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Rare Location of a Melanoma
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ABSTRACT
Primary oral melanoma is an extremely rare tumor which accounts for 0.2 to 8.0% of all melanoma cases and 0.5% of all
malignant tumors in the mouth. It has an aggressive behavior with a dark prognosis. The survival rate at 5 years between 5
and 20% [1,2]. Early symptoms often go undetected, resulting in late diagnosis and worsening of the prognosis. Because of
its rarity, there are no well-defined classification and therapeutic protocol. Early diagnosis and treatment is essential to im-

prove the survival rate.

We present a case of palate melanoma affecting a 52-year-old woman with no medical history. We wish to emphasize the

importance of early and accurate detection of melanoma of the oral cavity for its positive influence on therapeutic outcomes.
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INTRODUCTION

Malignant melanoma is a malignant tumor with a very

poor prognosis. Oral cavity location is rare, oral mucosa
is least affected by less than 1% of all melanomas, with
preferential location in the maxillary and maxillary
mucosa, and less frequently in the palate mucosa [1].
This tumor, although rare, remains very aggressive, a
complex treatment and an unfavorable prognosis as our
case illustrates. It requires a precise pre-therapeutic
evaluation (imaging) and codification, covering in
principle an  essentially  surgical management
complemented by radiotherapy, preferably in a

multidisciplinary setting.

OBSERVATION

In our case, this is a 52-year-old woman with no family

history of melanoma. The patient puts a den-tal
prosthesis 4 months before the appearance of the lesion.
The patient con-sulted a general practi-tioner in February
2019 for pain in the bony palate and then the patient was

sent to us for additional care.

The clinical examination showed a blackish gingival
mass with a length of 4 cm long axis, poorly limited,
painful on palpation, non-bleeding on contact, localized
in the left bony palate infiltrating the left maxillary left
and the left gingival mucosa and exceeding the median
line. No other pigmentation or unusual lesions were

present in other oral locations or on the lips, the rest of
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the examination was normal. (Figure 1). Facial scanner
shows a tissue mass with bone lysis in the upper left

maxilla (Figure 2).
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Figure 2: Facial scanner shows a tumor.
A tumor extension assessment was done the PET-scan
and cervical thoracic scan were normal. For this a

surgical management was chosen.

DISCUSSION

Primary malignant melanoma of the oral cavity is a rare

malignant tumor that develops from pigment cells
derived from neural ridges. Oral melanomas account for
0.4 to 8% of all melanoma tumors [2,3]. They reach more
the man between 50 and 60 years old, and develop

mainly on the palatal mucosa, the gum, the lips. The

A biopsy of the mass was done under local anesthesia.

Anatomo-pathological examination confirmed the

histological diagnosis of melanoma.
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etiopathogenesis remains unknown, although there is a
genetic predisposition but no well-defined precursor has
been isolated. Repetitive strain injuries on a pre-existing
benign nevus have also been implicated as well as other
risk factors such as tobacco and alcohol. The evolution of
melanoma is in two phases: first horizontally, then

vertically.

The clinical diagnosis is evoked before a nodule or a
closet more or less extended, of non-homogeneous color,
ranging from light brown to anthracite black, with

irregular surface, often ulcerated and haemorrhagic [4].

Anatomo-pathological ~ examination  confirms  the
diagnosis in the presence of 3 criteria considered
specific: the appearance of tumor cells (4 possible types:
pseudo-epithelial, fusiform, undifferentiated or mixed),
the existence of a junctional activity and the presence of
melanin in tumor cells. In the achromic forms, the use of

immunohistochemistry is essential [5].

The differential diagnosis of melanoma is done with an
amalgam tattoo, a physiological or smoking
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pigmentation, a post-extracorporeal granuloma, or a

melanoacanthoma. [2,6]

The extension assessment includes a cervicofacial or
MRI scanner, a thoracoabdominal CT scan, a bone scans
and possibly a PET scan. Only histology and
immunocytochemical analysis confirm the diagnosis and
eliminate other differential diagnoses. The most
commonly used markers are S100, HMB45 and Melan-A
[7]. Surgery is the first-line treatment, see the only
effective treatment in some patients, tumor excision
should be wide and the limits of excision are controlled

by an extemporaneous pathological examination [8].

Although surgery is the most effective therapeutic
method, it is made difficult by anatomical constraints.
According to some authors melanomas of the oral cavity
are very lymphophile: there are metastatic lymph nodes
in 20% of cases [6,8].

Some authors advocate a systematic lymph node
dissection while for others, it is only indicated in front of
the confirmed presence of metastatic lymph nodes [1,8]
but the role of lymph node recess is not yet evaluated
because of the scarcity of the tumor and the dark
prognosis [9]. Some are determined according to the
sentinel lymph node: this first ganglionic relay can be
detected by injection of methylene blue or a radiator
around the melanoma. After locating, the ganglion is
removed and examined histologically: dissection is
considered only if a metastasis or micrometastasis is
detected [10].

Radiation therapy will be used in combination with
surgery or only inoperable patients. It is proposed
postoperatively because of the high frequency of local
recurrence after surgery. The total dose administered is
between 50 and 70 Gy, requiring high doses of at least 4

Gy per session and a total dose of at least 50 Gray.

The field of irradiation concerns the tumor site and the
lymph nodes [11,12]. Adjuvant treatments are
particularly  indicated for wvery large tumors.
Chemotherapy  (procarbazine) and immunotherapy
(cytokines, interferon alpha, interleukins) have only been
shown to be effective in metastatic forms. The prognosis
of melanoma is variable according to the different
anatomoclinical forms and localization. It is worse for
oral melanoma because, in the absence of functional
signs, the discovery is often late, that is to say in the
vertical invasion phase, often after it has already invaded
the deep chorion and Ships. The diagnosis of achromic
melanoma is often very difficult, making the prognosis
even worse [13,14]. The 5-year survival of patients with
melanoma of the oral cavity is mediocre, it remains
between 5 and 20% according to the authors [13]. The
evolution is dominated by the presence of distant
metastasis mainly pulmonary, mediastinal, cerebral,
hepatic, bone and more rarely adrenal, thyroid, pancreatic
and cutaneous [15,16], and which remain unpredictable
and difficult to control.

In our case, the patient had a conservative surgery
associated with radiotherapy was chosen. The surgical
excision was as wide as possible, passing at least 1 cm
from the tumor boundaries. This radical surgery offers
the best chance of survival for the patient [17,18]. Lymph
node dissection was not done in our case because of the
absence of clinical and radiological lymph node

metastasis.

CONCLUSION

Although rare, the diagnosis of malignant melanoma

must be made before any pigmented lesion of the oral
mucosa, especially palatal or superior gingival tissue.
Computed tomography is essential for the assessment of
extension. An assessment of extension of the search for
metastasis is essential to define the behavior to hold. The
early diagnosis of the tumor is extremely important and

could optimize the prognosis of the patient.
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