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To the Editor:

In patients with melanoma the most common cause 
of dark pigmentation of lymph nodes is metastases from 
the tumor. However, the finding of pigmented lymph 
nodes in these patients is not always a reliable sign of 
metastasis, as there are other causes that can give rise to 
this phenomenon.

A 33-year-old man with a history of schizophrenia 
was referred to our department to perform wider surgical 
resection and selective biopsy of the sentinel lymph node. 
This patient had undergone excision of a melanocytic 
lesion in the interscapular region; clinical atypia was 
present and the pathologic study was compatible with 
a superficial spreading melanoma with ulceration and a 
Breslow index of 0.7 mm. The rest of the dermatologic 
examination was completely normal, with the exception of 
the presence of a dark blue-grayish tattoo on the right arm. 
There were no palpable locoregional lymph nodes and no 
organomegaly. Preoperative lymphoscintigraphy showed 
drainage towards both axillas, with a single sentinel lymph 
node in each territory. During the operation, a sentinel 
lymph node of dark color was identified in the right axilla 
and there were 3 adherent adjacent lymph nodes that were 
also pigmented but with no radioactivity uptake. The  
4 lymph nodes were excised in case they were metastases 
from the melanoma. The pathologic study of the lymph 
nodes of the right axilla showed reactive lymphadenitis 
with sinus histiocytosis and abundant deposits of dark 
pigment (Figure 1). Immunohistochemistry (S100 
and human melanoma black-45) excluded infiltration 
of the lymph nodes by tumor cells. Histological study 
of the sentinel lymph node from the left axilla and of 
the extended surgical margins showed no pathological 
findings. The pigmentation of the right axillary lymph 

nodes was related to the tattoo that the patient had on the 
upper limb of that side (Figure 2).

Melanoma is a malignant tumor that has the potential 
to spread to the lymph nodes. At the present time, selective 
biopsy of the sentinel lymph node is used for staging the 
tumor. The pathological state of the sentinel lymph node 
is the strongest independent prognostic factor in terms 
of overall survival in patients with clinical stage I or II 
melanoma. Early radical lymphadenectomy is indicated 
in cases with a positive lymph node on pathologic 
evaluation.1

Tattooing is a popular cosmetic practice in Western 
countries.2,3 In permanent tattoos, the pigment is deposited 
in the dermis. Pigment particles migrate through the 
lymph vessels and are deposited in the lymph nodes, both 
within histiocytes and extracellularly.2 The methods used 

Figure 1. Granules of pigment in the macrophages and in the 
extracellular areas of the lymph node (hematoxylin-eosin, ×10). 
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to remove tattoos do not eradicate the presence of the 
pigment in lymph nodes.3 

Apart from metastases from melanoma, lymph node 
pigmentation has also been associated with tattoos, 
hemosiderin deposits secondary to local trauma or 
surgery, dental amalgam, aluminum, titanium, and 
anthracosilicotic pigment.2-5 Furthermore, the lymph 
node metastases of melanoma are not always pigmented, 
as the metastases may be small or the tumor may be the 
amelanotic variant.3 Cases of lymph node pigmentation 
due to tattoos have been reported in the medical 
literature after the excision and subsequent pathologic 
study of clinically palpable lymph nodes in patients with 
melanoma.2,6 This phenomenon has also been reported 
in the context of selective biopsy of the sentinel lymph 
node in cases of melanoma.3,4,7,8

In the staging work-up for melanoma, the finding 
of a lymph node with black pigmentation can lead the 
surgeon to excise all the areas of drainage, despite the 
lack of specificity of the surgical specimen. Due to the 
morbidity associated with this operation, we agree with 
the suggestion of other authors that histological study 
of the sentinel lymph node should be an obligatory step 
before radical surgery is undertaken, particularly in those 
patients who have or have had a tattoo. However, the 
presence of nonmelanic pigment in the lymph nodes does 
not totally exclude the possibility of metastases; therefore, 
even if such pigment is present, immunohistochemical 
studies should be performed to exclude this risk.4,8 

In conclusion, we would like to reiterate that the presence 
of pigmented lymph nodes is not a absolute criterion for 

performing radical lymphadenectomy in patients with 
melanoma; histological confirmation of metastases should 
be obtained first. In addition, in patients with melanoma, 
it is important to make a note in the medical history of the 
presence of tattoos or of their removal using techniques 
such as a Q-switched laser. 
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Figure 2. Scar of the widening of the surgical margins of a 
melanoma in the interscapular region. A tattoo can be seen on 
the right arm.


