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Melanoma is a tumor that has a high tendency to
metastasize to the skin. Zosteriform metastases are
a rare form of metastasizing melanoma. We de-
scribe a 79-year-old man with melanoma present-
ing with a dermatomal distribution and  no visceral
metastases.

Melanoma is a tumor that is known for its abil-
ity to metastasize to nonvisceral sites such as
skin, subcutaneous tissue, and regional lymph

nodes in up to 42 to 57% of cases. Metastases in vis-
ceral sites can be divided as follows1: 1) lung, 18 to
36%; 2) liver, 14 to 20%; 3) brain, 12 to 20%; and
4) bone, 11 to 17%.

Melanoma has a high tendency to metastasize to
the skin. In an autopsy series of patients who died
with melanoma as the direct cause of death, or with
a coexisting melanoma at the moment of death, up
to a 50% incidence of cutaneous metastases was
found. These metastases can appear following a zos-
teriform pattern, as we describe here.

Case Report
A 79-year-old man had a clinical history that in-
cluded chronic obstructive lung disease treated with
bronchodilator drugs and cholecystectomy.

In July 1998, the patient presented after he ob-
served a nodular, pigmented lesion on the trunk, in
the left submammary region, near the armpit, meas-
uring 2 � 1.5 cm, with an undetermined growth pe-
riod. Clinical diagnosis of melanoma was made and
the tumor was excised. Results of the preoperative
study, including chest roentgenograms, blood test,
and electrocardiogram, were normal.

The histologic study showed a Breslow 4-mm
melanoma. Two months later, a prophylactic axil-
lary lymphadenectomy was performed (negative
lymph nodes).

The last follow-up was made in May 1999, and it
included the following diagnostic procedures: 1) chest
X-rays — small basal atelectases were found and were
thought to be compatible with his chronic lung dis-
ease; 2) normal blood test; 3) absence of melanuria;
and 4) abdominal ultrasonography revealing cysts on
the right kidney. There were no echographic signs of
tumoral damage of the liver.

Two months later, the patient was referred to the
Dermatology service due to a 1-month history of an
asymptomatic lesion on the chest (left submammary
region), with a typical zosteriform distribution, con-
sisting of infiltrated, amelanotic, lustrous papules
measuring 0.5 cm or less in diameter, which had been
treated by his general practitioner with topical glu-
cocorticoids and H1-antihistamines without any signs
of improvement (Figure 1).

A 6-mm punch-biopsy was taken. Microscopic ex-
amination disclosed a band of atypical melanocytes
that was distributed along the dermis and did not af-
fect the epidermic level (Figure 2). A certain degree
of the keratinocytic epidermis was observed and there
were no intraepidermal melanocytes. A diagnosis of
metastatic melanoma was made.

Discussion
Up to a 19% of cutaneous and subcutaneous metas-
tases in melanoma appear on the site where the orig-
inal tumor was previously located. Medical literature
describes only two cases of melanoma presenting with
zosteriform metastases along a thoracic dermatome,
and both patients already had visceral metastases.2,3

Our patient had no evidence of visceral metastases at
the time skin metastases were described.
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Skin metastases of any tumor-presenting zosteri-
form distribution are rare. There are cases reported
with: 1) skin cancer — melanoma2,3 and/or squamous
cell carcinoma4; 2) vascular malignancies — Kaposi’s
sarcoma5 and/or angiosarcoma6; 3) hematologic ma-
lignancies — mycosis fungoides7 and/or leukemia8; 4)
visceral tumors — lung9 and/or prostate.10

There are several theories that try to explain a tu-
moral dissemination  following a dermatomal eruption.
Some of the cases mentioned above presented a zoster
infection before metastatic lesions were observed along
the same dermatome. Thus, a Koebner phenomenon
could be postulated.5,6 In other cases with no recent
zoster infection, the pathophysiology must be different.
It is reasonable to consider metastatic spread by peri-
neural lymphatic invasion or tumor invasion of dorsal
ganglia with peripheral extension along a dermatome.3

The case report had no Koebner phenomenon be-
fore, and elective lymph node dissection was made.
But this prophylactic lymphadenectomy was made in
the armpit, and  zosteriform metastases could suggest
an invasion of a dorsal ganglia. In this study, there-
fore, and as noted previously, we cannot reject
melanoma invasion of dorsal ganglia with peripheral
extension along a dermatome or affirm spread by peri-
neural lymphatic invasion.  

Conclusion
Zosteriform metastases are a rare form of metastasiz-
ing melanoma.  There are several theories that try to
explain this rare melanoma dissemination, but none
is proved. We describe the third case of melanoma
presenting a dermatomal distribution and the first one
with no visceral metastases.

FIGURE 2. A 6-mm punch biop-
sy shows a band of atypical
melanocytes along the dermis
(H&E stain; original magnifica-
tion, � 200 ).

FIGURE 1. An amelanotic nodu-
lar skin eruption in the sixth tho-
racic dermatome. Bottom, scar
resulting after the excision of the
melanoma.
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