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Primary malignant melanoma usually originates in the
skin but can arise rarely from other tissue including the
leptomeninges."' The central nervous system also may
be involved by metastatic malignant melanoma and is
in fact the third most common site for secondary
melanoma deposits. Intracranial metastasis is often
diffuse and may involve both parenchyma and
leptomeninges.”” Primary and secondary malignant
tumors are rarely seen in the cerebellopontine angle
(CPA), and metastasis of malignant melanoma to the
CPA is uncommon." In this article, we report a case of
metastatic melanoma of the CPA with symptoms of
dizziness, imbalance, and unilateral hearing loss in a
patient who had had cutaneous disease 25 years earlier.

CASE REPORT

A 68-year-old woman was referred to the
otolaryngology clinic complaining of unilateral hearing
loss and tinnitus of 4 months’ duration and dizziness and
imbalance of 2 weeks’ duration. She had a history of a
raised pigmented lesion excised from the right calf 25
years earlier; this proved to be a malignant melanoma.
Ten years later, there was a recurrence in the right groin,
and block dissection of locoregional metastasis of the
inguinal lymph nodes was performed. Within the year
prior to the present episode, she developed another
cutaneous lesion over the right knee. Histologic
examination again confirmed the diagnosis of malignant
melanoma.

Examination on presentation revealed a profound
left-sided hearing
rombergism, and minimal right-sided past pointing. The
patient had no facial weakness or other evidence of

sensorineural loss, positive

cranial nerve involvement. She had firm red skin lesions
on her left arm and right knee. On audiometry, there was
a total hearing loss on the left side and a high-tone
sensorineural loss on the right. Magnetic resonance
imaging (MRI) revealed a mass in the left CPA
measuring 5 x 4 cm in diameter extending into the
internal auditory canal. It compressed the left cerebellar
hemisphere and caused distortion of the fourth ventricle
(Figures 1 and 2). The appearances on T2-weighted
imaging suggested the presence of multiple areas of
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hemorrhage into the tumor, and both T2 and TI1
sequences with contrast indicated areas of possible

melanin accumulation.

Figure 1: Axial T2-weighted fast spin echo image demon-
strating a heterogeneous mass in the left CP angle cistern
and adjoining IAM. The lesion is causing effacement and
some lateral displacement of the fourth ventricle. There
are multiple fluid sedimentation levels within the lesion
indicating areas of likely haemorrhage. Multiple areas of
marked hypointensity are also seen most likely repre-
senting areas of melanin.

Figure 2: Axial post-contrast T1-weighted spin echo
image demonstrating areas of both confluent and ring
enhancement (no pre-contrast scans were performed).
Some of the apparent areas of enhancement could also
reflect sub-acute blood or melanin.

Debulking and partial resection were recommended
for relief of brain stem compression and to confirm the
histologic diagnosis, and this was carried out via the
translabyrinthine approach under general anaesthesia.
The tumor was fragile and very haemorrhagic. It was
adherent to and invading the dura. Pathologic analysis
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of frozen sections were consistent with melanoma. After
an initial good recovery, the patient experienced a
sudden drop in her level of conciousness, and a
posterior fossa bleed was supected. We reoperated for
hemostasis, but she failed to recover and died 3 days
after the repeat surgery.

Formal histologic examination of the skin and
intracranial tumors showed the typical appearance of
malignant melanoma with abundant eosinophilic
cytoplasm, large nuclei, eosinophilic chromatin, and
prominent nucleoli (Figure 3). The tumor cells were
positive for melan A with S100 and focally positive for
HMB-45 (Figure 4).

Figure 3: Metastatic malignant melanoma from cerebello-
pontine angle. H and E x 200. The tumour cells are large
and show characteristic features of melanoma cells
—namely abundant eosinophilic cytoplasm, large nuclei,
eosinophilic chromatin and prominent nucleoli

DISCUSSION

Malignant melanoma of the CPA is rare. Whinney
and collegues and Kan and collegues both describe
cases of primary tumors, although Kan’s patient seemed
to have a tumor that arose from the region of the jugular
bulb, and it was thought preoperatively to be a jugular
foramen meningioma'". Both Kan and Whinney’s
patients underwent surgical removal of the tumors, and
at the time of reporting 12 and 18 months after surgery,
repectively, they were alive and tumor free.

Figure 4: Tumour cells stain positive for Melan A (left) and
focally positive for HMB 45 (right)

Malignant melanoma is the third most common
source of central nervous system metastasis after breast
and bronchus, but deposits in the CPA have been only
rarely reported. The first case of metastatic malignant
tumor of the CPA, from a primary oropharyngeal
epithelioma, was reported by Cornil and colleagues in
1934, and there have been very few reports since then.”
In a series of 1354 cases of CPA tumors reported by
Brackmann and colleagues in 1982, only 0.2% were
found to be metastases.” In our own unpublished series
of more 2000 CPA tumors seen during a 28-year period,
only 2 patients with pure CPA metastasis have been
seen. In addition to the case reported in this paper, there
was another case of secondary deposit in the intrameatal
facial nerve from a primary breast carcinoma, which
was recently reported.” Secondary deposits in the
temporal bone with involvement of the facial nerve and
extension into the CPA are, of course, less uncommon.”™
Malignant melanoma metastasizes to the CPA by
hematogenous seeding, and because of this process,
early neurovascular invasion and extension occur and
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result in sensorineural hearing loss, tinnitus, and
vertigo.”'” Arriaga and colleagues, reporting the
experience of the House Ear Clinic, describe 3 cases of
unilateral secondary CPA melanoma. They point out
several features that should make one suspect the
diagnosis—short history of deafness, facial paralysis,
lower cranial nerve
combined with a previous history of surgery to remove
a skin lesion that may have been many years in the

involvment, and headache,

past."" Solitary CPA metastasis from malignant
melanoma also has been reported by Kingdom and
colleagues."” Their patient also presented with a short
history of audiovestibular symptoms and facial paralysis
with a history of excision of a cutaneous melanoma 4
years previously. These authors make the point that the
initial hematogenous deposit is likely to be within the
internal auditory canal, with subsequent rapid extension
into the CPA. Van Wiltenburg et al report two
interesting cases of CPA metastasis from orbital
melanoma, one which occurred 16 years after
enucleation of the eye “”. The patient reported in our
paper had a short history of 4 months’ hearing loss and
imbalance but no facial nerve involvement. Most
remarkable was the very long interval from the initial
skin lesion—25 years—although there had been other
recurrences in the meantime. No other cases of
unilateral CPA metastasis from malignant melanoma
appear in the literature.

Interestingly, there are several cases of bilateral CPA
metastasis from malignant melanoma. In the very sparse
literature on the subject, bilateral involvement is
reported by Lee and Weber, Shinogami and colleagues,

Delerue and colleagues, and Tu and colleagues."*""

The MRI characteristics of metastatic malignant
melanoma are reported as hyperintensity on T1
sequencing and hypointensity on T2 sequencing,"” but
in our case, the tumor was hyperintense in T1 and
heterogenous in T2. The striking features were the
presence of multiple fluid levels suggesting hemorrhage
into the substance of the tumor seen on T2 imaging and
the ringlike enhancement on the T1 sequences with
contrast. Intralesional hemorrhage in intracranial
metastatic malignant melanoma was well described and
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illustrated by Puca and colleagues, and these authors
point out that malignant melanoma is the second most
common cause of neoplastic intracranial hemorrhage

after chorioncarcinoma."”

The histologic appearances of our patient’s tumor

were quite typical, with cellular and nuclear
pleomorphism, eosinophilic cytoplasm and chromatin,
and prominent nucleoli, best seen on hematoxylin and
eosion staining. In addition, the strongly positive
reaction on melan A and HMB-45 confirmed the
diagnosis. The latter is a melanoma marker employing
mouse monoclonal antibody. No reaction is observed
with intradermal naevi, normal adult melanocytes, or

nonmelanocytic cells.

Koh and colleagues state that metastasis delayed by
more than 10 years from primary diagnosis is rare,"” but
with the increasing incidence of cutaneous malignant
melanoma, physicians may begin to see more cases of
late recurrence. Crowley and Seigler point out that a 10-
year disease-free period following treatment of a
primary malignant melanoma cannot be considered a
cure.”™ Nevertheless, intracerebral metastasis more than
10 years after the initial diagnosis is quite exceptional .
The pathogenesis of late metastasis is not clear, but the
role of sex hormones, the thickness of the primary tumor
(Clark level IV and V), and the biologic and
immunologic behavior of silent malignant melanoma
cells have been said to be important factors,"”*'although

this remains an area of some debate.
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