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Melanoma in Organ Transplant
Recipients: A Case Series夽
Melanoma y trasplante: serie de casos
To the Editor:
Malignant melanoma is a highly immunogenic cancer1 and
immunosuppression may affect its incidence and outcome.
We describe a retrospective case series of 12 adult patients
with a diagnosis of melanoma following sold-organ transplant from 1996 to 2017 in the dermatology department.
During the study period, we found more than 1650 solidorgan transplant patients in follow-up, most of whom had
received a kidney transplant. Twelve cases of melanoma
were diagnosed, 8 of which were men and 4, women. The
mean age at transplant was 55.5 years (interval, 29-73 y) and
the mean age at melanoma diagnosis was 69 years (interval, 45-78 y). The mean time from transplant to diagnosis
of melanoma was 8.5 years (interval, 1-22 y). The majority
(9 patients) received a kidney transplant, and the most frequent location of the melanoma was the face. Three cases
were in situ melanoma and, of the patients with invasive
melanoma, the Breslow thickness was 0.65 mm (interval,
0.30-1.24 mm). The mean follow-up time was 6.5 years
(interval, 0.12-17 y). Only 1 patient presented recurrence
of the disease, with lymph-node infiltration 14 years after
the initial diagnosis (Patient 8). No deaths due to melanoma
were observed; however, Patient 11 was in an advanced
state on diagnosis and died a month-and-a-half after diagnosis of the melanoma, due to a massive acute myocardial
infarction, before chemotherapy was instated.

Table 1

Skin cancer is the most common neoplasia after transplant. Regarding the association between melanoma and
transplant, 3 main scenarios should be analyzed:
- The first scenario refers to patients with a history of
melanoma. These patients should be ruled out as donors,
in accordance with the consensus report of the Spanish
National Transplant Organization (May 2006) (Table 1).
- The second scenario involves patients with melanoma
diagnosed before transplant. To date, no evidence exists
to suggest an increase in the risk of recurrence or higher
mortality in patients with a history of melanoma prior to
transplant.2---4 After reviewing 68 patients with melanoma,
who subsequently received a transplant, and comparing them with 141,441 patients with melanoma in the
general population, Arron et al3 observed no statistically significant differences in mortality specifically due
to melanoma; these data support the current practice of
considering patients with a personal history of melanoma
as candidates for transplant. Guidelines regarding how to
act to select patients with a history of melanoma as transplant recipients are scarce; in 2016, Zwald et al5 proposed
the recommendations for action shown in Table 2.
- Finally, in relation to patients in whom melanoma is diagnosed after transplant, an increase in the incidence of
melanoma is known to exist in transplant patients. Garret et al studied 10,649 transplant patients and found a
melanoma incidence of 125 per 100,000 people/year, compared to between 9 and 18 per 100,000 people/year in
the general population. Those authors identified advanced
age, Caucasian race, male sex, and having received a
thoracic organ as risk factors.6 Ascha et al identified
use of sirolimus and cyclosporin as immunosuppressants
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MM, malignant melanoma; NM, not measurable because they were in situ melanomas.
a The Breslow thickness was not available as the patient presented metastatic disease on diagnosis (lymph node and liver involvement)
and complete excision of the primary lesion was not performed.
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Table 2 Recommended Waiting Times Before Transplant
for Patients With a History of Melanoma.
MM (AJCC staging)

Time Between Melanoma
Diagnosis and Transplant

In situ
Stage IA
Stage IB/IIA
Stage IIB/IIC
Stage III/IV

Wait not necessary
2y
2-5 y
5y
Not a transplant candidate

AJCC, American Joint Committee on Cancer; MM, malignant
melanoma.
Source: Zwald et al.5

among the risk factors for melanoma in patients who had
undergone a kidney transplant. The mean time between
transplant and diagnosis of melanoma was 1.45 years,7
which was less than in our series. The outcome of posttransplant melanoma appears to be determined by the
thickness of the tumor on diagnosis and is similar to that
of the general population when the Breslow thickness is
1.5 mm or less.4,8 None of our patients presented a Breslow thickness of greater than 1.5 mm. It is important to
point out that, although the change from immunosuppressant therapy to mTOR inhibitors is associated with a lower
incidence of skin cancer, the antitumor effect of these
agents for melanoma alone has only been shown in mouse
models.9
In conclusion, in our study, we observed no mortality due
to melanoma in patients with post-transplant melanoma,
although 1 patient developed a recurrence of the disease
and another patient presented metastatic disease at the
time of diagnosis. This study is a descriptive, retrospective,
observational study and the existence of an association may
be fortuitous. We aim to provoke reflection on a circumstance that is rare, but which is of transcendent importance
to the life of the patient, as malignant melanoma may be
an event that leads to a life change, but denying an organ
transplant is a death sentence.
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