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Description of Procedure or Service

Sentinel node mapping and biopsy is a means of determining the current stage of cancer in patients with
melanoma or breast cancer. By selecting a sentinel node and excising and dissecting it, it can be determined
if cancerous cells have metastasized, or spread through other lymph nodes and to other areas of the body.
The presence of tumor cells in the sentinel node may indicate a need for a radical lymph node dissection.
Radical lymph node dissection involves remaoving the majority of the lymph nodes in the axilla, those under
the arms.

The sentinel node is the first node to receive lymphatic drainage from the primary tumor. The patient is
injected with vital blue dye. A gamma ray probe identifies the sentinel node. The Sentinel Node Biopsy is
performed at the time of the first surgery for breast cancer.

Evidence Based Guideline for Sentinel Node Biopsy

Sentinel node biopsy may be appropriate for the following diagnoses:
+ Melanoma

+ Breast Cancer

Medical Evidence regarding Sentinel Node Biopsy indicates it is not recom-
mended in the following situations:

Sentinel node biopsy is not recommended for all other types of cancer

Benefits Application

Please refer to certificate for availability of benefit. This guideline relates only to the services or supplies
described herein. Benefits may vary according to benefit design; therefore certificate language should be
reviewed before applying the terms of the policy.
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Billing/Coding/Physician Documentation Information

This policy may apply to the following codes. Inclusion of a code in this section does not guarantee that it
will be reimbursed. For further information on reimbursement guidelines, please see Administrative Poli-
cies on the Blue Cross Blue Shield of North Carolina web site at www.bcbsnc.com. They are listed in the
Category Search on the Medical Policy search page.

Applicable codes: 38792, 78195

Medical Term Definitions

Not applicable
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Policy Implementation/Update Information

8/99 Plan Consultant

9/99 Policy developed.

12/99  Approved, Medical Policy Advisory Group

1/00 Policy implemented. Corrected last review date to appropriate date of 1/2000.

2/01 Added new source to Scientific Background and Reference Sources. System coding changes.

6/01 The following statement was added to the description section of the policy, "The Sentinel Node
Biopsy is performed at the time of the first surgery for breast cancer.” No change in criteria. For-
mat change.

6/03 Specialty Matched Consultant Advisory Panel review. No criteria changes.
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5/5/05 Specialty Matched Consultant Advisory Panel review 4/14/2005. No changes to criteria. Benefit
Application section format updated for consistency. References added. Policy status changed to:
"Active policy, no longer scheduled for routine literature review".

10/2/06 Medical Policy changed to Evidence Based Guideline.

Medical policy is not an authorization, certification, explanation of benefits or a contract. Benefits and eligibility are deter-
mined before medical guidelines and payment guidelines are applied. Benefits are determined by the group contract and sub-
scriber certificate that is in effect at the time services are rendered. This document is solely provided for informational
purposes only and is based on research of current medical literature and review of common medical practices in the treatment
and diagnosis of disease. Medical practices and knowledge are constantly changing and BCBSNC reserves the right to
review and revise its medical policies periodically.
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