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Primary Melanoma of the Spinal Cord:
A Case Report
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ABSTRACT
Primary melanoma is an extremely rare tumour of the spinal cord.
We are reporting a case of primary melanoma of the spinal cord
in a 55-years-old male patient. Magnetic resonance imaging

showed an extradural intraspinal lesion opposite the L4 vertebral
body. The lesion was completely resected and a microscopic
diagnosis of melanoma was made. Thirty eight months later, the
patient is alive, with no evidence of any tumour recurrence.
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INTRODUCTION
Primary melanoma of the Central Nervous System (CNS) accounts for
only 1% of all the melanoma cases [1]. Primary malignant melanomas
of the spinal cord are extremely rare melanocytic tumours of the
CNS and only very few of such cases have been reported in the
literature [1]. The first case of primary spinal melanoma was reported
by Hirschberg in 1906. Most of the primary spinal melanomas are
intradural with or without extradural components; primary extradural
spinal melanomas are very rare lesions [2]. We are reporting a case
of a primary lumbar spinal extradural melanoma.

CASE REPORT
A 55-year-old male patient with a history of back pain, a weakness
in the lower extremities and with urinary and anal incontinences,
was admitted. His symptoms had progressively worsened to
paraplegia. The neurological signs were consistent with lower
spinal cord compression. A careful general physical examination
did not reveal any lymphadenopathy, organomegaly or cutaneous lesions. A Magnetic Resonance Imaging (MRI) scan revealed
an extradural intraspinal lesion opposite the L4 vertebral body,
which was widening the intervertebral foramen. A provisional
diagnosis of a neurofibroma was made. Intraoperatively, a bluish,
engorged, extradural, intraspinal lesion which measured 1 cm
was seen to arise in relation to the right L4 root. The lesion was
completely resected and it was sent for a histopathological
examination.

nuclear features. The Perl’s Prussian Blue stain was negative and it
excluded the haemosiderin pigment [Table/Fig-1E].

DISCUSSION
The present World Health Organiztion classification classifies pri
mary melanocytic lesions of the CNS into diffuse melanocytosis,
melanocytoma, meningeal melanomatosis and malignant mel
anoma. Among these lesions, primary malignant melanoma of
the CNS accounts for only 1% of all melanoma cases [1]. The
incidence of primary spinal melanoma is even rarer. According to
the Hayward classification [3], the diagnosis of primary spinal cord
melanoma is based on the absence of a melanoma outside the
CNS, the absence of this lesion at any other site in the CNS and a
histologic confirmation of melanoma.

A

Pathological Findings
Grossly, multiple black friable tissue bits were received. The
histological examination showed a spinal cord tissue with a tumour
which was composed of proliferating polygonal to spindle shaped
cells which had an abundant intra-cytoplasmic brown to black
pigment [Table/Fig-1A, B]. The tumour cells had vesicular nuclei
with prominent nucleoli [Table/Fig-1C]. The cells were arranged in
tight clusters and sheets. Numerous mitotic figures along with an
atypical mitosis were found [Table/Fig-1C]. Bizarre multinucleated
giant cells were seen focally. Areas of haemorrhage and necrosis
were also present. Masson’s Fontana stain for the melanin pigment
was positive [Table/Fig-1D]. A melanin bleach confirmed that
the intracytoplasmic pigment was melanin and it highlighted the
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[Table/Fig-1]: A: Pigmented mass lesion is seen adjacent to spinal
cord (H&E x 40). B: The tumour is composed of spindle to polygonal cell
having abundant intra- and extracellular melanin pigment (H&E x 100).
C: The tumour cells have vesicular chromatin, prominent nucleoli and
mitotic figures (H&E x 100). The melanin pigment stains positively with
Masson’s Fontana (MF) stain (D; H&E x 100) and is negative for Perl’s
Prussian Blue (PPB) stain (E; H&E x 100) but highlights intra-tumoural
haemosiderin
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Primary spinal melanoma presents as solitary pigmented lesions.
The tumour has an equal sex ratio and it occurs commonly in
the fifth decade of life, with an age range of 20 to 80 years [4].
It occurs most frequently in the thoracic segment (42.3%),
followed by its occurrence in the cervical (34.6%), thoracolumbar
(11.5%), cervicothoracic (7.7%) and the lumbar (3.8%) segments
[4]. Till date, only six extradural spinal melanomas have been
reported [5,6].
Melanoma is a malignant neoplasm which arises from melano
cytes, which are melanin producing cells that arise from the
neural crest during embryogenesis and migrate to the skin,
mucus membrane, and the CNS [7]. It has been hypothesized
that primary melanomas of the spinal cord arise either from the
leptomeningeal melanoblasts or from the neuroectodermal rest
cells [1,8].
MRI is the radiological method of choice in the diagnosis of spinal
cord melanoma. However, it is unable to distinguish it from other
spinal cord tumours [7]. The MRI findings of melanomas vary
considerably, depending upon the number of melanin-containing
cells and the presence or absence of haemorrhages [1,4]. The
characteristic signs of a melanoma on MRI is a hyperintense signal
in the T1 images and a hypointense signal in the T2 images.
The primary extradural spinal melanomas are extremely un
common tumours and they have to be differentiated from other
extradural lesions like meningiomas, schwannomas, meningeal
melanocytomas and vascular malformations such as cavernous
hemangiomas [5].

Ruchi Sinha et al., Primary Melanoma of the Spinal Cord

melanomas [9,10]. Complete surgical excision is the treatment
of choice and radiation therapy has been advocated in case of
subtotal resection [11].
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Although the survival rate for CNS melanomas are not exactly
known, they have better prognoses than those of cutaneous
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