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Case report of melanoma metastasizing
to the pancreas
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Summary: The differential diagnosis of solid pancreatic masses is notably problematic, given the broad spectrum of possible malignant and
benign etiologies. Metastases of other malignancies constitute less than 5% of pancreatic lesions, with metastases of melanoma being among
the least common. Melanoma is generally diagnosed via careful examination of the body surface. Exceptions to this include ocular and mucosal
forms, cases with spontaneous regression of the primary site, and cases missed because of insufficient physical examination. We present a case
of a symptomatic solid pancreatic mass, diagnosed by endosonography with fine needle aspiration biopsy, as a rare metastasis of malignant
melanoma. The primary skin tumor was thereafter detected after careful physical examination. Timely skin examinations could lead to earlier
diagnosis without the need for expensive and invasive procedures such as endosonography with fine needle aspiration biopsy. This case report
stresses the general importance of careful skin self-examinations and skin examinations by physicians, beginning with general practitioners. This
case also highlights the potential importance of performing a skin examination (an inexpensive and simple tool) when investigating pancreatic
masses, as metastatic melanoma should always be considered a possibility during differential diagnosis.
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Souhrn: Solidni loZiska pankreatu predstavuji diferencidlné diagnosticky problém s velkym mnozstvim malignich a benignich pficin. Metastazy
jinych malignit pfedstavuji méné nez 5 % pankreatickych 1ézi, z nichz metastazy melanomu patii mezi ty vzécnéjsi. Diagnéza maligniho
melanomu je nejcastéji stanovena vysetifenim povrchu téla. Vyjimky predstavuji o¢ni a slizni¢ni forma melanomu, pfipady se spontanni regresi
primarniho loziska a pfipady opomenuti loZiska pii nedostate¢né peclivém vysetieni. Predkladame pfipad pacientky se symptomatickym
loZiskem v hlavé pankreatu, které bylo diagnostikovano jako metastdza melanomu za pomoci endosonografie s tenkojehlovou aspiracni biopsii.
Nésledné peclivé fyzikaIni vysetieni odhalilo primérni lozisko melanomu na pravé pazi. V pfipadé, ze by vysetifovani zacalo peclivym fyzikalnim
vysetfenim, mohla byt diagnéza melanomu stanovena dfive, bez nutnosti pouziti nakladnych a invazivnich vysetfovacich modalit jako napf.
endosonografie s tenkojehlovou biopsii. Nase kazuistika tak poukazuje na dulezitost sebevysetfovani klize a vysetifovani klize |ékafem, pocinaje
praktiky. Vysetieni kiize by nemélo byt opomijeno ani v ramci diferencialni diagnostiky loZisek pankreatu, jelikoz metastdza maligniho melanomu
je jeji nedilnou soucasti.
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Introduction

A solid pancreatic mass can present a dif-
ferential diagnostic challenge, given the
broad spectrum of possible malignant
and benign etiologies [1]. Metastases of
other malignancies constitute less than
5% of pancreatic lesions [2]. Metastasis
to the pancreas has been reported to

occur from a variety of primary neo-
plasms, such as renal cell carcinoma,
lung, colon, ovary, breast, and many
others, including rare cases of metastatic
melanoma [3,4].

Melanoma represents a highly malig-
nant disease generally diagnosed through
careful examination of the body surface.

However, in some cases, the primary site
of melanoma is not detected and diag-
nosis results from evaluation of the
metastatic site after it becomes symp-
tomatic - including metastases to the
pancreas. The primary site can be either
truly undetectable or missed due to an
insufficient physical examination.
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Increasingly rapid advancements in
medicine have contributed to indis-
putable progress in our diagnostic and
therapeutic options. However, exces-
sive specialization and focus on separate
organs and/or organ systems may lead
to the loss of complex conceptualization
of the patient and to a marginalization
of the physical examination as an
important diagnostic tool. We present
a case of a symptomatic solid pancreatic
mass diagnosed as a rare metastasis of
malignant melanoma with the primary
tumour detectable in case of careful
physical examination.

Case report

A 71-year-old female with a history of
mild dyspepsia for several weeks was
examined by her general practitioner
for sudden onset of painless jaundice.
She was sent to the infectious diseases
department to exclude infectious
hepatitis, results of which were negative.
Abdominal sonography revealed di-
lated biliary tract and a possible mass
in the head of the pancreas. The patient
was then referred to the internal
medicine department for differential
diagnosis of obstructive jaundice. CT
scan verified a solid pancreatic mass
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Fig. 2. Linear EUS image of an ovoid solid hypoechogenic
mass in the pancreatic head, size 26 mm.
Obr. 2. Ovalné hypoechogenni solidni lozisko v hlavé

pankreatu o priméru 26 mm.
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Fig. 1. Axial contrast-enhanced CT image of an enlarged pancreatic head with

heterogeneously dense mass.

Obr. 1. AxidIni kontrastni CT snimek zvétSené hlavy pankreatu se smisené denznim

loziskem.

with adjacent malignant-appearing
lymph nodes (Fig. 1). CA19-9 was only
mildly elevated at 242 U/ml. As pan-
creatic adenocarcinoma was suspected,
the patient was then referred for con-
sultation with the oncology team of
a complex oncology centre. Lymph
nodes were not judged as clearly ma-

lignant and the patient was scheduled
for endosonography (EUS) with a fine
needle aspiration biopsy (FNAB) (Fig. 2
and 3) to verify the diagnosis and de-
termine resectability; and also for
endoscopic retrograde cholangio-
pancreatography with duodenobiliary
drainage.
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Fig. 3. Linear EUS image of FNAB - the aspiration needle

is clearly visible as an echogenic line.

Obr. 3. FNAB ze solidniho loziska hlavy pankreatu — aspiracni

jehla v lozisku je dobfe patrna jako echogenni pruh.
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At this point in her evaluation, the
patient presented to gastroenterology
to analyse the results with the possibility
of surgical treatment. The FNAB revealed
surprising results — malignant mela-
noma, most likely metastasizing (Fig. 4
and 5). A thorough skin examination
identified the primary site of melanoma -
a 10mm tumour on the right arm, with
already-enlarged lymph nodes in the
right axilla.

The patient was sent for further con-
sultation at an oncology centre specializ-
ing in the treatment of malignant me-
lanoma. Restaging yielded no evidence
of metastasis to the brain but revealed
significant progression of metastatic
involvement of the lymph nodes in
the abdominal cavity, with ascites and
painful metastases in the right axilla. Due
to poor health status and risk of further
decompensation, the patient was only
treated with palliative radiotherapy
focused on the right axilla and repeated
paracentesis of the ascites; chemother-
apy and immunotherapy were not
indicated. She is currently provided
with supportive hospice care following
radiotherapy.

Discussion
Solid pancreatic masses present an in-
herent differential diagnostic dilem-
ma [1]. A combination of cross-sectional
imaging methods and EUS with the
option of FNAB proves to be diagnos-
tic in most cases [5]. Pancreatic ade-
nocarcinoma represents most cases, less
than 5% are metastases. This potentiality
should always be considered, espe-
cially in patients with a history of
malignancy [2]. Imaging methods often
prove useful in the differential diagnosis
of metastasis vs. primary pancreatic can-
cer; however, there are no definitive
indicators for conclusively diagnosing
a pancreatic mass as a metastasis [6].
Similarly, EUS characteristics of me-
tastatic pancreatic lesions seem to dif-
fer from those of primary pancreatic
lesions. Lack of main pancreatic duct
dilatation and tissue atrophy, and well-
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toxylin and eosin stain. Hypercellular sheets of malignant cells with hyperchro-
matic nuclei and scant cytoplasm. The morphology of these cells is not typical
of a melanoma. Immunohistochemistry is required for a correct diagnosis.

Obr. 4. Biopsie pankreatu ziskana EUS-FNA, zvétSeno 200x, zakladni barveni
hematoxylin/eozin. Natéry malignich bunék s hyperchromatickymijadry a chu-
dou cytoplazmou. Morfologicky se nejedna o typické buriky melanomu, k ziskani
spravné diagndzy je nutné doplnit vysetfeni pomoci imunohistochemie.

(melanocytic differentiation marker) in 80% of malignant cells in pancreatic
biopsy obtained via EUS-FNA, magnification x200.

Obr. 5. Imunohistochemie —silna granularni cytoplazmaticka pozitivita HMB-45
(marker melanomové diferenciace bunék) v 80 % malignich bunék z biopsie pan-
kreatu, zvétseno 200x.

-defined margins are often attributed
to metastatic lesions rather than pan-
creatic cancer [3,7,8]. However, the
characteristics may differ between par-
ticular types of metastases and, there-
fore, cannot be considered clearly diag-
nostic, and obtaining tissue is usually
necessary. Thus, today the role of tis-
sue sampling during EUS (fine-needle
aspiration, fine-needle biopsy, tru-cut

biopsy) is irreplaceable [3,7,8]. EUS and
EUS-fine needle aspiration diagnostic
rates may be further improved by new
technologies, such as contrast-enhanced
EUS, elastography and needle confocal
laser endomicroscopy [9]. However, the
true impact of these methods needs to
be validated through further studies.
Renal cell carcinoma consistently
represents the most common primary




neoplasm, followed by lung, colon and
breast, according to some studies [4].
Cases of melanoma metastasizing to the
pancreas, such as in the case presented
here, are considered quite rare [2].

Malignant melanoma is a lethal disease
with generally unfavourable outcomes
and an increasing incidence [10]. The
most common form of melanoma is
cutaneous (> 90%), followed by ocular,
mucosal, and that of unknown primary
origin [11]. Malignant melanoma is
a tumour with a significant metastatic
potential. Distant organ metastases
predominantly form in the lungs, cent-
ral nervous system, liver, bones and
Gl tract [12]. Pancreatic involvement
(especially isolated) is considered quite
rare, however, metastases of melanoma
constitute 7% of secondary pancreatic
tumours by some authors [3]. The time
interval between the primary tumour
and pancreatic metastasis varies widely,
between 2 and 28 years [13]. Predo-
minant sites of metastases differ be-
tween types of melanoma. Pancreatic
metastases occur in less than 2% of
patients with visceral melanoma meta-
stases and the majority of them dispro-
portionately originate from primary
ocular melanoma [14].

In addition to oncology treatment,
a surgical resection represents a valid
option in cases of isolated pancreatic
metastases. Several retrospective studies
have suggested increased survival fol-
lowing complete resection of the
metastasis [15]. Patients with metastases
of renal cell carcinoma seem to have
a more favourable prognosis than
patients operated on for metastases of
a different origin [16—18]. The prognosis
of patients with pancreatic metastases
of malignant melanoma is variable
and unpredictable, and there is very
little literature on long-term results
of pancreatic resection for metastatic
melanoma. Some authors suggest only
palliative relief of symptoms, while
others document the potential benefit
of longer survival [19-22]. Some studies
of patients with pancreatic metastatic

melanoma with complete and incom-
plete resection indicate a median
survival time of 24 and 8 months with
a 5-year survival rate of 37 and 0% resp.,
suggesting that complete resection can
improve survival rates [13,23].

In some cases, however, the primary site
of melanoma is not detectable. In such
cases, diagnosis occurs via examination
of the metastatic site after it becomes
symptomatic. The primary site can be
either truly undetectable by examination
of the body surface (ocular or mucosal
melanoma, spontaneous regression of
the primary tumour [24]) or missed due
to an insufficient physical examination.
In the case of pancreatic metastasis of
melanoma, it may be appropriate to rule
outits ocular form since it seems to spread
to the pancreas more commonly [25].

Significant advancements in the field
have generated great progress in our
diagnostic and therapeutic options.
However, excessive specialization and
focus on separate organs and/or organ
systems may lead to the loss of complex
conceptualization of the patient and
marginalization of the physical exam-
ination as a diagnostic tool. Our case
report highlights the continued import-
ance of careful physical examination,
including careful skin self-examination
and examination by the physician. This
inexpensive and simple tool can also
play a surprising role in the assessment
of pancreatic masses, given the potential
for metastatic melanoma as a diagnostic
consideration. In our case, timely skin
examination (ideally during the initial visit
with the general practitioner) could lead
to earlier diagnosis of melanoma without
the need for expensive and invasive
procedures such as EUS with FNAB.
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