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Amelanotic malignant melanoma
in an acral location

L. Matusiak, A. Bieniek, Z. Wozniak, and J. C. Szepietowski

We present the case of a 74-year-old white female admitted to the Department of Dermatology because
of a tumor in the IV-V interdigital area of her right foot. A crimson, dome-shaped tumor with a granular,
spongy surface (diameter 4 cm) had developed over a period of about 3 months. The biopsy, stained with
H and E, revealed an anaplastic malignant tumor. Additional immunochemical staining with Melan A
allowed us to make the final diagnosis: amelanotic malignant melanoma (MM). The melanoma was re-
moved by amputation of digits IV and V, with partial removal of the metatarsal bones (Clark degree 5,
Breslow thickness 9 mm). Sentinel node biopsy was done using Tc99; it revealed no neoplastic alteration.
The patient is still under oncological observation.
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Introduction

Approximately 160,000 people (79,000 males and
81,000 females) worldwide were diagnosed with mela-
noma in 2002, of which about 80% occurred predomi-
nantly in Caucasians. On a global scale, malignant mela-
noma (MM) was the 16th (in males) and the 15th (in
females) most commonly diagnosed cancer. About one
quarter of people affected with MM worldwide died of
the disease (1).

Melanomas located on unusual areas are detected
early less frequently. Acral melanomas are often misdi-
agnosed compared to other anatomic sites (2). The mis-
diagnosis and delay in diagnosis are statistically associ-
ated with a poor prognosis. It is notable that about half

of the incorrect diagnoses concerned amelanotic MM.
Frequent misdiagnoses include a wart, callus, fungal dis-
order, foreign body granuloma, crusted lesion, sweat
gland infection, blister, non-healing wound, mole, kera-
toacanthoma, subungual hematoma, onychomycosis, or
ingrown toenail (2, 3).

Case report

A 74-year-old white female was admitted to our de-
partment due to a tumor of the IV-V interdigital area of
the right foot. A crimson, dome-shaped tumor with a
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Figure 3. Amelanotic malignant melanoma
(Melan A (syn. MART-1)) 400×; highly visible
positive reaction for this immunohistochemical
stain; description in the text.
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granular, spongy surface and a barely visible ulceration
had grown in about 3 months. On admission, the diam-
eter of the tumor was 4 cm (Fig. 1.). The surrounding
epidermis showed slight maceration. The peripheral
lymph nodes were not enlarged. There was no weight
loss during the previous 3 months. An undifferentiated,
atypical squamous cell carcinoma was first diagnosed.

Biopsies were taken from three sites for histopatho-
logical examination. The standard hematoxylin and eosin
stain showed an anaplastic malignant tumor with partially
necrotic areas of tissue and an ulcerated surface. There
were nests of cells with expressed atypia: anisocytosis,
anisonucleosis, and heterochromasia, often with big “pre-
dominating” nucleoli. The remaining fusiform or dendritic
cells were mostly oval with a more or less bright cyto-
plasm. No brown pigment was observed in the cytoplasm
of the tumor cells. The mitotic rate was below 1 mitosis in
a high-power field (final zoom at 400×) (Fig. 2). Additional
positive staining with Melan A (MART-1) and negative EMA
and Ck-19 allowed us to make the diagnosis of amelanotic
MM (Fig. 3).

Routine laboratory examinations revealed no sig-

nificant abnormalities. Erythrocytes, white blood cells
and blood platelet count, blood smear, blood coagula-
tion, urine examination, serum glucose level, electro-
lytes, and liver tests and kidney function tests were
within the normal range or negative. X-ray examination
of the chest showed no significant abnormalities. Ultra-
sonography of the abdomen revealed no changes to
the pancreas, kidneys, or urinary tract or vessels, ex-
cept for steatosis of the liver. There were no enlarged
lymph nodes.

The MM was removed by the amputation of digits
IV and V and a partial ablation of the metatarsal bones.
The post-operative histology confirmed the total exci-
sion of the tumor. The diagnosis was nodular MM with
ulceration and a predominance of epithelioid-type cells.
The tumor thickness was 9 mm, corresponding to level
T4 of the Breslow scale. The infiltration reached into
subcutaneous tissue, confirming Clark Level V. A few
days after the surgery, a sentinel node biopsy was car-
ried out. Using the Tc99 isotope and a gamma camera,
the right inguinal sentinel node was excised. The histol-
ogy revealed no neoplastic cells. The postoperative
wound healed without complications. The patient still
remains under oncological observation.

Discussion

Acral melanoma encompasses all the major clinico-
phatological subtypes of melanoma, including the nodu-
lar type, whose frequency in the location discussed is
assessed at 15% (4–8). The development of malignant
melanoma in acral areas is not frequent in Caucasians.
In a study by Kuchelmeister et al. (9) approximately 7%
of patients with cutaneous melanoma had tumors lo-

Figure 1.
The tumor;
description
in the text.

Figure 2. Amelanotic malignant melanoma
(typical stain with hematoxylin and eosin); a.
HE 100×, b. HE 200×, c. HE 400×; description in
the text



74      Acta Dermatoven APA Vol 17, 2008, No 2

cated on acral sites. Acral melanoma is a more common
type of melanoma in darker -skinned people (10, 11).

The frequency of amelanotic MM is assessed at less
than 10% of all MM cases (12–14). It is noteworthy that
almost all non-pigmented melanomas presented as ul-
cerated nodules, of nodular type or acral-lentiginous MM
with a nodular component (8). Such findings, as well as
our case, strongly suggest that the vertical growth oc-
curring in plantar melanoma may inhibit the melanin
synthesis. The ulceration may result from the rapid tu-

mor growth, provoking the excessive proliferation of
immature cells (1, 12).

In cases with atypical histopathology it may be diffi-
cult to differentiate amelanotic MM from other imma-
ture tumors. In such cases immunohistochemistry should
be applied: S-100 protein, Melan A, and HMB-45 (1), as
in our case.

In conclusion, a case of amelanotic MM that caused
diagnostic difficulties is presented. We point to immu-
nochemistry as the decisive examination.
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