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Intramedullary spinal cord metastasis from malignant
melanoma: a case report of a central nervous system
secondary lesion occurred 15 years after the primary

skin lesion resection
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Melanomas are malignant tumors prone to early me-
tastasis [1, 2]. According to the latest studies, nearly half
of patients with melanoma will experience metastases
to the central nervous system (CNS) [3]. Intramedullary
metastases give symptoms associated with tumor mass
compression on the spinal cord at a given level. The
main goal of treating this type of cancer is to improve
the patient’s neurological state [4]. In this paper we re-
port a case of intramedullary spinal cord metastasis from
malignant melanoma detected 15 years after the primary
skin lesion resection.

A 49-year-old female patient was admitted to the
Department of Neurosurgery, Neurotraumatology and
Pediatric Neurosurgery in March 2009 for diagnosis and
treatment of back pain. The patient had previously been
diagnosed with malignant melanoma (I B) of the left
forearm. The lesion underwent extensive surgical resec-
tion in February 1994. No recurrence or metastasis has
appeared since then. In examination on admission, the
following was established: good general condition, back
pain at the lower part of the thoracic spine, spasticity of
the lower limbs, and no sensory disturbance. Thoracic
spine magnetic resonance imaging (MRI) with contrast
showed a longitudinal pathological mass (22.8 mm
x 9.8 mm x 8.3 mm) within the spinal cord at Thi1 level,
widening the spinal cord and following a gadolinium-
contrast injection homogeneously enhancing the surface
of the spinal cord. Based on clinical symptoms and MRI
image, the patient was qualified for an emergency surgi-
cal treatment.

The surgery confirmed the presence of intramedul-
lary tumor at level Th1l. On opening the dura, there ap-
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peared a visibly swollen area of the spinal cord at the
surgery level. A linear midline incision was made, reveal-
ing tumor masses. Macroscopically the lesion was totally
removed. After surgery, the patient’s neurological con-
dition improved. Early postoperative rehabilitation was
implemented. Until the end of stay at the Department
of Neurosurgery, gradual regression of both lower limbs
paresis was observed.

In a histopathological examination, immunohisto-
chemical staining showed positivity for HMB45 and
Melan-A (Figure 1), which confirmed the diagnosis of
melanoma metastasis. On the 14" day after surgery the
patient was discharged from the clinic in a good general
condition, walking.

Figure 1. Immunohistochemical staining — positivity for
Melan-A (20x)
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Intramedullary malignant melanoma is extremely
rare [5-7]. In case of skin melanoma metastasis to the
spinal cord, prognosis is worse than for primary CNS
melanoma [8]. These tumors develop very fast and if
untreated cause death within on average 6 months to
12 months [9-11]. In this case, metastatic melanoma was
detected 15 years after the primary skin lesion resection.
Malignant melanomas metastasize quickly, which is why
until histopathological diagnosis, this tumor was not
considered in the initial diagnosis. In the case described
by Sun et al. [12], melanoma metastases were diagnosed
13 years after the primary lesion resection. This is the
longest period of time from the diagnosis of primary can-
cer to the occurrence of secondary lesions found in the
literature. However, that case was not an intramedullary
lesion but a L3—-L4 spinal canal extradural tumor.

Beyond the unusual time of secondary lesion occur-
rence in the described patient, the location of the pri-
mary lesion on the left forearm was also not indicative
of melanoma. In reference to the literature, in the vast
majority of spinal metastases cases, the primary lesion
is located within the trunk [13].

Melanoma is highly resistant to radiation [14], there-
fore, despite the high risk of spinal cord damage, the CNS
metastases treatment of choice is a surgical resection. Its
goal is to improve patient’s neurological state and func-
tional condition, reduce the pain and thus improve the
quality of life. In the presented case, surgical treatment
resulted in significant improvement of neurological and
functional status of the patient.

Confirmation of melanoma metastasis diagnosis is
based on histopathological examination of surgically re-
moved tumor mass. In immunohistochemical examina-
tion, melanoma is immunoreactive for HMB-45, S-100 and
Melan-A [15]. In the presented case, in addition to stan-
dard histopathological examination, performance of im-
munohistochemical analysis with the use of recommend-
ed HMB-45 and Melan-A antibodies, allowed to make the
final diagnosis of malignant melanoma metastasis.

Our report is unique in that, to the best of our knowl-
edge, it is the first case of a CNS secondary lesion that
occurred 15 years after the primary skin lesion resection.
In addition, the location of the primary tumor, i.e. the
left forearm, has been non-standard as for melanoma
metastasis.
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