
Volume 70, No.3: 2018 Siriraj Medical Journalwww.smj.si.mahidol.ac.th 254

Case Report SMJ

Chaiyong Nualyong, M.D.*, Varat Woranisarakul, M.D.*, Ngoentra Tantranont, M.D.**, Ekkarin 
Chotikawanich, M.D.*, Santosh Shrestha, M.S.***  Tawatchai Taweemonkongsap, M.D.*
*Department of Surgery, **Department of Pathology, Faculty of Medicine Siriraj Hospital, Mahidol University, Bangkok 10700, Thailand, *** Department 

of Surgery, Pokhara Academy of Health Sciences, Pokhara, Nepal.

Metastatic Malignant Melanoma of the Urinary  
Bladder: A Case Report and Review of Literature

Correspondence to: Tawatchai Taweemonkongsap
E-mail: thawatchai.taw@mahidol.ac.th
Received 31 July 2017    Revised 12 September 2017    Accepted 17 April 2018
doi:10.14456/smj.2018.41

ABSTRACT
Objective: Metastatic malignant melanoma of the urinary bladder is extremely rare in clinical practice, herein, we 
review literature to demonstrate epidemiology, management and prognosis of this rare condition.
Case presentation: A 57-year-old male with history of malignant melanoma of left big toe was referred to the urology 
division with the complaint of intermittent painless gross hematuria. Cystoscopy revealed multiple bladder masses, 
hence transurethral resection of bladder tumor was performed.  Histologic and immunohistochemical examination 
revealed metastatic malignant melanoma involving urinary bladder mucosa. 
Conclusion: Suspicion of metastasis should be raised in a patient with urinary symptom, especially if the history of 
malignant melanoma is present. Cystoscopy and biopsy is recommended if metastatic disease is suspected.  While 
long-term survival is poor, management should be individualized according to the patient’s conditions, symptoms 
and severity of disease.

Keywords: Malignant melanoma; metastasis; urinary bladder  (Siriraj Med J 2018;70: 254-259)

INTRODUCTION
 Metastatic malignant melanoma of the urinary 
bladder is extremely rare in clinical practice with just 
thirty two confirmed cases reported in English-language 
literature. However, a study in autopsy series by Dasgupta 
et al., showed that 18% of patients with melanoma had 
bladder metastasis.1 This indicates that the incidence is 
likely higher than previous thought and may be due to 
the fact that many patients are asymptomatic. Due to 
unusual variety in clinical presentation, its diagnosis may 
be difficult for most urologists. Besides, this metastatic 
type shows worse prognosis. This poses significant 
challenges in diagnosis and management. We report a 
case of metastatic malignant melanoma to the bladder 
that presented as intermittent gross hematuria. We also 
review literature of PubMed with a focus on metastatic 
malignant melanoma to the bladder.  To our knowledge, 

there were a small number of reported cases in Asian 
population and this is the first reported case in Thailand.

CASE PRESENTATION
 A 57-year-old man previously diagnosed with  
malignant melanoma of left big toe five months ago, 
had undergone wide local excision and left groin node 
dissection.  The pathologic findings revealed melanoma with 
8-mm tumor thickness, Clark’s level IV, negative margin 
and nodal metastasis. He presented with intermittent, 
painless gross hematuria for 2 months.  Computed 
tomography of the brain, chest and abdomen revealed 
multiple pulmonary nodules and a 3.2 cm space occupied 
by lesion/mass at the posterior wall of urinary bladder. 
 He subsequently underwent cystoscopy, revealing 
multiple dark blue/black-pigmented solid nodular lesions 
on the posterior wall, and was treated with complete 
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transurethral resection (Fig 1). Pathological examination 
confirmed it to be malignant melanoma (Fig 2). As a 
result, diagnosis of stage IV malignant melanoma of 
left big toe with metastasis to urinary bladder was made. 
Due to the multi-organ distant metastatic condition 

DISCUSSION
 Metastatic tumors to the urinary bladder are rare; 
with accounts only about 2 %.2 They are often categorized 
as direct extension of tumor from surrounding organs, 
distant metastasis, and infiltration by lymphoma/
leukemia. The most common primary sites of metastasis 
are prostate, colorectum and cervix. Breast, lung, and skin 
primaries are less common sources. Primary malignant 
melanoma is known to occur very rarely in the urinary 
tract, especially in the bladder.  However, metastases 

of the patient, the multidisciplinary team consensus 
was palliative chemotherapy. He received 4 cycles of 
carboplatin and paclitaxel every three weeks.  After the 
fourth cycle, the disease was stable. However, the patient 
was lost to follow up eight months post diagnosis. 

of malignant melanoma to the genitourinary tract are 
relatively common. Therefore, it is very important to 
distinguish primary from secondary melanomas of the 
bladder. No evidence of other melanomas and presence of 
atypical melanocytes at the bladder margin are diagnostic 
criteria for primary bladder tumor. Metastatic malignant 
melanoma of the bladder is a rare occurrence in clinical 
practice with only thirty two other cases of this diagnosis 
which have been reported in the English literature (Table 1). 
However, the autopsy series of metastatic melanoma 

Fig 1. Cystoscopy revealed a large nodular mass (3 cm) with brown pigmentation at right posterolateral wall of bladder (A) and satellite 
lesion at posterior wall (B).

Fig 2. (A) H&E section shows pleomorphic cells with granular eosinophilic cytoplasmand hyperchromatic nuclei. Many cells contain dark 
brown pigments. (x40) (B) Masson-Fontana stainhighlights melanin pigments in black color. (x40)
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patients demonstrated an 18%-37% rate of metastatic 
disease to the bladder, indicating that many patients 
with this condition remain undiagnosed.1, 3 In addition, 
the incidence of melanoma has increased faster than 
any other cancers and accounts for 4% of all newly 
diagnosed cancers, according to cancer register in the 
United States.4  These data suggest that this condition 
should receive more concern. 
 The genitourinary tract is a common metastatic site 
of melanoma. However, isolated metastatic disease to 
the bladder is relatively rare. The majority of cases are 
asymptomatic and the most common presenting symptom 
is hematuria. Other symptoms can mimic infection and 
benign prostate hyperplasia. When the patient presents 
with urinary tract symptoms and has a clinical history of 
previous malignant melanoma, appropriate workup is 
warranted. As in our patient, the urinary bladder lesions were 
incidental detected by computed tomography two months 
after the clinical diagnosis of hematuria. It is important 
to consider less common causes, such as malignancy in 
this scenario. The diagnosis of metastatic melanoma to the 
bladder requires cystoscopy and biopsy. Histopathologic 
examination should reveal atypical melanocytic cells 
morphologically similar to the primary tumor. In some 
cases, like this one, the tumor cells contain melanin 
pigments; therefore, only compatible morphology and 
Masson-Fontana positive brown pigments are sufficient 
to make a diagnosis. However, in cases of amelanotic 
melanoma, melanoma markers such as S100, HMB45 
and melan-A immunostains, are beneficial adjunctive 
tools. 
 Several treatments have been proposed to deal with 
metastatic malignant melanoma including TUR, partial 
or radical cystectomy, chemotherapy and radiation. 
Once metastasis occurs, treatment options are limited 
and survival is generally poor, reflecting a lack of 
effective systemic therapy.  The question for urologists 
is “Does surgery play a role in the management?  If so, 
should management be transurethral resection (TUR) 
or cystectomy?”  Similar to genitourinary malignancy, 
metastasectomy for malignant melanoma is controversial, 
but retrospective data suggested that metastasectomy may 
be associated with improved overall survival compared 
to systemic therapy alone.5 
 The choice of surgical strategy should be based on 
overall prognosis, the patient’s health status, presence 
of local symptoms attributable to bladder metastases, 
invasiveness of approach, and quality of life factors. 
Bladder metastasis results in hematuria and voiding 
symptoms that can sometimes be managed by TUR, 
although TUR may not be sufficient to remove the entire 
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