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Abstract: Here we describe a rare case of a 48-year-old woman with a previous history of malignant
melanoma (pT2a pathological stage, IB clinical stage) occurring about five years previously. She
complained of abdominal pain and pelvic discomfort, diagnosed as a consequence of a bilateral
ovarian solid masses completely occupying the recto-uterine space. She underwent laparotomy
surgery with total hysterectomy and bilateral salpingo-oophorectomy. Gross examination of the
excised material revealed an unusual grey-black bilateral ovarian tumor; a histopathological diagnosis
of ovarian bilateral metastatic melanoma was made. Imaging study (CT/MRI) did not reveal
metastasis in other zones of the body. Melanoma metastasis usually affects the skin, liver, brain
and lungs, and rarely gynecological localizations. On the other hand, most bilateral ovarian tumors
are comprised of serous carcinoma, mature teratoma and gastrointestinal carcinoma metastasis.
Exceptionally, primary ovarian melanoma may arise in mature ovarian cystic teratomas.
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A 48-year-old woman was referred to our hospital with a previous history of melanoma
occurring about five years previously (2015). At the time, she underwent surgery with a
wide excision of a skin lesion (3 × 2.5 cm) in the left lumbar region, which had developed
a few months earlier. It was a malignant cutaneous epithelioid cell melanoma, with a
Breslow thickness of 1.5 mm (pT2a) with free surgical resection margins and a negative
sentinel lymph node biopsy. About two years later (2017) she developed satellitosis within
2 cm of the former surgical excision in the region of the left flank. From this point on, the
patient entered clinical stage III and, according to guidelines, adjuvant chemotherapy with
Dacarbazine was started.

She underwent left axillary lymphadenectomy which showed metastases in 3 lymph
nodes.

After a further three years (2020), she complained of abdominal pain and pelvic
discomfort. She had ascites and bilateral ovarian solid masses completely occupying
the recto-uterine space. Magnetic resonance imaging (MRI) and whole-body computed
tomography (CT) revealed only enlarged pelvic lymph nodes. In addition, the patient was
subjected to PET 5FDG which indicated pelvic uptake. Among tumor markers, Cancer
Antigen 125 (CA125) was 247 IU/L while levels of carcinoembryonic antigen (CEA), alpha
feto-protein (AFP) and human chorionic gonadotrophin (beta HCG) were normal. At this
point, a differential diagnosis was made between a primary neoplastic lesion of the ovary or
a repetition of melanoma. The absence of elevated tumor markers appeared very strange.

She underwent laparotomy surgery with total hysterectomy and bilateral salpingo-
oophorectomy, omentectomy and peritoneal biopsies. Gross examination of the excised
material revealed a grey-black bilateral ovarian tumor, with largest diameters of 4.5 cm
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(right ovary, Figure 1A) and 7.3 cm (left ovary, Figure 1B), and they weighed 170 g and 210 g
respectively. The external surface was smooth and intact. The cut surface showed tumoral
mass with necrotic hemorrhagic foci, and the remnant of normal ovarian parenchyma
was barely visible (Figure 1, *). The uterus appeared normal. There were no peritoneal
nodular locations in infracolic-omentum and on the peritoneal surface. Histology and
immunohistochemistry showed epithelioid cells, with occasional nuclear pseudoinclusion
and strongly pigmented [Figure 2A,B]. The cells were positive for Melan-A, HMB-45, S-100,
and had no staining for cytokeratin and inhibin. Therefore, a diagnosis of ovarian bilateral
metastatic melanoma was made. Molecular analyses were performed if paraffin tissue
sections of both the primary lesion and the secondary metastatic ovarian lesion and the
BRAFV600E mutation were found in last sample.

As a result, the patient underwent immunotherapy with Ipilimumab and Nivolumab,
and no progression of the disease was observed at a follow-up 6 months later.

Melanoma usually affects the skin, mucosal membrane and ocular choroids with
frequent sites of metastasis being the skin, brain and lungs, and rarely gynecological
localizations. These are mostly endometrials [1,2]. Secondary breast involvement remains
exceptional [3]. Rare cases of ovarian metastases of malignant melanoma have been
reported in the Literature [3–7]. The distinction between a primary ovarian malignant
melanoma from a metastatic tumor must be made. Unilateral metastatic ovarian malignant
melanomas are more common than primary ovarian malignant melanomas [1,2].

For example, in a study of 20 cases [8] of metastatic ovarian melanoma, 12 patients
had a history of cutaneous melanoma, and more than half died shortly after the diagnosis
of systemic disease. On the other hand, a bilateral localization to the ovaries of melanoma
has also been described [9] in a patient with an occult primary lesion. This makes it
particularly important to adequately reconstruct the clinical history. Moreover, primary
ovarian melanoma may arise in mature ovarian cystic teratomas [6,10,11]. Available data
suggest that prognosis of metastatic ovary malignant melanoma is pejorative (5% 5 year
survival) [2,3]. The diagnosis of certainty is histological and immunohistochemical, with a
typical expression of melanocytic markers [5].

In this brief report we have described a rare case of bilateral ovarian metastasis in a
woman who, a few years earlier, had been diagnosed with primary cutaneous melanoma.
Although it is established that melanoma can metastasize in any part of the body, metastases
of the female genital tract are not a frequent occurrence, even less so when bilateral ovarian.
It is important to keep in mind the possibility that a previous neoplasm may recur even
after a few years and to keep in mind the polymorphic spectrum that melanoma is able
to express.
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Figure 1. Gross examination of metastatic ovaries (right, A and left, B), almost completely replaced by a localization of
melanotic melanoma which occupies almost the entire organ and which has undergone necrotic cystic cavitation inside it.
Asterisk (*) indicates remaining healthy ovarian parenchyma.
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Figure 1. Gross examination of metastatic ovaries (right, A and left, B), almost completely replaced by a localization of 
melanotic melanoma which occupies almost the entire organ and which has undergone necrotic cystic cavitation inside it. 
Asterisk (*) indicates remaining healthy ovarian parenchyma. 

 
Figure 2. The neoplastic lesion was characterized by a heterogeneous distribution of melanic deposits (Hematoxylin-Eosin, 
(A): original magnification 40×). At higher magnification, the neoplastic cells showed a typical epithelioid morphology 
(Hematoxylin-Eosin, (B): 200×). 
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