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INTRODUCTION

Melanoma is a skin cancer arising from the
malignant transformation of melanocytes.
Melanoma comprises less than 5% of
malignant skin tumors and it accounts for
almost 60% of lethal skin cancers (1). Skin
metastases are not uncommon among
patients with melanoma and frequently are
the first sign of extra-nodal metastatic
disease (2). In 2 to 9% of the patients
presenting with cutaneous melanoma, the
primary site of the tumor cannot be
detected (3,4,5,6). This can be due to
complete regression of the primary lesion.
Here a rare case of metastatic melanoma
with complete regression of the primary
lesion is described.

CASE REPORT

A 32-year old woman presented with a
gradually enlarging nodule on her lower
back. She claimed that there was a small
nevus adjacent to the nodule which was
there from birth. The nevus gradually
enlarged recently with change in colour
and regressed with time.

Physical examination revealed a solitary,
mobile, soft to firm lump measuring
5x3.5x3.5 cm which was not attached to
the skin. Overlying skin showed a pale
blue discoloration without any significant
lesions. The initial clinical diagnosis was a
lipoma.

Due to the suspicious nature of the lesion
during surgery, the lesion was completely
excised including the overlying skin. The
specimen was submitted for histo-
pathological assessment. Macroscopically

there was a fairly circumscribed lesion
within the subcutaneous fat. Cut surface
revealed a solid brownish black tumour
with focal whitish areas. Overlying skin
was macroscopically unremarkable.
Microscopical examination revealed a
tumour within the subcutaneous fat sparing
the dermis and epidermis. The tumour was
composed of solid sheets, nests and
proliferated  fascicles of  atypical
melanocytes. The cells had nuclei with
mild to moderate nuclear pleomorphism
with  prominent eosinophilic nucleoli.
Melanin pigment was seen in the cells with
variable melanin distribution. The entire
skin ellipse was sampled and examined.
There was no evidence of atypical
melanocytic proliferation with junctional
activity. An area of the dermis resembling
the regressed area of the primary lesion
was identified. This area showed
prominent collections of melanophages
associated with fibrosis of the papillary
dermis and subepidermal perivascular
collections of lymphocytes. Based on the
histopathological features, a diagnosis of a
metastatic deposit of a malignant
melanoma was made. With the absence of
skin involvement the usual Clark’s or
Breslow’s staging for melanoma was
precluded. The diagnosis was confirmed
by positivity for Melan A by immune-
histochemistry.

Additional wide local excision was later
carried out, including adjacent skin and
subcutaneous tissue. It was negative for
residual malignancy. As there were no
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other detectable lesions, and no regional
lymphadenopathy confirmed by USS, the
decision was made for close clinical and
radiologic surveillance of the patient.
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Figure 1: Cut surface of the tumour showing
whitish and blackish areas. Black areas
represent tumour cells containing melanin

pigment.

Figure 2: Tumour within the subcutaneous fat
(H&E X100)

Figure 3: Tumour cells showing prominent
eosinophilic  nucleoli and intracytoplasmic
melanin pigmemt (arrow) (H&E X400).

Figure 4: Tumour cells showing strong
cytoplasmic Melan A positivity
(Immunohistochemistry X400).

Figure 5: Adjacent dermis showing collections
of melanophages (red arrow), perivascular
lymphocytes (green arrow) and papillary
dermal fibrosis. There are no atypical
melanocytes in the epidermis or dermis (H & E
X100)

DISCUSSION

Melanoma is a lethal skin cancer arising
from the malignant transformation of
melanocytes. It accounts for 5.2% all new
cancer cases and 1.6% of all cancer deaths
(7). Melanoma is reported as the 19" most
common cancer worldwide, with estimated



LIYANAGE, T. G., WIJESIRI T. W., WEERASIRI P., Metastatic melanoma presenting as a subcutaneous nodule with complete
regression of the primary lesion. Sri Lanka Anatomy Journal (SLAJ), 1(2): 38-42, 2017.

age-standardized incidence rates of 2.8—
3.3 per 100,000 (7). Cutaneous melanoma
is the most common melanoma subtype,
accounting for around 90% of cases of
melanoma (8). The commonest presenting
symptom of a melanoma is a pigmented
lesion of changing size, followed by a
change in colour and pain or tenderness.
On clinical examination they usually show

papules, nodules or masses in
approximately 45% and as flat topped
plaques, macules or patches in
approximately 45% (9). Majority of

cutaneous melanomas are associated with
sunlight  exposure  butaround 34%
melanomas arise from the malignant
transformation within a benign nevoid
lesion (9).

Melanomas commonly metastasize to any
organ or tissue in the body. Patients with
metastatic melanoma generally have a
poor prognosis. The duration of survival
for metastatic melanoma is less than a year
and the median survival is nearly 6 to 8
months (10). Skin metastases are relatively
frequent in the natural history of
melanoma and can develop in early as well
as in late stages of the disease. Around 10-
17% melanoma patients develop cutaneous
and subcutaneous metastasis during the
disease course (11). Melanoma presenting
solely as solitary lesions involving the
dermis and/or subcutaneous tissue varies
from 0.51% to 0.92% (12). In 2 to 9% of
the patients presenting with cutaneous
melanoma, the primary site of the tumor
cannot be detected (3,4,5,6). This can be
explained by complete regression of the
primary lesion.

In our patient melanoma presented as a
subcutaneous nodule and due to the
absence of dermal involvement after
extensive sampling of the overlying skin, it
was diagnosed to be a secondary deposit
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from a melanoma. Inspite of thorough
clinical examination and radiological
evaluation a primary site could not be
identified.  Considering the patients
history, clinical and histopathological
evidence, the skin lesion that was present
adjacent to the subcutaneous melanoma
deposit was assumed as the primary lesion
which has regressed completely.
Spontaneous regression of malignant
melanoma is defined by the disappearance
of melanocytic neoplastic cells partially or
completely. In contrast to the partial form,
complete regression of primary malignant
melanoma is a rare phenomenon, with an
incidence of 0.22% to 0.27% (13). In our
patient also the primary lesion completely
regressed leaving the subcutaneous
metastatic deposit. Complete regression is
commonly seen with metastasis disease
and only one case is reported in the
literature with complete regression without
metastasis (14). Clinically regressing
melanoma usually show depigmentation
within or  around the lesion.
Histopathological features of tumour
regression  include  diminishing  or
disappearing of tumor melanocytes,
appearance of newly formed blood vessels,
collections of melanophages, lymphocytes
in dermis and papillary dermal fibrosis.
The significance of primary regression on
the prognosis of melanoma patients is
controversial. In early days, studies have
demonstrated that ~melanomas  with
regression has poor prognosis than
melanomas without regression and some
studies have failed to demonstrate such a
relation (14). According to the current
literature, regression in melanoma is less
likely to be associated with sentinal lymph
node metastasis and therefore now it is
regarded as a good prognostic factor (15).
However, the incidence of metastatic



LIYANAGE, T. G., WIJESIRI T. W., WEERASIRI P., Metastatic melanoma presenting as a subcutaneous nodule with complete
regression of the primary lesion. Sri Lanka Anatomy Journal (SLAJ), 1(2): 38-42, 2017.

disease in the setting of complete
regression of the primary lesion is
estimated to range from 4% to 10% (16).
The regression phenomenon is presumed
to be the result of a host immune response.
It is proved that natural tumor-specific
cytotoxic T cell response play an
important role in primary regressing
human melanoma (17).

CONCLUSION

This case report presents a rare diagnosis
of a secondary deposit from a melanoma
with complete regression of the primary
lesion. The appearance of a solitary
subcutaneous  metastasis  without an
evident primary tumor can be explained by
spontaneous regression and complete
disappearance of the primary melanoma
after dissemination to a secondary site. It
also should be remembered that in the
presence of a melanoma in subcutaneous
fat, the clinician needs to perform a
meticulous search for a primary lesion and
for signs of metastasis in regional lymph
nodes and in common metastatic sites. In
the setting of localized metastatic disease
with complete regression of the primary
lesion, it is important of have close clinical
and radiological follow up of patients, to
identify widely metastatic disease.
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