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INTRODUCTION: 
Melanoma arises from melanocytes, which reside between the strata 
spinosum and basale. Aetiopathogenesisis is commonly related to U-V 

[1][2] [3] [4]radiation ,immunedeciency ,genetic predisposition , etc.

[5]Legs are most commonly affected in women, and, the back, in men . 
[5]Around 25% arise from pre-existing moles . Spread occurs through 

lymphatics and blood, with, occasionally, characteristic in-transit 
lymphatic metastases. Survival rates decrease signicantly with 

[6] [3]advancement of disease  and surgery is the mainstay of treatment .

Case presentation: 
Our patient, a poor, 40-year old male, labourer, presented with 
complaints of two, dark-colored progressive, painless swellings, with 
some darkish surface discharge, in the right upper limb, developing 
over a period of 3 months. The lesions appeared spontaneously and 
were initially small, nodular, and blackish-brown in colour. The rst 
appeared on the dorsum of the hand and the second appeared a month 
later, on the dorso-lateral side of the upper forearm. On questioning, he 
said that he had had, a pigmented skin lesion near the tip of his right 
middle nger, with a small, but non-healing ulcer, on it, for 1 year, 
following an injury to the nger-tip. There were no complaints of 
fever, other lumps, loss of body weight or other constitutional 
symptoms.

Fig 1: 2 lumps at right hand
Examination revealed a pigmented scar at the tip of right middle nger. 
2 lumps were observed at the sites mentioned(Fig. 1). The distal lump, 
around 4cm in diameter, extended from the dorsum of the right third 
web space, proximally on to the dorsum of the hand. The other was 
around 5cm distal to the lateral condyle, around 8cm by 5cm in 
dimension. The lumps were variegated, with cystic and rm areas, 
irregularly pigmented, with black and brown areas, with patchy skin 

exfoliation. Clinically, there was no gross fascial/muscular 
involvement. During the hospital stay, one of the cystic areas in one of 
the nodules ruptured, with a blackish serous discharge. One right 
epitrochlear lymph node was palpable(>1cm)and multiple right 
axillary lymph nodes too, were palpable in the lateral and central 
groups. There was local oedema and deformity of the hand and ngers.
A new lesion had appeared on the ventral surface of right upper 
forearm after admission; it was a 2 by 1cm plaque, with an appearance 
similar to the previous lesions.

MRI of right upper limb revealed subcutaneous lesions at the sites 
mentioned, showing intermediate signal intensity on T1W settings and 
mild heterogenous signal hyper-intensity on T2W/STIR settings. 
Visualized bones, muscles and vascular structures were grossly 
normal, and the impression was of a soft-tissue neoplasm. FNAC (Fig. 
2) and Core-needle biopsy from the lesion reported “many isolated, 
small, clusters of pleomorphic spindle to oval cells, with hyper-
chromatic nuclei, prominent nucleoli, with scanty cytoplasm and both 
intra and extra cellular pigments (?melanin). This was suggestive of 
melanoma and was conrmed by incisional biopsy. CT of the abdomen 
and thorax revealed no malignant spread. Routine reports were normal, 
barring mild anaemia.

Fig 2: FNAC from the swellings
The patient had been reviewed by Dept. of Radiotherapy and, 
amputation, followed by chemotherapy, was suggested. Though fore-
quarter amputation of right upper limb was considered, on refusal of 
consent by the patient, this was restricted to an above-elbow 
amputation, with right axillary dissection. The procedure went off 
uneventfully but the appearance of multiple axillary lymph nodes 
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ABSTRACT
Though Melanoma is a relatively common cancer world-wide, it is much less common in India, in terms of relative incidence, amongst cancers. 
Aggressiveness of this lesion is manifested by early spread to lymph nodes, and sometimes (less commonly), usually small, in-transit metastases, 
between the original lesion and the regional lymph nodes. We report a case of Melanoma in a 40 year old male, with upper limb melanoma and very 
large, striking in-transit metastases.
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UV= ultra violet, MRI= Magnetic Resonance Imaging, FNAC= Fine Needle Aspiration Cytology, CT= Computed Tomography.
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which had become absolutely black due to involvement by melanoma, 
was remarkable.(Fig.3).  

Fig 3: Striking appearance of axillary nodes
The patient recovered without any immediate complications. 
Postoperative histopathology revealed Clark Level 5, involvement in 
both lesions, with high mitotic count and lympho-vascular invasion; 
nodal involvement was conrmed.

DISCUSSION: 
Melanoma is a rare skin cancer, compared to Squamous Cell and Basal 

[7][8]Cell Carcinomas, particularly in India .Other possible differentials 
include Soft tissue Sarcomas, Pigmented Schwannoma, Clear cell 
Sarcoma, Lymphangiomyoma, Neurobroma, etc. While, both blood-
borne and lymphatic metastases are common, in-transit nodules 
between the primary lesion and the draining regional lymph-nodes are 
characteristic, and attest to the aggressiveness of the disease. As a pre-

[1]existing mole is the site of the disease in up to 25% cases , the 
possibility of early lesions being missed or ignored, is obviously 
signicant, particularly in dark-skinned individuals. Our, unfortunate 
patient, initially ignored the lesion, thinking it to be bruising due to 
coincidental trauma.

Though characteristic, the incidence of in-transit metastases in 
[9]melanoma, is only 4% to 6% .These are considered as distinct from 

satellite lesions which are those lying close to the primary lesion(2-
[10]3cm ). Further most lesions are small, being less than 2cm in diameter 

[11] In-transit lesions, indicate poorer prognosis and also complicate 
[9]surgical planning . Our patient had remarkably bulky, striking, in-

transit lesions.

[9]Lymph-node involvement also heralds poorer prognosis  and our 
patient had signicant nodal involvement (6/26 nodes showed 
deposits)

CONCLUSION: 
Melanomas are relatively less common, but more lethal form of skin 
cancer, in our country. Lack of awareness, the high frequency of benign 
moles, and naturally dark skin, in the population, may all combine to 
delay early diagnosis. In-transit nodules should be a good pointer to an 
alert primary-care clinician, but indicate an already advanced disease. 
The intent of presenting this case is to share images of very uncommon 
but characteristic, in-transit lesions and the dramatic appearance of 
involved nodes.
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