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INTRODUCTION
With the rise of widely available and affordable biologic therapies their exposure in population is constantly
increasing. Nevertheless, a constant update of their safety profile should be maintained.
Objective: to report a melanoma case in a patient previously treated with monoclonal antibodies.
Materials and Methods: Case history and literature review.

RESULTS
A 58-year-old female patient presented at a
dermatologic facility complaining of a fastgrowing lesion on her left shin, developed
approximately within 3 weeks. (Fig. 1).
Medical history: 52 weeks of secukinumab
within a clinical trial due to psoriasis since age
16; completed with full clinical remission 15
months before current episode. Additional
comorbidities: IDDM, nicotine abuse, status post
total thyroidectomy, gynaecological tumour
excision and radiation therapy. Repeated feet
onychomycosis.
Upon presentation: a nodular, flesh coloured
lesion with inconclusive dermoscopic finding.
Follow-up visit in 5 days after topical antibiotics:
dermoscopically polymorph vessels (Fig. 2),
Lesion, deemed highly suspicious as amelanotic
melanoma, was planned for excision.
Treatment and follow-up: adjuvant therapy with
Interferon. Another, extensive skin resection,
followed
by
an
autodermal
skin
flap
transplantation. The second resectate was
histopathologically free of any neoplastic signs.
PET-scan revealed no metastases. No BRAF
gene mutations.
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Histopathological evaluation:
ulcerated nodular melanoma
(Fig.3,4), Clark IV, Breslow 5 mm;
mitotic rate of up to 4 mitosis/mm2,
invasion of blood vessels as well
as a single microscopic satellite
(Fig.5) of up to 0,4 mm diameter
in deep dermis were reported.
Staging: pT4bN1cM0, Stage IIIC.
Due to narrow resection lines an extended excision
was performed subsequently.

Complications: 3 months after last surgical treatment patient presented at a primary dermatologic facility
complaining of a a new fast-growing skin lesion, located slightly above the previously operated area.
Clinically: A papular element (Fig.6) with dermoscopic features suspicious for amelanotic melanoma
(Fig.7), was confirmed. Excisional biopsy confirmed a haemangioma in the vicinity of naevus, though.
(Fig.8,9)
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CONCLUSIONS
During clinical trials of Secukinumab no increased incidence of melanoma or NMSC were reported. The
general rule however is to avoid any biologics for psoriasis treatment in patients already diagnosed with
melanoma. Latest case reports are conflicting: there is evidence for treatment with Secukinumab without
melanoma reactivation during extended follow-up. Reoccurrence of previously known melanoma was
reported with Apremilast. Long-term surveillance of patients receiving biologic treatments and body of
evidence is necessary to establish whether there may be any causal relationship. Given the accessible
knowledge, whether the immunosuppression from biologics could have modified the patients inherent risk
factors for developing melanoma remains unclear. This case serves to add to the general amount of
evidence for future research.

