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Abstract  
Background:Peritoneal melanosis is a benign disease that can be encountered during laparotomy. We are report-
ing this extremely rare condition with less than 20 cases reported in the world literature and also in Ethiopia. This 
condition is usually incidental finding during laparotomy and is mainly associated with ovarian lesions. 
Case: A 71-year-old woman presented to gynecology out-patient department with abdominal swelling of 1-year 
duration. Abdominopelvic mass with gross ascites detected, likely arising from the ovary. She then underwent a 
unilateral salpingo-oophorectomy followed by total abdominal hysterectomy and unilateral salpingo-
oophorectomy with a high index of an advanced ovarian cancer. The intraoperative findings showed a diffuse dark 
pigmentation involving the greater omentum, the visceral peritoneum, and serosa of the large and small bowel 
segments. The histopathology revealed a moderately differentiated mucinous adenocarcinoma with benign perito-
neal melanosis. With this diagnosis she completed adjuvant chemotherapy.  
Conclusion:Though occurrence of peritoneal melanosis with ovarian adenocarcinoma doesn’t suggest different 
treatment or prognosis. We recommend surgeons during laparotomy to be aware of this benign condition during 
laparotomy. Little is known about this rare condition therefore, women with peritoneal melanosis should be fol-
lowed closely for the long-term outcome 
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Introduction  
Peritoneal melanosis is a rare condition characterized 
by dark brown pigment deposition in the peritoneum. 
Benign peritoneal melanosis may occur in associa-
tion with other congenital cystic conditions such as 
ovarian dermoid, peritoneal, enteric duplication 
cysts, or even gastric triplication (1). 
 
There are few cases of peritoneal melanosis associat-
ed with mucinous cystadenoma of the ovary and per-
itoneal melanosis associated with serous carcinoma 
of the ovary (2,3,4). This condition is usually inci-
dental finding during laparotomy and is mainly asso-
ciated with ovarian lesions (2).  
 
Different literatures mention rupture of ovarian der-

moid cyst or melanogenic tumors, ill-migrated neural 
crest remnants or pinched-off multipotent mesothelial 
cells of the peritoneum during developmental period 
and differentiation of coelomic epithelium as possible 
causes for the development of peritoneal melanosis 
(2,6,7,8,9).  
 
We report a case of peritoneal melanosis associated 
with a mucinous cystadenocarcinoma of the ovary.  
This case has been reported following the SCARE cri-
teria 2020 (5).  
 
Case report 
A 71-year-old para 12 Abortion 0 woman presented 
with progressive abdominal swelling of 1year duration. 
She has associated early satiety, loss of appetite, un-

https://dx.doi.org/10.4314/emj.v63i1.9 
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Figure 1: Abdominopelvic CT scan shows abdominal pelvic mass with solid and cystic mass with calcification 
likely from right adnexa,  

 
 
 
 

quantified but significant weight loss and bilateral low-
er leg swelling.  
 
On physical examination, she was generally sick look-
ing, cachectic, and in pain with an Eastern Cooperative 
Oncology Group (ECOG) performance status of 3. The 
vital signs were unremarkable.  
 
On abdominal examination, a grossly distended abdo-
men with positive fluid thrill and shifting dullness sug-
gestive of gross ascites. There was a 24 weeks’ size and 
ballotable abdominopelvic mass. Except for the cul-de-
sac bulge on digital vaginal exam the rest of the pelvic 

and rectal examinations were unremarkable. The tu-
mor markers had moderate increase in CA125 (86.4 
U/mL) level; AFP, CEA, CA19.9, CA15.3 were all 
with in normal ranges. Abdominopelvic ultrasound 
and CT scan showed a 24.3 cm *13.5 cm*18.5 cm 
abdominal pelvic mass with solid and cystic lesions 
with calcification likely arising from the right adnexa 
and with metastatic deposits on the omentum. Other-
wise, the uterus, the left adnexa, the liver, large and 
small bowel were unremarkable (Figure 1).  

 
 

peritoneal nodules of size less than 1cm in diameter on 
the anterior abdominal wall on the left lower quadrant. 
There was about 25cm by 20cm left complex ovarian 
mass (with continuous leakage of mucinous content to 
the peritoneal cavity) with filmy adhesion to the anteri-
or abdominal wall and bladder (Figure 2). Due to her 
poor performance status, the surgery was limited to 
unilateral salpingo-oophorectomy and the tissue sent 
for histopathological examination.  
 
The histopathology reported revealed a moderately 
differentiated mucinous adenocarcinoma. Following 
surgery, she was on high protein diet and an additional 
nutritional support for two months. 
After her performance status has shown an improve-
ment with ECGO performance status of 1, a complete 
cytoreductive surgery was made. 

As the patients had poor functional status with 
ECOG performance status of 3, predominantly 
cystic ovarian mass inaccessible for core needle 
biopsy and absence of frozen section, laparotomy 
with short operative time was decided for tissue 
diagnosis. 
 
After necessary preoperative preparation and 
preanesthetic evaluation done and the abdominal 
cavity entered through the midline abdominal inci-
sion extending from suprapubic area to the level 
of 4cm above the umbilicus. The Intra operative 
finding showed, about 10 liters’ dark mucoid peri-
toneal fluid which was sucked out. There was dark 
pigmentation of the omentum, mesentery, the vis-
ceral and parietal peritoneum. There were multiple 
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The intraoperative finding showed, around 300ml ascit-
ic fluid, the same dark hyperpigmentation of both the 
visceral and parietal peritoneum including the omentum 
and mesentery. Atrophied right ovary with unremarka-
ble uterus. There was a diffuse deposit on the parietal 
peritoneum of right anterolateral abdominal wall and 

multiple small nodules of size about 1cm on the 
omentum (Figure 2). The cytoreductive surgery per-
formed carefully by the team of gynecologic sur-
geons lead by the same senior gynecologic oncologist 
and there were no intra- or postoperative complica-
tions. 
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Figure 2. A) multi lobulated ovarian mass with ruptured capsule, there are black colored staining of the surface. 
B) there is black staining of the mesentery and bowel surface C), D) and E) Dark brown pigmentation of omen-
tum pelvic peritoneum uterus, ovarian surface and Appendix 
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The histopathology reported by the same pathologist 
showed the uterus being unremarkable, sections from 
the left ovary, tube, appendix, omentum, and the ante-
rior abdominal wall lesions showed surface histocytes 
with dark brown pigment deposition. No features of 
malignant cell seen (Figure 3). 

Currently, the patient is on her 8th month after the 
second surgery and she had smooth postoperative 
course with no major complaints and having good 
performance status. she was given carboplatin and 
paclitaxel adjuvant chemotherapy as per the local 
guideline.  

Figure 3: (a) gross picture of the uterus, cervix, unilateral ovary and fallopian tube, along with appendix and 
omentum showing extensive darkening of external surfaces. (b) and (c) (H&E) brownish coarse pigment depo-
sition on the surfaces of ovary and appendix respectively. (d) (H&E) pigment is seen in the plicae of the fallopi-
an tube, and (e) (H&E) abundant pigment laden macrophages also present in the omentum. 

Discussion- 
A case of peritoneal melanosis secondary to the 
rupture of a bilateral ovarian cystic teratoma was 
reported by Afonso in 1962 (1). Melanosis peritonei 
is an extremely rare condition with around 20 re-
ported cases in the English literature. In most cases 
the clinical presentation and intraoperative finding 
was similar to our case (3,4,7). 
 
Although peritoneal melanosis is considered a be-
nign condition, it is usually associated with other 
disorders like desmoid ovarian cyst, enteric duplica-
tion cyst, gastric triplication, and ovarian cystadeno-
mas. More than half of the peritoneal melanosis is 
associated with ovarian lesions. There was a case 
where peritoneal melanosis was associated with 
malignant ovarian cancer. Peritoneal melanosis 
mostly affects females, age 6 month to 28 years, 
women age 42-79 and male patients were rare in 
cases reported (3,7).   
 
Pigmentation of peritoneal melanosis may result 
from the rupture of ovarian dermoid cysts or of mel-
anogenic tumors into the abdominopelvic cavity or 
hemorrhage in the teratoma containing the gastric 

mucosa and gastric ulceration (6,7). However, those 
theories are only validated for cases associated with 
a ruptured ovarian teratoma. Another theory hypoth-
esized that peritoneal melanosis might appear as a 
final result of multifactorial etiologies such as ill-
migrated neural crest remnants (8) or pinched-off 
multipotent mesothelial cells of the peritoneum dur-
ing the developmental period (9). It was also sug-
gested that both the serous lining and pigmented 
peritoneal mesothelial cells originate from the coe-
lomic epithelium, and that differentiation occurs 
under local or unknown factors (2).  
 
Endometriosis, peritoneal lipofuscinosis, and malig-
nant conditions, including metastatic malignant mel-
anoma, should be excluded during diagnosis. Endo-
metriosis can be easily distinguished from peritoneal 
melanosis by the presence of glands surrounded by 
endometrial stroma and hemosiderin deposits. Peri-
toneal lipofuscinosis differs from peritoneal melano-
sis in that histochemically demonstrated pigment is 
not melanin but lipofuscin (9).  
 
The main differential diagnosis of peritoneal mela-
nosis is metastatic melanoma. Metastatic melanoma 
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has a poor prognosis in comparison with benign peri-
toneal melanosis.Metastatic melanoma is differentiat-
ed by identifying the primary lesion, and clear exami-
nation of the skin, the anorectal canal and the ocular 
epithelium. Microscopically, both peritoneal melano-
sis and metastatic melanoma share similar presentation 
but in case of metastatic melanoma cells hematoxylin 
and eosin-stained sections is used and diagnosis can be 
confirmed using Immunohistochemistry (IHC) with S-
100 and HMB-45 (1,10,11).  
Despite the presence of peritoneal melanosis, manage-
ment of the primary cases in the literature wasn’t 
changed. In the majority of this cases, they were fol-
lowed for 6 months up to 5 years with no change in 
the course of the disease (2,3,4,7).  
 
Conclusion  
This is a case report depicting peritoneal melanosis 
with moderately differentiated mucinous adenocarci-
noma. We urge surgeons to be aware of this benign 
condition during laparotomy as it could be an inci-
dental finding. Though little is known about the clini-
cal implication of peritoneal melanosis in association 
with ovarian tumor, patients with this diagnosis should 
be followed for long term outcome..  
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