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Abstract 

Lung is one of the most common site of metastasis in patients with malignant 
melanoma. We report a 64 year old man, who was submitted to our hospital. He 
complained of increasing intensity of shortage of breath, cough, and loss of weight 
within the last weeks. Serum analysis was normal. X-ray and CT images displayed a 
circumscribed density in the lower left lung, suspicious for lung cancer. Bronchoscopy 
and biopsy indicated a non differentiated malignancy which could not be further 
classified. Excision of the lower left lobe and of mediastinal lymph nodes was 
performed. The post surgical definite histological diagnosis revealed an amelanocytic 
epithelioid melanoma (positive for HMB-45, S-100). Pathologists, pulmonologists and 
thoracic surgeons should be aware of different cell types of intrapulmonary 
malignancies although primary lung cancer contributes to the outstanding majority of 
large and solid lung lesions.  
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Introduction 
 
Melanoma accounts to one of the most common malignancies in women and in men. 
Its world-wide incidence has gained to place no 6 in women and no 5 in man [1, 2]. 
Patients with metastasizing malignant melanoma present with a poor prognosis in 
general. In 1999, approximately 7,300 patients died of metastasizing malignant 
melanoma in the USA [6]. The median survival rates of all patients varied from 6 to 15 
months [3, 4, 5]; that of patients undergoing a resection of metastases lived for 18 – 40 
months (median survival), i.e. considerably longer [7, 8, 9, 10, 11], and only 7.9 % of 
patients presenting with intra-pulmonary metastases lived for five years or longer [12]. 
The statistics of the Amecican Cancer Society report that melanoma contribute to 5% 
of all malignancies [13], and amelanocytic melanomas, which exhibit rare or even no 
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melanin pigment, to only 7% of all melanomas [14, 15]. Metastases are not necessarily 
at the same degree pigmented or amlenanocytic when compared to their cutaneous 
origin. Thus, metastases of an amelanocytic melanoma are a rare and sometimes 
difficult to diagnose malignancy and a challenge for diagnosis and treatment as well. 
 
Case report: 
 
This 64 years old man had not visited a physician since at least 20 years. He 
complained of shortness of breath, cough, loss of weight, and sweating. The intensity 
of his symptoms increased in the last weeks. He was a heavy smoker for at least 25 
years and consumed 30 cigarettes / day (90 packyears). 
Serum and blood examinations were in the normal range. A dense and circumscribed 
mass of the lower left lung were detected by X-ray and CT-scans (Figures 1, 2). 
 
 
 
 

                                                                  
 
Figure 1 (left): X-ray showing a central shadow in the left lung with elevated 
diaphragm. 
Figure 2 (right): CT showing a circumscribed central located density, suspicious for lung 
cancer. 
 
 
 
A bronchoscopy was performed. Representative tissue that would permit a defifnite 
diagnosis could not be taken from. Therefore, the patient underwent lobectomy with 
medistinal lymph node dissection. 
The excised tissue displayed with a whitish cut surface, and asolid mass of  increased 
consistency. It measures 8,0 × 5,7 x 7 cm in maximum diameter. (Figure 3). 
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Figure 3: Excised tumor with hemorrhages, necrotic areas, multiple growth centers, 
and distinct intra-pulmonary boundary. 
 
 
 
 
 
 
 
Microscopy (Biopsy number 286-295/2015) of the tumor and lung parenchyma  
revealed an extended tumor mass composed of epithelioid  cells with pleomorphic 
nuclei and abundant cytoplasm, necrotic areas  and hemorrhage clustered around the 
blood vessels, some palisading, and scattered inflammatory infiltrates (HE stain). These 
findings excluded a common lung carcinoma and can be considered suggestive for 
metastasis. 
Immunohistochemistry findings: Cytokeratine  CK7 negative, Vimentin, HMB-45 and S-
100 positive. Melanin pigment could not be noted. Molecular biology investigations 
revealed a BRAF V600E mutation. 
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(×10, HE) 
 

(×40 HE) 
Figures 4, 5: Both figures show necrotic hemorrhages, some palisading grouped around 
necrotic vessels, densely packed epithelioid tumor cells with broad nuclear variance, 
scattered lymphocytes. 
 
 
 
The postoperative definite diagnosis of a metastasis of an amelanocytic melanoma is 
based upon the palisading structures, hemorrhage and necrotic areas, and, most 
characteristic the expression of HMB-45, S-100 as well as the BRAF V600 mutation. 
The thorough search for the underlying primary was not successful. No suspicious 
lesion such as a melanocytic nevus, etc. could be detected. However, as scar in the left 
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shoulder was noted. The patient explained that a skin lesion has been removed years 
ago. This lesion has not been microscopically examined, and its diagnosis remains 
unclear. The patient refused a post surgical treatment with Vemurafenib. Until today, 
ten months after surgery, he is in good condition and doing well. No indication for 
additional tumor lesions. 
  
 
Discussion: 
Melanoma is a common skin neoplasm, and less than 5% derive in organs other than 
skin, for example brain or lung. Melanoma that are detected in the lungs are nearly 
always metastases, and only a few primary lesions have been reported [11, 16, 17]. 
Pigmented melanomas usually pose no diagnostic difficulties in contrast to their 
amelanocytic counterparts, that can be mistaken for a broad variety of soft tissue 
tumors. 
The diagnosis becomes even more challenging when the primary lesion remains 
unclear and the neoplasm is partly or completely undifferentiated.   
The prognosis of patients with a metastatic melanoma is poor, even though new trials 
of a targeted therapy are under investigations. 
 
In conclusion, we want to draw attention to pathologists, clinicians, and surgeons that 
rare diseases should always to be taken into consideration, and that a definite 
diagnosis is crucial to exactly classify a malignant disease, especially to initiating the 
most effective and promising therapy, such as targeted therapy.. 
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