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Primary mucosal melanoma: A case report
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Malignant melanoma is an aggressive malignancy of melanocytes affecting both skin and mucosa.
Primary oral melanoma occurs 0.2-8% of all melanomas and accounts for 0.5% of all oral malignancies. Oral mucosal melanoma is different from cutaneous melanoma because of different
etiology, genetic alteration and prognosis. We present a case of primary mucosal melanoma in a
33 years old man with the previous report of peripheral giant cell granuloma in the same site. The
patient died less than one year because of numerous distant metastases. We suggest early diagnosis
of oral melanoma can improve survival rate of the patients such as other primary oral malignancy.
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Introduction

alignant melanoma is anaggressive malignancy
of melanocytesaffecting both skin and mucosa.
Melanoma is completely rare, potentially aggressive with poor prognosis [1]. Oral mucosal melanoma
is different from cutaneous melanoma because of different
etiology, genetic alteration and prognosis [2].
Primary oral melanoma occurs 0.2-8% of all melanomas and accounts for 0.5% of all oral malignancies [3].
Malignant Melanoma is almost frequent among whites
population [4] and Japanese people more than other populations [5]. The most common places in oral mucosa
ishard palate, maxillary gingiva and alveolar ridge [6,7].
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There is strong correlation between cutaneous melanoma
and sun exposure [7,8,9]. But pathogenesis of oral melanoma is poorly understood [4]. We present a case of primary mucosal melanoma in a 33 years old man with the
previous report of peripheral giant cell granuloma in the
same site.

Case Report
A 33-year-old man was referred to oral and maxillofacial pathology department of Tehran University of medical sciences, for evaluation of elevated lesion in maxillary
right gingiva. The initial diagnosis of the previous lesion in
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the same site was peripheral giant cell granuloma
(PGCG). The biopsy of second lesion suggested Melanoma. Excisional biopsy was done to reach to definite diagnosis. In macroscopic examination, there was
a firm solid lobulated mass covered by oral mucosa in
maximum dimension of 4.5 cm (fig 1).

Figure 1. Gross feature of the lesion.
Microscopic examinations showed a tumoral proliferation of atypical spindle cells with abundant brown
intracellular melanin granules in many areas that mimicking atypical melanocytes [figure 2a]. Tumoral cells
showed pleomorphism and hyperchromatism of nuclei [figure 2b]. Epithelioid features and atypical mitosis features are evident in tumoral cells in some areas
[figure 2c]. The deep margin was completely involved
by tumor. Considering the dysplastic changes in melanocytes and presence of brown intracellular melanin,
the diagnosis of malignant melanoma was highly suggested. The diagnosis was confirmed by pearl/Fontana
masson staining which revealed positive staining for
melanin [figure 3a] and negative staining for iron respectively [figure 3b].
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Figure 2. Microscopic features. a) Atypical spindle cells
with areas of aggregation of brown granules (H and E
staining; original magnification ×100). b) Tumoral cells
with nuclear hyperchromatism and abundant intracellular melanin (×400). c) Epitheliod tumoral cells show
atypical mitosis at central of the picture (×400).
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patch with irregular borders and no symptoms. The
histopathological examinations showed atypical melanocytes exhibiting nuclear pleomorphism, elaborated
dendritic processes and areas of pagetoid spread [7].

Figure 3. Pearl/Fontana masson staining. a) Fontana
masson staining shows black intracellular granules as
positive staining for melanin (original magnification
×400). b) Pearl staining shows negative staining for
iron (brown granules did not show any blue staining as
positive Pearl staining) (×400).
The patient underwent to maxillectomy and tumor
residue could be seen. Chemotherapy was done but it
was not so effective for the patient. Two months later
the patient couldn’t speak because of involvement of
laryngeal and pharyngeal areas. About seven months
later, metastasis to spinal cord was detected. Unfortunately he died because of numerous distant metastasis
and involvement of vital organs.

Discussion

Primary intraoral melanoma is a rare and poor
prognosis neoplasm [9] and exhibit much more aggressive behavior than skin melanomas [10]. Studies show
0.2–8 % of all melanomas include oral melanomas [4].
The most common site for oral melanoma is the palate (32%), followed by the maxillary gingiva (16%) [9]
There are no large data bases for mucosal melanomas
compared to those for cutaneous melanomas [11]. Oral
melanoma in comparison with cutaneous melanoma
occurs in advanced clinical condition in more than
50% of patients [12].
We reported a young male with an elevating mass
on maxillary right gingiva. First, it was diagnosed as
PGCG but after recurrence, malignant mucosal melanoma was reported. The patient underwent maxillectomy but died because of metastasis to spinal cord.
However, the most frequent site for distant metastasis
is lung [13]. Both of cutaneous and mucosal melanoma
present as asymmetric lesions with irregular borders
and surface pigmentation [13]. Sedassari et al in 2016
reported a case with in situ melanoma of mandibular
gingiva. The middle-aged patient had a growing black

In 2011, Kawasaki et al reported an amelanotic
melanoma as a swelling in molar area of mandibular
edentulous ridge spreading to buccal mucosa with irregular borders, rough surface and induration around
the tumor. The histopathological view evidenced many
mitotic figures, irregular-shaped nuclei and no melanin
granules in hematoxylin & eosin (H–E) staining and
Fontana–Masson staining [14]. Ahmadi-Motamayel
et al in 2012 reported a case of melanoma in a male
with black tumor-like lesion on edentulous maxillary
ridge exhibiting broad base sessile, smooth surface and
rubbery consistency. The histopathological findings revealed proliferation of atypical melanocytes with various nuclear shapes such as ovoid or spindle. Melanin
pigmentation also detected in some cells and confirmed
the diagnosis [6]. This reports showed mucosal melanomas may present themselves in yet uncommon ways
and features such as a pedunculated mass especially in
the palate and the maxillary alveolar ridge [11].
Detection of some markers such as s-100, HMB45
and MART1 is necessary to confirm the diagnosis [6,7,
9,14]. Some studies suggested that these markers are
the standard immunohistochemical antigens for diagnosis of malignant melanoma [14]. Despite the improvement of surgical techniques and the introduction
of new chemotherapeutic agents, prognosis of this malignancy remains poor [11]. Combination of surgery
and postoperative radiotherapy offers the best prospects for locoregional control but without improvement of overall survival [15].
Generally, 10-year-survival rate is about 75% [16].
Primary mucosal lesions present worse prognosis than
primary cutaneous lesions [16]. The main reason of
poor prognosis of oral mucosal melanoma is delayed
diagnosis [17]. Thorough oral examination at each
dental visit may improve the outcome of this fatal condition [17]. Early and accurate diagnosis of malignant
oral melanoma is essential to treatment and management of the patients and is also the key to improve
survival rate and to decrease the disease mortality.
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