Leser-Trélat sign in metastatic melanoma to pleura
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DESCRIPTION

Metastatic melanoma is an uncommon and aggres-
sive form of cutaneous neoplasm, presenting a very
high mortality rate. The presentation with pleural
metastasis and pleural effusion is extremely rare,
with about 5% of cases.'”

The Leser-Trélat sign is considered a paraneo-
plastic cutaneous marker of internal malignancy.
Here, we describe a case of pleural effusion
presenting as an first manifestation of metastatic
malignant melanoma in association with Leser-
Trélat signal.*®

A 71-year-old non-smoking woman, with a
history of diabetes mellitus type 2, arterial hyper-
tension and ischaemic cardiomyopathy with
moderate left ventricular dysfunction and coro-
nary disease.

She was admitted to our hospital due to progres-
sive worsening dyspnea with a week of evolution,
with right thoracalgia of pleuritic characteristics
and easy fatigue. She referred a rapidly evolving
appearance in the last 3 months of hyperchromic
lesions on the right posterior thoracic region,
pruritic, which were increasing in number and
size, and a right axillary lymphadenopathy.

On admission to the emergency department, she
was polypneic with signs of respiratory distress,
tachycardic, normotensive and afebrile. Chest

Clinical presentation of multiple seborrheic
keratoses on the right posterior thoracic region.

Figure 1

Figure 2 Chest CT showing bilateral axillary
lymphadenopathies, occlusion of the lumen of the bronchi
to the right lower lobe and middle lobe and a large
pleural effusion on the right side.

auscultation revealed absence of breath sounds in
the right hemithorax. No signs of digital clubbing
were found. Dermatological examination revealed
maculopapular lesions of violet-brown colour on
right posterior thoracic region, grouped in plates,
pruritic, at different evolution stages, diagnosed as
seborrheic keratosis (figure 1).

Blood test showed high C reactive protein
(129 mg/dL, normal: <2.9mg/dL), leucocytosis
13800%10°/L, negative biological markers for
myocardial necrosis, high brain-type natriuretic
peptide 2678 pg/mL (normal: 500 pg/mL). Other
laboratory data were unremarkable.

Arterial blood gas analysis showed severe hypox-
aemic respiratory insufficiency.

ECG showed sinus rhythm, with infra-ST in
precordial leads and T-wave inversion in V6.

Chest radiography revealed a large right-sided
pleural effusion. A chest, abdominal and pelvic
CT revealed bilateral axillary lymphadenopathies,
occlusion of the lumen of the bronchi to the right
lower lobe and middle lobe and a large pleural
effusion on the right side (figure 2), without other
alterations.

Non-invasive ventilation and medical therapy
were initiated, although with slow and gradual
improvement of the patient's respiratory status.

She was submitted to diagnostic and evacua-
tion thoracentesis, with drainage of 1500mL of
serum-haematic pleural fluid. Pleural fluid anal-
ysis revealed an exudate with 59% lymphocytes,
glucose 233 mg/dL, lactate dehydrogenase 226 U/L
and total protein 4.1 g/dL. Cytology of pleural fluid
was negative for neoplastic cells.

Flexible bronchoscopy showed a slight
extrinsic compression of the right lower lobe, in
basal segments, probably related to pleural effu-
sion, with no other endobronchial changes. The
cytology of bronchial aspirate was negative for
neoplastic cells.

Pleural biopsy was performed, with histolog-
ical examination showing a malignant neoplasia
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composed of epithelioid cells, with diffuse expression of Melano-
cyte Inducing Transcription Factor (MiTF).

Biopsy of the right axillary lymph node with immunohistochem-
ical study revealed a differentiated malignant neoplasm compatible
with malignant melanoma.

Based on the above findings, the patient was diagnosed with
malignant melanoma with pleural metastasis associated with
Leser-Trélat signal.

The patient’s medical condition rapidly declined and she ulti-
mately succumbed to death before initiation of any therapy.

Learning points

» Our case underlines the importance to consider metastatic
melanoma in differential diagnosis, especially in dark
effusion.

» Metastatic pleural melanoma is rare and the association with
Leser-Trélat sign is even rarer, and a high index of suspicion
in these cases is crucial for rapid diagnosis and prompt
treatment, in order to avoid an unfavourable outcome.
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