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Feedback on Case 5: Micrometastatic Disease Followed by Local Recurrence

CME Post-test Questions
Please answer each question on the space
provided on page 14.

1. The most powerful predictor of disease-free survival
for clinical stage I and II melanoma patients is:
A.  Clark level
B.  SLN status
C.  tumor thickness
D.  ulceration

2. Which factors predict disease-free and disease-
specific survival according to rigorous multivariate
analysis of node-negative patients with thick
melanomas? 
A.  Clark level and thickness
B.  tumor doubling time and vertical growth phase
C.  tumor doubling time and ulceration
D.  thickness and ulceration

3. A subset analysis of ECOG trial 1694 found:
A. no benefit of IFN-alfa in patients with thicker

melanomas
B.  improved survival only in patients with >4 positive

lymph nodes
C.  the greatest benefit of IFN-alfa in node-negative

patients
D.  greater efficacy of GM-2-KLH/QS-21 vaccine than 

IFN alfa

4. According to AJCC/UICC 2002 staging guidelines,
patients with metastases to the lung have an M
subcategory of:
A.  M1a
B.  M1b
C.  M1c
D.  M1d

5. The overall 5-year survival rate of patients with
stage IV melanoma with lung metastases is:
A.  6.7%
B.  16.7%
C.  26.7%
D.  36.7%

6. The 5-year survival rates for patients who under-
went resection of a solitary lung metastasis is:
A.   9%
B.  19%
C.  29%
D.  39%

7. Better outcomes have been observed following re-
section of metastases with a tumor doubling time of:
A.  10 to 20 days
B.  20 to 40 days
C.  40 to 60 days
D.  tumor doubling time has not been shown

to influence outcomes

8. According to NCCN guidelines, which of the follow-
ing follow-up procedures is considered optional in
stage IV patients rendered free of disease?
A.  Chest X-ray
B.  LDH testing
C.  CT scans
D.  all of the above

9. Surgical resection of GI metastases is the treatment
of choice because:
A.  it almost always palliates symptoms
B.  it invariably extends lives
C.  it is usually curative 
D.  none of the above

10. According to the expert panel, the best time to
bring up end-of-life issues is:

A.  at the initial diagnosis of melanoma of any stage
B.  when patients enter stage IV disease
C.  prior to any treatment
D.  when patients can no longer withstand

aggressive therapies

Case 5 (May issue) concerned a 43-year-
old woman with a 1.72-mm thick, Clark
level IV melanoma on the back. Five sen-
tinel lymph nodes (SLNs) were removed.
One, an interval node, contained extra-
capsular micrometastatic disease.

About three-quarters (77%) of pre-test
participant votes and a plurality of the fac-
ulty (44%) supported treatment with com-
pletion lymph node dissection (CLND)
with adjuvant interferon (IFN) alfa-2b.
Other options drawing faculty votes were
observation (36%), systemic IFN alfa-2b
alone (15%), and CLND only (5%). 

Case presenters explained that the
patient did not undergo CLND for 2 rea-
sons. Metastasis beyond the SLN was
considered unlikely, given the patient’s
low disease volume and absence of
metastasis in other SLNs. Additionally,
drainage patterns from the affected node
were uncertain. 

The patient instead was enrolled in a
clinical trial with IFN alfa-2b (Eastern
Cooperative Oncology Group [ECOG]
1697) examining the efficacy of IFN alfa-
2b treatment for patients with and without
micrometastatic disease. 

Readers’ views after reading the
newsletter moved closer to the actual
management of the patient (see graph). 

Post-tests, a smaller 
proportion chose
CLND with IFN
alfa-2b. A larger 
percentage opted for
enrollment in a 
clinical trial with
IFN alfa-2b (ECOG
1697) or for systemic
IFN alfa-2b therapy. 

Faculty then dis-
cussed a hypotheti-
cal scenario in
which the same
patient developed
palpable neck nodes
containing metastatic melanoma 6 months
after terminating IFN alfa-2b therapy and
underwent functional neck dissection.
This procedure removed 2 nodes positive
for melanoma, including one measuring 3
cm with extracapsular extension (ECE). 

Participants’ pre- and post-test votes
clustered in either radiation or IFN as
adjuvant therapy options, but the pro-
portions favoring each alternative shift-
ed. Post-test scores showed a movement
toward selecting radiation therapy (31%
pre-test vs 69% post-test) and a shift
away from IFN therapy (46% pre-test vs
12% post-test). 

These changes moved the respon-
dents’ views closer to those of
the panel. About half the faculty
(45%) chose radiation therapy. IFN
therapy (27%) and investigational
alternatives (27%) drew the same pro-
portions of faculty votes. No panelist
chose observation. 

One-third (33%) of respondents said
that reading the case changed their
opinion about management of micro-
metastatic nodal disease. This is rough-
ly the size of the shift from CLND plus
IFN alfa-2b to other IFN alfa-2b options
for initial post-SLN biopsy.


