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Melanoma is considered in Iraq as an important 
malignancy due to its increased incidence 

during the last decade, and its occurrence at an earlier 
age group. Compared to Europe and the United 
States, the mean age of occurrence was 53 years 
versus 46 years in Iraq, which is probably due to 
environmental causes.1,2  Melanoma occurs in all age 
groups (mean age of 38 years), it arise anywhere in 
the skin anywhere in the body.3,4 The lower legs are 
the most common site in women, and in the back for 
men. In most studies the incidence of melanoma is 
doubling every 6-10 years.5-7 Most current staging 
system divides melanoma into 3 clinical stages: 
localized disease (stage I), regional metastases (stage 
II), and distant metastases (stage III).8-10 Under the new 
staging system the Breslow and Clark microstaging 
method categories divided melanoma into 5 staging 
levels according to the depth of penetration, which is 
important from the prognostic point of view.11,12

The aim of this study was to ascertain other non-
classical routes of spread in malignant melanoma by 
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implantation, probably by direct prolonged contact 
with unhealthy skin far from the primary lesion.

Case Report.  We report a 68-year-old female 
patient referred to Erbil Teaching Hospital, Erbil, 
North of Iraq on September 15, 2005 with a large 
ulcerative lesion on the upper part of the thigh of 12 
months duration. A solitary satellite nodule of the 
skin over the anterior abdominal wall was observed 
in direct contact with the primary lesion. This satellite 
nodule appeared 6 month after the primary lesion. No 
other lesions of the skin were detected. The patient 
had a pendulous abdomen due to multiparty (site 
of continuous friction, moisture and superimposed 
fungal infection).

Physical examination revealed a well built elderly 
anemic woman with an ulcerative lesion of the upper 
thigh measuring 10 × 8 cm, and a black nodule on the 
skin of the anterior abdominal wall at the site of contact 
with primary lesion of 6 months duration (Figure 
1). Clinical investigation revealed the following; 
hemoglobin of 8.6 gm/dl (normal range (NR): 11-15 
gm/dl), and erythrocyte sedimentation rate of 98 mm/

We report a 68-year-old female patient referred to the Surgical Department of Erbil Teaching Hospital (university 
hospital), Erbil, Iraq with the diagnosis of malignant melanoma of the right upper thigh of one-year duration. Six months 
after primary lesion, she developed a satellite skin nodule of malignant melanoma over the unhealthy skin of the anterior 
abdominal wall in direct contact with the primary lesion. She also had a pendulous abdominal wall. This kind of spread of 
melanoma is unusual, and of non-classical route. We also discussed herein, similar cases admitted to our hospital.
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hour (NR: <20 mm/hour), biochemical study was 
normal including liver function tests (LFT), which 
is an appropriate screening test for occult metastasis 
disease. Clinical and radiological examination of 
the chest was normal, as well as results of computed 
tomography scanning, ultrasonography, and magnetic 
resonance imaging of the abdomen, with no evidence 
of intracranial metastases. 

Incisional biopsy from the primary lesion showed 
junctional nevus with malignant transformation 
involving all layers of the epidermis, whereas  
excisional biopsy of the satellite lesion showed a  
malignant melanoma in skin with the characteristic 
of acinar grouping of cells (Figure 2) without 
involvement of the nearby lymphatic vessels.

Discussion. Cancer Registration Center in Mousl 
(Nuclear Medical Hospital), to which most of cancer 
patients were referred to for chemoradiotherapy 
showed that the annual incidence of malignant 
melanoma in the North of Iraq including Mousl, Erbil, 
Dohuk, and Sulymania  governorates (6.5 million 
populations) before 1991 was 2 per 100,000 and by 
2002 the incidence had risen to 6 per 100,000.13

Ulceration in melanoma is an important histologic 
feature that reflects a more biologically aggressive 
tumor, and is best diagnosed as a disruption of the 
epithelium overlying the melanomas as seen on 
microscopic slides.14-16 Although skin metastases is 
common in malignant melanoma, we exclude all cases 
where the secondary skin lesions were far from the 
site of the primary lesions, and all cases with distant 
and multiple metastases, considering its spread was 
through the lymphatic vessels and blood streams.

Ninety-three cases with malignant melanoma 
referred to our hospital between years 1999 and 2002.   

Thirty one lesions were arising in the lower limb, 24 
cases were female patients and 7 male.  Eight of them 
had lesions in the upper most part of the thigh and half 
of them had satellite nodules over the site of contact 
with the skin of the anterior abdominal wall. Twenty 
eight patients with melanoma of the upper limb, 18 
females and 10 male. Seven patients with primary 
lesions in the uppermost medial part of the arm 
(lateral axillary wall), 3 of them with satellite lesions 
in the medial wall of the axilla (in direct contact  to 
the   primary lesion ) with no palpable axillary nodes.
The incidence of satellite implantation in malignant 
melanoma in a total number of 93patients was 7 cases 
(7.6%) in the areas were the skin is indirect contact 
with the primary lesions, and the appearance of 
these nodules were ranged between 6 month and 18 
month from the diagnosis of primary tumors, which 
indicate that they need along time of contact before 
its appearance. From our observations on 93 patients 
with malignant melanoma, we found that in the areas 
of contact of unhealthy skin with the primary lesions 
of malignant melanoma probably there is a good 
chance for satellite implantation of malignant cells to 
the unhealthy opposite skin due to continuous friction, 
abrasion, moisture and usually super imposed fugal 
infection probably creates a good culture media for 
growth to be implanted, as well as other factors such 
as immunocompromised patients all these factors 
plays an important role in this implantation, which 
is probably another route of melanoma spread beside 
through the  lymphatic vessels and blood stream .

In conclusion, this study hoped to guide healthcare 
professionals, oncologist, and cancer specialist for open 
discussion with pathologists, cancer epidemiologist, 
and oncologist surgeons. Further studies, extensive 
investigations, and probably experimental studies are 

Figure 1 - Malignant melanoma in the upper thigh with satellite nodule 
on the skin of anterior abdominal wall.

Figure 2 - Malignant melanoma in skin showing characteristic of 
acinar grouping of cells 275. (Biopsy from skin of the 
anterior abdominal wall in contact with the primary lesion 
of the thigh).  
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needed to clear out these facts, and answer questions 
related to this route of metastasis.
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