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Abstract

We present the case of a 52-year-old man, with a history of malig-
nant melanoma, who presented with a testicular lump. Radical
orchidectomy confirmed a metastatic malignant melanoma. We
discuss salient features of this disease in the light of the published
literature.
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Case report

A 52-year-old man presented to our department with a
2-week history of pain and swelling in the left testis. Clinical
examination revealed hard irregular consistency of the whole
testis with slight tenderness. Ultrasonography confirmed
complete obliteration of the left testis by a mixed echogenic
lesion with areas of necrosis consistent with malignancy.
Testicular tumour markers were within normal range.

He had a history of cutaneous malignant melanoma
involving the left forearm and underwent wide local exci-
sion 2 years before his current presentation. Excision biop-
sy had confirmed a 2.1-mm Breslow thickness malignant
melanoma.

A left inguinal orchidectomy was performed. On histopa-
thology, the tumour had a multinodular appearance, com-
posed of atypical oval to spindle-shaped cells with several
mitotic figures, very focal intracytoplasmic melanin pigment
deposition and interspersed lymphocytes — these features con-
firmed the diagnosis of an amelanotic metastatic malignant
melanoma. The immunohistochemical profile further sup-
ported the diagnosis (Fig. 1). A staging computed tomography
(CT) scan postoperatively confirmed widespread bilateral pul-
monary nodules representative of metastatic disease (Fig. 2).

Our patient was referred to oncologists for chemotherapy;
they initially decided to have a period of observation with
interval CT scans. The patient re-presented 12 months later
with seizures. A CT scan had confirmed widespread cerebral
metastasis (Fig. 3). The patient required admission to the
intensive treatment unit and died soon afterwards.

Discussion

simulate primary testicular neoplasms. The most common
primary site has been reported to be the prostate gland, con-
tributing 35%" and 38%? of all primaries in 2 separate series.
Other common sites include the lung, colon and kidney.

Malignant melanoma metastasizing to the testis is among
the most aggressive and life-threatening tumours and are
usually found during autopsy.>* The incidence of cutane-
ous malignant melanoma as the primary site in metastatic
testicular tumours has been reported to vary between 9%’
and 41%.*

The most common presentation is a rapidly growing tes-
ticular mass.>®” Patients have also been reported to present
with melanospermia’” and with supraclavicular mass, the
biopsy of which had shown lymph node metastasis.®

The primary testicular tumour is known to be a disease
of young men in their 20s and 30s, but the presentation of
testicular metastasis of malignant melanoma varied widely
between 43 to 80 years.>® Despite the late presenting age,
it is of immense importance to exclude primary disease as
it is far more common than metastatic tumour. Unlike the
primary disease, serum testicular tumour markers were not
found to be elevated.>®” Although a definitive diagnosis
could only be established after histopathological analysis,
a careful history can help clinicians anticipate the diagnosis,
as most cases in the literature were known to have a history
of cutaneuos primary disease. No mechanism for melanoma
metastasis to testis has been established to date.’

The prognosis is reported to be very poor in these patients.
In most cases, the interval between orchidectomy and death
is reported to be less than 12 months.>¢7

Conclusion

Malignant melanoma metastasising to testis is a rare, but
aggressive, disease with a very poor prognosis and a very
high mortality rate within a short interval. We recommend
early intervention and oncological involvement in these
patients to improve survival.
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Fig. 2. Postoperative staging computed tomography scan demonstrating bilat-
eral pulmonary metastasis.
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Fig. 3. Cerebral metastasis demonstrated on computed tomography scan per-
formed 18 months postoperatively.
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