYSTEMS AND HYBRID INTRAOP-

ERATIVE IMAGING TECHNIQUES 

The conventional method for intraoperative detection of 
SLN involves the exploration of the surgical bed using a 
gamma probe to depict areas with higher count rates by 
means of increasing volumes of an acoustic signal [5]. In the 
last two decades, new devices for intraoperative detection of 
SLN have been launched and have been proved by some 
authors to depict additional SLNs [76, 77]. A common draw-
back of these techniques may be represented by the reduction 
of the accuracy in case of deep SLNs but the main advantage 
is the gain of anatomical information. 

Intraoperative small field of view (SFOV) gamma cam-
eras, for example, have been demonstrated to improve local-
ization for SLNB, especially for nodes close to high-activity 
injection sites [78]. Another interesting device is the free-
hand SPECT (fhSPECT) which provides intraoperative 
three-dimensional imaging and encompasses a tracking in-
frared optical system and data extracted from a conventional 
gamma probe [8]. This tool may be particularly useful for 
melanoma located in anatomically complex regions such as 
the head and neck district [76, 79].  

Another technique which appears to be very attractive, 
due to high spatial and temporal resolution, is the near-
infrared (NIR) fluorescence which exploits a tracer emitting 
optical photons when hit by an external light source. Indo-
cyanine-green (ICG - peak emission at 820 nm -) is the most 
promising tracer in this field but is a more expensive proce-
dure compared to lymphoscintigraphy, due to the high cost 
of the equipment. Furthermore, the technique requires sev-
eral minutes to collect a statistically significant number of 
photon counts [80], the accuracy of the technique is depend-
ent on the experience of the user and the surgeon can visual-
ize the SLN, only if the probe is placed upon the putative 

anatomical region containing the SLN. An evolution of this 
technique is the hybrid gamma-NIR fluorescence intraopera-
tive guidance employing the combined use of ICG and 99mTc 
[81]. 

Amongst the newly available techniques, also gamma-
ultrasound imaging deserves to be mentioned. Gamma-
ultrasound imaging combines functional and anatomical data 
and has already been evaluated in patients’ head and neck 
district undergoing fine-needle aspiration cytology [82], but 
warrants still validation in patients with melanoma [83]. 

Further hybrid techniques in development include β-
Optical coherence tomography, Gamma-β imaging, Gamma-
Cerenkov luminescence imaging and Gamma-magnetic 
resonance imaging [83]. 

CONCLUSION 

SLNB is currently deemed considerably valuable in the 
management of patients with melanoma, especially in case of 
intermediate-thickness melanoma. The study of the lym-
phatic flow rate may yield additional predictive information 
in terms of lymphogenic metastatic spread. 99mTc-
Tilmanocept seems to be the most promising alternative to 
radiocolloids for melanoma located in certain anatomical 
regions; further large investigational studies are warranted to 
confirm the limited evidence available in the literature. The 
use of SPECT/CT improves the diagnostic accuracy in the 
identification of the SLN. New intraoperative tools for the 
identification of SLN, such as portable gamma-cameras, 
freehand SPECT navigation systems and hybrid intraopera-
tive imaging techniques, may be helpful for the surgeons; 
however, further technical validation is warranted. 

LIST OF ABBREVIATIONS 

ACC = Accuracy  

CI = Confidence Interval 

CLND = Complete Lymph Node Dissection 

DFS = Disease-Free Survival  

DSS = Disease-Specific Survival 

fh = Freehand 

h  = Hour 

ICG = Indocyanine-Green  

LTR = Lymphatic Transit Rate  

NIR = Near-Infrared 

OS = Overall Survival 

PL  = Planar Lymphoscintigraphy 

PPV = Positive Predictive Value 

SAT = Scintigraphic Appearance Time 

SD = Standard Deviation 

SFOV = Small Field of View  

SLN = Sentinel Lymph Node  

SLNB = Sentinel Lymph Node Biopsy  

SLNE = Sentinel Lymph Node Excision  
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SPECT/CT = Single Photon Emission Computed Tomo-
graphy-Computerized Tomography 

SS = Sensitivity 

SST = Scintigraphic Saturation Time  

vs.  = Versus 
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