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Primary malignant melanoma of the central nervous system is
an extremely rare neoplasm and accounts for approximately 1%
of all melanoma cases. The occurrence of this lesion in the spinal
cord is even rarer.1-3 Magnetic resonance imaging features of
melanoma are determinated by the degree of pigment melanin
and the presence of acute or chronic hemorrhage and can be
easily misdiagnosed with other central nervous system tumors.2,3
The pathologic examination is critical for proper diagnosis. We
report case of primary spinal melanoma.

CASE REPORT
A 76-year-old man presented with a two month history of

progressively worsening bilateral sciatica and weakness in the
lower extremities, which failed to respond to medical treatment.
Neurological examination revealed a 3/5 muscle power in the
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lower extremities and all deep tendon reflexes were increased
with positive Babinski sign. The sensation of both legs was
impaired. There was bladder dysfunction. 

Magnetic resonance (MR) imaging revealed well defined
intramedullary mass arising of the conus medullaris at the level
T12 vertebrae. The tumor was hyperintensive on T1-weighted
images and hypointensive on T2-weighted images. The spinal
cord was slightly swollen adjacent to the upper border of the
mass and showing signs of syringomyelia at the T9-T11 level
(Figures 1A, 1B).

The patient underwent T11-T12 laminectomy in the prone
position. We found subdural well encapsulated black tumor mass
which was attached to the conus medullaris. The tumor invaded
the central canal of the spinal cord (Figure 2). Unfortunately,
because the tumor invaded the central canal we could not

Figure 1: A) Sagittal T2-weighted image showing at the T12 level a well-defined lesion of conus medularis, which is somehow
hypointense compared with the spinal cord, B) Axial T2-weighted images demonstrate the intramedullary position of the tumor.
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remove all tumor tissue. The postoperative period was
uneventful.  

A search for the primary melanoma site outside of the central
nervous system was performed with all results negative. The
patient refused radiation therapy and chemotherapy. The patient
is still alive three years and six months after surgery and he does
not have any significant neurological deficit. 

On histopathological examination, the morphology of tumor
cells revealed highly cellular tumor with extensive intracellular
pigmentation (Figure 3). Immunohistochemical reactions for
S100 and HMB-45 showed large areas of immunoreactivity.
Based on these findings, a primary spinal melanoma of conus
medullaris was diagnosticated.  

DISCUSSION
Primary spinal melanoma is a very rare clinical entity,

occurring most often in the middle or lower thoracic cord in the
middle age group and affecting both sexes equally.2,3 There are
two possible theories that explain the origin of the primary spinal
melanoma. The first theory explains that these cells arise from
melanoblasts accompanying the pial sheets of vascular bundles,
and the second theory explains that these cells arise from
neuroectodermal rest cells during embryogenesis.1,2,4 To
establish the diagnosis of primary spinal melanoma of the central
nervous system according to Hayward criteria, it is necessary to
rule out melanoma outside or inside of the central nervous
system with histopathology confirmation of melanoma.2

The method of choice in the diagnosis of spinal cord
melanoma is magnetic resonance imaging. 

Distinction of spinal lesion based on morphologic or signal
intensity at magnetic resonance is difficult.5 Spinal cord
melanoma present with slightly increased intensity on T1-
weighted images relative to that of the spinal cord, and the same
or lower signal intensity on T2-weighted images. The tumor can
show slightly increased signal after intravenous administration
of a gadolinium contrast. The free paramagnetic radical from
melanin and paramagnetic products from hemorrhages alter MR

signal which can easily lead to erroneous diagnoses. Primary
spinal malignant melanoma can be misdiagnosed as
intramedullary ependymoma or hemorrhagic lesions.1,4,5 In our
case, the appearance of the lesion on magnetic resonance images
was misdiagnosed for intramedullary ependymoma.

The treatment of intramedullary malignant melanoma is
difficult, and the best treatment is surgical excision of lesion
when this is possible. Radiation therapy is recommended after
surgery, and chemotherapy is also a possible treatment after
surgery and postoperative radiation therapy.3,4 Mean survival
time among patients who underwent surgical excision, alone or
with additional treatment, is six years and seven months.2,3,6
Diagnosis of primary spinal malignant melanoma must be
considered when magnetic resonance images show well
circumscribed lesion with paramagnetic signal properties. It is
also important to stress that primary spinal melanoma has a
better prognosis than the same lesion with metastatic origin. 
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Figure 2: Intraoperative picture of black colored encapsulated tumor
mass that is attached to the conus medullaris.

Figure 3: Hematoxylin and eosin stain section of the tumor showing
tumor cells with moderate cytoplasm and vesicular nuclei containing
black granular pigment (magnification, x 200)
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