http://jmscr.igmpublication.org/home/
ISSN (e)-2347-176x ISSN (p) 2455-0450

crossref DOI: https://dx.doi.org/10.18535/jmscr/v9i6.03

Journal Of Medical Science And Clinical Research

G M Publication

An Official Publication OF I1GM Publication

Acral Lentiginous Melanoma in a 56 year old female
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Abstract

Acral lentiginous melanoma present as darkly pigmented lesions over palms, soles and the nail. In Indian
subcontinent, melanoma is rare as compared to western world due to skin type and topographical
differences. The detailed clinical and histopathological examination helps to make early diagnosis and the
timely interventions can be done. We hereby describe a case of 56 year old female diagnosed as ALM after

a thorough workup.
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Introduction

Acral lentiginous melanoma (ALM), is a subtype
of cutaneous melanoma involving the acral
parts.!! It was first defined by Reed as pigmented
lesions occurring on the extremities.? Clinically,
it is characterized by irregular, black-brown,
darkly pigmented, hyperkeratotic flat or verrucous
lesions on the palms, soles of feet and the
subungual regions of the nail. The diagnosis of
ALM is challenging in the early stages of the
disease. Delay in diagnosis and the aggressive
nature can lead to poor patient outcome that
highlight the need for early screening and
detection.

Case Report
A 56 year old male presented with single painless,
non itchy, dark colored lesion on right foot which

he noticed 2 months ago and had increased in size
till last month. On examination on the lateral
border of planter aspect of right foot there was a
single, irregular black-brown plaque of size 4x3
cm approximately with superficial ulceration with
pigmented areas extending up to base of 5" toe.
The lymph node examination was normal Routine
investigations including complete hemogram,
LFTs, RFTs, were within normal limits.
Histopathological examination shows a
melanocytic proliferation at the dermoepidermal
junction and epidermis. The melanocytes are
arranged in nests and in solitary units within the
epidermis and upper part of dermis. Occasional
melanocytes can be seen in the lower epidermis.
The neoplasm reaches both edges of the specimen.
On the basis of clinical and histopathological
examination the diagnosis of acral lentiginous
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melanoma was made. Patient was referred to
surgery department where wide local excision was
done under general anesthesia with 1 cm margins
all around. Patient was followed up regularly
every 3 months.

. :
Figure 1. A single, irregular, dark brown-black

plaque with superficial ulceration on the lateral
border of right foot.

Discussion

Acral lentiginous melanoma (ALM) is an
uncommon subtype of cutaneous melanoma that is
characterized by pigmented lesions on palms,
soles, or subungual region of nail.®! It accounts
for approximately 5% of all melanomas.™
Melanomas usually occur on sun exposed areas
but unlike other types, the role of UV-B in
pathogenesis of ALM involving covered areas is
not clear.! However, studies suggest that trauma,
stress,  friction, maceration and previous
penetrative injury to the sole may contribute to the
melanomagenesis on the sole. Also, pre-existing
skin cancer and malignant tumor history have
significant association with ALM.® Study done
by Nagore et al. explained the role of tobacco
smoking in melanoma especially in the patients
who are over 60 years old."

Clinically, ALM presents as a irregular,
asymmetrical, brown-black, darkly pigmented
macule or patch, on palms, soles or subungual
areas of the nail. Ulceration is more commonly
seen in ALM as compared to other subtypes of
melanoma.!! ALM of the nail may present as
longitudinal melanonychia or hyperpigmentation
of nail folds, or hyponychium of the nail. It may

present as amelanotic lesion simulating a
pyogenic granuloma.

Histopathologically, the early stages of ALM may
show subtle changes with scattered atypical
melanocytes close to the basal layer. The radial
growth phase is characterized by lentiginous
proliferation of atypical melanocytes along the
basal layer.!) There may be extension of atypical
melanocytes along the sweat ducts into the
dermis. The vertical growth phase often contains
malignant melanocytes extending into the
papillary dermis, with dysplasia of spindle cells,
epidermal hyperplasia, and elongation of the rete
ridges.™*”!

Surgical excision remains the mainstay of
treatment for most patients with ALM as in our
case.

Treatment options for the advanced stage disease
include BRAF inhibitors alone or in combination
with MEK inhibitors such as vemurafenib and
cobemetinib.*Y Other treatment options include c-
KIT inhibitors like imatinib and cell death
regulators targeting anti-CTLA4 and anti-PD1
antibodies.™ We present this case of ALM to
highlight this rare variant of cutaneous melanoma.
In Indian subcontinent, melanoma is rare as
compared to western world due to skin type and
topographical  differences.  However acral
lentiginous melanoma is rare but reported from
this region. Early diagnosis and treatment of ALM
is necessary for better patient outcome.

Conclusion

The early diagnosis and treatment of ALM should
be a priority. Also, all suspicious darkly
pigmented lesions should be thoroughly
investigated and timely interventions should be
done for better patient outcomes.
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