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Abstract

Acral lentiginous melanoma (ALM) is a clinicopathologic variant of malignant melanoma
of the skin. It occurs in the acral or peripheral parts of the limb, on the plantar or palmar surfaces
of the hands and feet, or the subungual areas of the fingers or toes. ALM is histologically and
clinically distinct from other types of melanoma like nodular melanoma (NM), superficial
spreading melanoma (SSM), and Lentigo maligna melanoma (LMM). We report 3 cases of acral
lentiginous melanoma 2 of which showed good prognosis after surgical excision.

Introduction

Acral lentiginous melanoma accounts for about 2%to03% of all melanomas. Overall
incidence of melanoma is less in dark skinned individuals but ALM has higher incidence in dark
races than other types of melanoma. It is associated with a worse prognosis than cutaneous
malignant melanoma overall. Hispanic whites and Asian Pacific Islanders have worse survival
rates than other groups. Factors such as increased tumor thickness and more advanced stage at
presentation are the most likely explanations. As this tumor involves functional parts, the
surgical margins are be compromised which may be responsible for the recurrences. Hence early
diagnosis and surgical excision is the key in the management.

Cases report

Three males of which two aged 65 years and one aged 46 years presented with complaints
of asymptomatic black colored lesion on the soles in the first two cases and on the right great toe
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in the third case, since 3 months, 9 yrs and 2 yrs respectively. There was history of trauma to the
sole with glass particle in the first case while the other two cases did not give history of any
trauma prior to the appearance of the lesion. All of them did not take any treatment in the past.
There was no history of irradiation to the local part or history of chronic arsenic ingestion.

Cutaneous examination in the first case revealed hyperpigmented plaque of 3 X 2 cm. with
nodular surface, satellite lesions and surrounding freckles (Fig 1). Single firm, mobile, tender left
inguinal lymph node measuring 1.5 X 1.5 cm was present.

Fig 1: Multiple black nodular lesions associated with patch with uneven pigmentation
& irregular border Multiple hyperpigmented freckles

Second case revealed single, 4x2 cm, linear, hyperpigmented, plaque with raised edge,
irregular surface, overlying erosions and crusting (Fig 2).
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Fig 2: Single, 4x2 cm, linear, hyperpigmented, plaque with irregular surface,
erosions and crusting with raised edge

Examination of third case revealed single hyperpigmented plaque 4x2 cm on periungual
and subungual area with partial destruction of nail plate and positive Hutchison’s sign (Fig 3).
Surprisingly lymph node involvement was absent in both second and third case in spite of longer
duration of tumor.
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Fig 3: Lesion localized to right big toe in the form of black colored plaque over
periungual and subungual area with partial destruction of the nail plate

Laboratory and biochemical investigations of all the three patients did not reveal any
abnormality. Radiological investigations failed to reveal metastasis to any organ in the body.

X- Ray of local parts did not show involvement of underlying bone.

Skin biopsy from the hyperpigmented nodule and plaques confirmed the diagnosis of acral
lentiginous melanoma. First case revealed compact hyperkeratosis with diffuse infiltration of
dermis with atypical rounded and spindle shaped cells with focal pigmentary incontinence (Fig 4
& 5) while second case and third cases revealed lateral spread of atypical melanocytes (Fig 6 &
7). Staging of melanoma is mentioned in (Table 1).
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Fig 4: 100X, H & E: Case 1
Well Compact hyperkeratosis with diffuse infiltration of dermis with atypical cells
with focal melanin deposition.

Fig 5: 400 X, H & E:
Case 1: Spindle shaped & rounded tumor cells seen with uniform cytological atypia
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Fig 6: 100X, H& E:
Case 2: Lateral spread of atypical melanocytes along the basal layers and in the
dermis
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Fig 7: 400 X, H & E:
Case 2: Lateral spread of atypical melanocytes at the basal layer.

Table 1: Staging of melanoma
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First patient underwent surgical excision with 1 cm margin and inguinal lymph node block
dissection (Fig 8, 9, & 10) while the third patient underwent right great toe wide excision with
interphalangeal joint disarticulation and reconstruction with posterior flap (Fig 11).
Unfortunately second patient lost to follow up.

Pre Operative Post Operative

Fig 8: Case 1: Surgical excision with 1 cm margin

Fig 9: Case 1: Excised tumor with 1 cm margin
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Fig 10: Case 1: Inguinal Lymph node dissection

Pre Operative Post Operative

Fig 11: Case 3: right great toe wide excision with interphalangeal joint disarticulation and
reconstruction with posterior flap

Discussion

In 1976, Reed [1] first described ALM as pigmented lesions on the extremities, particularly
on plantar regions, like the palms of the hands and soles of the feet, which are characterized by a
lentiginous (radial) growth phase evolving over months or years to a dermal (vertical) invasive
stage. It accounts for about 2 to 3 % of all melanomas [2,3]. The overall incidence of cutaneous
malignant melanoma (CMM) in darker skinned individuals is low compared with whites;
however, ALM makes up a much higher proportion of CMM in darker skinned individuals (i.e.
blacks, Asians, and Hispanics).

Arrington et al [4] were the first to note that this type of melanoma was the most common
expression of melanoma in blacks and those patients with ALM had a very poor prognosis. In
Reed’s study, patients with ALM had a mean 3-year survival rate of 11%. The poor survival rate
of these patients may have been due in part to delays in diagnosis [1].

Page 9 of 11
http://www.edoj.org.eg



Egyptian Dermatology Online Journal Vol. 7 No 2:10, December 2011

Bradford [5] et al conducted a survey through population based registry over a period of 20
years and found distinct features of ALM compared to CMM. In their study overall incidence of
ALM was very low compared to other types of CMM i.e. 1.8 per 1000000 person-years without
any sex predilection. The proportion of ALM among all melanoma subtypes was greatest in
people of dark races. The mean age at diagnosis for ALM was 62.8 years, compared with 58.5
years for CMM overall. In their study lower extremity was most commonly involved than upper
extremity for ALM while for CMM trunk was the most common site followed by upper and
lower extremities. Comparing the tumor thickness overall, CMMs were thinner than ALLMs, with
70.0% of CMMs diagnosed at 0.01 to 1.00 mm. In contrast, for ALMs, only 41.3% were
diagnosed at 0.01 to 1.00 mm, and 37.0% were diagnosed at thicker than 2.00mm. Tumor
thickness was greater (2 mm) in men than Women with ALM. Approximately 37.8% of ALMs
were stage I, in contrast to 67.5% of CMMs. Darker races showed 50 % of patients in the stage
III than the white races. Overall, patients with ALM had lower 5 and 10-year melanoma- specific
survival than for CMM. For ALM 10-year survival rates at 0.01 to 1.00 mm and 2.01 to 4.00mm
were significantly lower than respective CMM 10-year survival rates.

Clinical management of melanoma begins with an accurate diagnosis. A suspicious lesion
should be biopsied as the early diagnosis and management also improves prognosis. A 1-3 mm
margin of normal skin is taken if the wound can be closed primarily. Wider margins should be
avoided to permit accurate subsequent lymphatic mapping. If removal of the entire lesion creates
too large a defect, then punch biopsy or excision of a representative segment of the lesion is
recommended. Once a diagnosis of melanoma is made, the biopsy scar and any remains of the
lesion need to be removed to eradicate any remaining tumor. [6]

Histopathology of the ALM shows hyperkeratosis, marked acanthosis and a proliferation of
atypical melanocytes along the bases and sides of rete ridges in a lentiginous pattern. The large
atypical melanocytes shoe large irregular nuclei, prominent nucleoli and the cytoplasm is filled
with melanin granules. In invasive tumors, the melanocytes in dermis are spindle shaped and
associated with sclerotic stroma. Nests of atypical melanocytes can be seen at the junction or
individual melanocytes can be seen above basal layer up to stratum corneum.

The size of the surgical margins depends on the tumor thickness. For in situ lesions a 0.5- to
1 cm margin of normal skin is adequate for cure. Thin melanomas (<1 mm) require a 1 cm
margin to prevent local recurrence; lesions between 1.01 and 2 mm should have a margin of 1-2
cm. For lesions between 2.01 and 4 mm, a 2 cm margin is recommended. Extending the resection
beyond 2 cm does not appear to decrease local recurrence rates. Melanoma of fingers and toes
requires digital amputation. [7,8]

The surrounding tissue should be removed down to the superficial fascia to remove all
lymphatic channels. If the deep fascia is not involved by the tumor, removing it does not affect
recurrence or survival rates. Generally, the wounds should be closed primarily. Larger tissue
defects may be closed with local rotational/advancement skin flaps or a skin graft [9].

Regional lymph nodes metastasis is a poor prognostic sign. All clinically positive lymph
nodes should be removed by regional nodal dissection unless unrespectable distant metastases
are present. Therapeutic lymph node dissection includes a superficial inguinal
lymphadenectomy. The deep (iliac and obturator) nodes should be removed in the presence of
clinical or radiographic evidence of deep node involvement or if there are more than three
positive superficial nodes or when Cloquet’s node is positive [10,11,12,13].
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