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Case Report

Acral Nodular Melanoma Presenting With Rapid Progression
Sunil Vitthalrao Jagtap, Shoaib Khoja, Sonam Billawaria, Teh Shin Richard Chou, Swati Sunil Jagtap

Department of Pathology, Surgery, Physiology, Krishna Institute of Medical Sciences Karad, Maharashtra, India

Abstract
Melanoma is a malignant tumor that is derived from melanocytes of the skin and other sites. Melanoma accounts for 1% to 3% of 
all malignancies and 1% to 2% of all cancer deaths worldwide. We are presenting a case of a 42-year-old female who presented to the 
surgery department with a growth over the right heel since 18 months, with a history of trauma to the site. The lesion showed rapid 
progression with a large mass and secondary skin ulceration and sloughing. A PET scan showed an enhancing lesion on the right 
heel measuring 11 mm in thickness. There was no evidence of any systemic organ or any lymph node metastasis. Surgical excision and 
reconstruction on the part of the heel by a local flap with sural graft with split-thickness skin grafting was done. The excised growth 
was sent for histopathology. The histopathological diagnosis of nodular melanoma (NM) of the heel was given. We are presenting this 
case for its clinical, histopathological, and surgical management.
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IntroductIon
Melanoma is a malignant tumor that is derived from 
melanocytes of the skin and other sites. The incidence 
of melanoma is increasing faster than any other cancer 
in the world. Melanoma accounts for 1% to 3% of all 
malignancies and 1% to 2% of all cancer deaths worldwide. 
An NM of the foot is a relatively uncommon. The term 
“acral” defines the location, which is of the extremities, 
namely the skin of the hands and feet, including the 
nail unit. Melanoma arising on the foot carries a poor 
prognosis when compared with melanoma arising at other 
body sites.[1]

case report
We present the case of a 42-year-old female who was 
evaluated at Krishna Institute of Medical Sciences in 
Karad for a malignant melanoma (MM) of the heel. The 
patient was without any family history of cancer. She 
presented with a growth over the right heel since 10 months, 
with a history of trauma to the site. She was apparently 
alright and had a history of trauma, after which there was 
a small lesion that kept on increasing to a size of 10  × 
10 cm; it exhibited asymmetry, border irregularities, color 
heterogeneity, and elevation. The patient recalled that 

over the preceding 18-month period, the lesion increased 
in size, was ulcerated, painful, and bleeding. There was no 
significant family history. Systemic examination revealed 
no evidence of any disease or metastasis. On radiological 
evaluation, x-ray and PET scan showed an enhancing 
lesion on the right heel measuring 11 mm in thickness. 
There was no evidence of any systemic organ or any lymph 
node metastasis. There was no evidence of any abnormal 
hypermetabolic elsewhere in the body [Figures 1–4].

Surgical excision and reconstruction on the part of the 
heel by local flaps was done with a sural graft with split-
thickness skin grafting [Figure 5A–D].

Gross: We received a specimen labeled as right heel 
melanoma totally measuring 7 × 6 × 3 cm. The external 
surface showed a large mass measuring 5.5 × 4.5 × 1.5 cm. 
The external surface of the mass showed multiple, large, 
ulcerated areas with exudative slough. The cut section 
showed a nodular, blackish area with hemorrhage 
[Figure 6A–C].

Head1=Head2=Head1=Head2/Head1
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Figure 1: X-ray showing increased soft tissue density at right heel A/P, and lateral view

Figure 2: PET scan showed enhancing lesion on right heel measuring 11 mm in thickness. There is an evidence of abnormal hypermetabolic.
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Microscopy showed MM with prominent nodular growth 
and a vertical component of the invasion of the tumor. 
A tumor cell with heavy melanin pigmentation was noted 
[Figure 7A–D].

Histological cell type: Epitheloid cells, level of invasion 
(Clarkes Method)—Stage IV (Invasion of reticular 
dermis). There was lymphovascular invasion. A  few 
microscopic satellitosis were noted. We reported this as 
NM of the heel.

dIscussIon
MM is a highly aggressive tumor of melanocytic origin. 
Foot and ankle lesions comprise 3–15% of all cutaneous 

MMs.[2] Predicting the survival and recurrence in localized 
melanoma requires a multivariate approach.[3]

Clinically, when small, nodular lesions with recurrence 
are noted, other soft tissue lesions such as nodular facitis, 
neurofibroma, and low-grade fibromyxoid sarcoma 
should be look for.[4] Melanoma of the foot is frequently 
misdiagnosed, especially when lesions are small, amelanotic, 
and within the nail unit. Melanomas in acral locations 
account for only around 1–7% of all cutaneous melanomas 
in Caucasians, but they are significantly higher in Asians.[5]

NM is characterized by a prominent vertical component 
to the invasion of the tumor when viewed under the 
microscope.

Figure 3: PET scan showing enhancing lesion on right heel. Arrow showing the evidence of abnormal hypermetabolic
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Clinically, the most common symptoms are change in 
the size of  the lesion, bleeding change in color, and 
change in lesion form to becoming raised, irregular, 
and nodular. The duration of  lesions before diagnosis 
is relatively short, ranging from a few months to two 
years. In our case, the tumor rapidly increased in size 
with secondary changes.

As per histological features, melanoma is of various 
subtypes: superficial spreading melanoma (SSM), 
NM, lentigo malignant melanoma (LMM), and acral 
lentiginous melanoma (ALM).[6-8]

Among these, the NM is the second most common subtype 
of melanoma, accounting for approximately 15–30% 
of all melanomas. The duration of lesions shows rapid 
evolution. It may takes over several weeks to months. Most 
of the time, it can be de novo, rather than in a preexisting 
nevus. It typically presents as a dark blue–black or blue–
red raised lesion; however, 5% are amelanotic.

The diagnosis of MM requires several factors to be 
evaluated. These are location of the lesion, histological 
type of melanoma, presence of ulceration, infiltration 
of vessels, tumor thickness, tumor lymphocytic invasion, 

Figure 5: (A) Preoperative, (B) intraoperative, (C) postoperative, and (D) follow-up images of acral melanoma

Figure 4: PET scan showed enhancing lesion on right heel.
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surgical resection margins, mitotic count etc. In addition, 
the presence of necrosis, regression, and tumor growth 
along nerves should be commented on.

The lymph node status is an important factor for prognosis. 
The number of metastatic nodes, the total number of 
resected nodes, and perinodal spill of tumor should be 
properly mentioned in the report. The pathologic report 
should include the Breslow thickness, ulceration, Clark 
level, surgical margins, a satellitosis, and regression. 
It is well known that a high tumor thickness (Breslow 
depth), the histological ulceration state of the primary 
melanoma, and increased mitotic rate are associated with 
a poorer prognosis.[9] Early recognition and diagnosis can 
significantly improve prognosis.

The immunohistochemistry for S-100 protein, HMB-45, and 
Melan-A are useful immunomarkers to identify melanocytes 
and characterize melanomas.[10] Evidence of tumors in 
regional lymph nodes is a poor prognostic sign. The overall 

melanoma accounts for less than 5% of skin cancer cases. 
However, it causes more than 75% of skin cancer deaths.

Foot melanoma is often treatable in the early stages. NM 
has a poor prognosis because of its vertical growth pattern 
and it tends to be thick when diagnosed. It often carries a 
poor prognosis related to its significant tumor volume and 
early distant metastasis.

In our case, clinically it was stage I  melanoma. The 
treatment given was wide excision surgery to remove 
the tumor, as well as a margin of normal skin around 
it. Reconstruction on the part of the heel by local flaps 
was done with sural graft with split-thickness skin 
grafting. The patient was followed for six months, and 
there was no evidence of any recurrence or metastasis. 
She was advised long-term follow-up. The surgical 
excision and reconstruction on the part of the foot by 
local flaps are usually used in the distal third of the foot. 
Adjuvant chemotherapy and radiation therapy may also 

Figure 6: (A) Gross specimen of excised right heel lesion, (B) tumor deep surgical margin, (C) tumor with ulcerative nodular growth with heavy 
blackish pigmentation, and (D) cut section showing nodular brownish black tumor
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be considered in patients with stage IIB–III melanoma, 
because they have a high risk of recurrence.[11]

conclusIon

MM with a prominent nodular growth presented at the 
acral site showed rapid progression. We are presenting 
this case for its clinical, histopathological, and surgical 
management.
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