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Malignant melanoma of the oral cavity is a very rare clinica entity. We report a case of 40 year old
male patient who presented with a pigmented growth in anterior maxillary paata region. Clinical
features, Histopathological findings and Immunohistochemical studies were consistent with the
diagnosis of malignant melanoma. Malignant melanoma of the oral cavity has very poor prognosis,
because of its rapid tendency for regional and distant metastasis and multiple loca recurrences after
surgical excision. Early diagnosis and aggressive treatment improves prognosis. Complete excision
with adequate negative margins is the treatment of choice. Our patient was planned for surgical
removal of the entire primary lesion with neck dissection for regiona lymph node metastasis followed
by chemotherapy with Dacarbazine. Owing to the rarity of the lesion, In this article we present and
discuss a case of oral malignant melanomain the hard palate.
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INTRODUCTION

Oral malignant melanomas are rare neoplasm arising from
melanatic cells that are present in the basal layer of the oral
mucosa. Oral mucosal melanomas were first described by
Weber in 1859. They represent less than 2% of all melanomas
with approximately 0.05% of all oral malignancies. 55% of
mucosal melanomas occur in the head and neck region (Hicks
and Flaitz, 2000). Though their occurrence is very less when
compared to cutaneous melanomas, they are very aggressive
tumours with poor prognosis. Cutaneous melanomas may
present with horizontal or vertical growth pattern, whereas oral
melanomas usually presents typically with vertical growth,
thus spreading to contiguous sites early (Ostman et al., 1995).
Incidence of oral malignant melanoma s higher in India, Japan
and Africa than in Western countries and is common in males
(Takagi et al., 1974; Broomhall and Lewis, 1967). Most cases
occur between the fourth and the seventh decade of life, with
an average of 55-75 years and are extremely rare below 30 yrs
(Rapini et al., 1985). Primary sites of occurrence are hard
paate (40%) followed by maxillary gingiva. Less common
locations in order of decreasing incidence are buccal mucosa,
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mandibular gingiva, lips, tongue and floor of the mouth (Snow
et al., 1986). Most of the available information about Oral
malignant melanoma is from a small series of cases owing to
the rarity of this lesion. Hence the knowledge of features of
this pathology from a larger data will be of greater meaning in
understanding this lesion and formulating a strategical
treatment protocol for better prognosis. Thus in this report, we
discuss a case of primary oral malignant melanoma of hard
palate in a40 year old male.

CASE REPORT

A 40 year old male patient reported to a Private Denta
Hospital in Chennai, with a chief complaint of pain and
swelling over the upper front tooth region. Swelling was
present since past 6 months which was gradually increasing in
size and pain since past 15 days. There was no significant past
medical history and past surgical history. Patient had no
previous personal or familia history of primary oral or
cutaneous melanoma. Patient gave a history of smoking,
drinking, tobacco and pan chewing for the past two decades.
Extraoral swelling was seen on the maxillary anterior region.
Intraoral examination revealed a pigmented growth of 2*2 cm
in size in anterior portion of the hard palate extending from 14
region to 23 region, crossing the midline [Fig 1]. It was bluish-
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black in colour, ulcerated with irregular borders, soft in
consistency with mild bleeding and tender on palpation. On
physical examination, no clinically atypical or suspicious nevi
were observed on the skin or scalp. Teeth in the area of growth
were mobile and in malocclusion. On palpation of the neck,
enlarged regional lymph nodes were detected. Based on the
history and clinical features, the lesion was provisionally
diagnosed as primary mucosal malignant melanoma involving
the hard palate. Routine blood investigations were done which
were within normal limits. Incisiona biopsy was done and
histopathology report confirmed the diagnosis of malignant
mucosal melanoma. Immunohistochemical analysis revealed
that the lesion was positive for HMB-45, Melan-A, S-100
further confirming the diagnosis of malignant melanoma.
Computerized tomography [CT] scan revealed the extent of
lesion in maxilla in al the planes with bony destruction and
showed presence of regional lymph node involvement [Fig 2,
Fig3].

Fig. 1. Intraoral view of melanoma

Fig. 3. Axial section of CT Scan showing lesion in maxilla

Chest x-ray examination excluded metastases in the lungs. The
patient was planned for surgical removal of the entire primary
lesion with neck dissection for regional lymph node metastasis
followed by chemotherapy with Dacarbazine.

DISCUSSION

Etiology of oral malignant melanoma is unknown, although
risk factors identified are tobacco, betel nuts, mechanical
trauma from ill-fitting dentures and formal dehyde /nitrosamine
exposure (Gu et al., 2003). Our patient has a long history of
smoking, tobacco and pan chewing. Oral melanomas can occur
in normal mucosa or may arise from pre-existing pigmented
[melanotic] areas (Takagi et al., 1974). Based on clinical
appearance Tanaka et a classified ora malignant melanoma
into five types. pigmented nodular, non-pigmented nodular,
pigmented macular, pigmented mixed and non-pigmented
mixed (Tanaka et al., 2001). It can be solitary or multiple. The
colour varies from bluish-black to tan brown (Tanaka et al.,
1994) or it can be amelanotic (Notani et al., 2002). In our case
the pigmented growth was seen in hard palate which is the
most common site for the occurrence of malignant melanoma
in the oral cavity. The lesion is asymptomatic in early stages,
which contributes for the delay in diagnosis. Manifestations
present in advanced lesions are bleeding, pain, swelling,
growth, ulceration, extensive destruction of the underlying
bone and loosening of teeth which makes the patient seek for
treatment (Meleti et al., 2007). However prognosis is poor at
this stage and our patient had all these clinical features.
Mucosal melanoma can be primary or metastatic. According to
the criteria given by Greene et al. (1953) for the diagnosis of
primary oral mucosal melanoma, our case was a primary lesion
as we could not identify any melanoma el sewhere in the body.

Ora malignant melanoma resembles many other pigmented
lesions of the ora cavity. Differential diagnosis for oral
melanomas includes oral melanotic macule, smoking-
associated melanosis, melanoplakia, pituitary-based Cushing’s
syndrome, post inflammatory pigmentation, melanocanthoma,
melanocytic nevi of the oral mucosa, blue nevi, spitz nevi,
Addison’s disease, Peutz-Jeghers syndrome,
neurofibromatosis, polyostotic fibrous dysplasia, amalgam
tattoo, Kaposi’s sarcoma and physiologic pigmentation
(Femiano et al., 2008; Pour et al., 2008). Histopathological
report is the key to the confirmation of the malignant
melanoma. We performed an incisional biopsy which
confirmed the diagnosis of mucosal malignant melanoma. Oral
malignant melanoma is histologically classified into 1) in situ
melanoma 2) invasive melanoma 3) combination of invasive
melanomas with an in situ pattern (Barker et al., 1997). Due to
varied histomorphology of oral malignant melanoma,
additional Immunohistochemical analysis becomes essential
for confirmation of the pathology. S-100 a sensitive marker,
Melan-A, tyrosinase or HMB45 which are more specific
markers can confirm the diagnosis (Ohashi et al., 1992; Umeda
et al., 2002). In our case all these markers were positive for the
lesion. We used CT scans, chest X-ray to explore the extension
of the lesion and to rule out metastasis. CT scan showed
presence of regional lymph node involvement, hence
categorized as stage Il lesion (Prasad et al., 2004). The
primary mode of treatment is surgical excision with at least
1cm safety margins and adjuvant chemotherapy (Notani et al.,
2002). Other adjuvant therapies include immunotherapy and
radiotherapy. Ipilimumab is now approved by the US food and
drug administration (FDA) for unresectable or metastatic
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melanoma (Hodi et al., 2010). Vemurafenib is recommended
for patients with untreated metastatic melanoma (Chapman et
al., 2011). Although oral malignant melanomas are not radio-
sensitive, radiation therapy can be used when surgery is
contraindicated in medically compromised patients or after
surgery if adequate margins cannot be achieved (Pour, 2008).
Lymph node dissection must be done along with excision of
primary tumour when there is nodal involvement.
Chemotherapy should always be considered as a supplemental
treatment with surgery to achieve better prognosis (Umeda and
Shimada, 1994). Many chemotherapeutic agents have been
used for malignant melanomas but Dacarbazine was reported
to have the best response rate. Since this tumour is very
aggressive, multimodal treatment is necessary to prevent
recurrence and metastasis. Hence our patient was planned for
surgical removal of the entire primary lesion with neck
dissection for regional lymph node metastasis followed by
chemotherapy with Dacarbazine. Periodic long-term follow up
is essential as recurrences can occur even after 10-15 years
(Aggarwal et al., 2016). Prognosis of oral melanoma are very
poor compared to cutaneous melanomas and other oral
cancers. Regardless of location, the prognosis for ora
melanomas is poor, with an overall 5-year survival rate of 15%
(Hicks and Flaitz, 2000). Reasons attributed are delay in
diagnosis, difficult anatomy, Increased vascularity of the oral
mucosa, aggressive biologic behaviour of the oral malignant
melanoma and absence of standardized treatment protocols due
to rarity of this disease. Important factors governing prognosis
are tumour thickness, regional lymph node dissemination and
distant metastasis (Meleti et al., 2007). In our case there was
regional lymph node metastasis, hence prognosis will be poor
even after surgical removal with adequate margins. From the
review of literature, it is evident that early detection and
lifelong periodic follow-up of oral malignant melanoma is
important in the management of this aggressive neoplasm
(Kaul and Kumar, 2013).

Conclusion

Ora malignant melanoma resembles many other pigmented,
non-malignant lesions of the oral cavity. Hence any pigmented
lesion in the oral cavity must be seriously looked upon and
biopsied to rule out malignancy. Oral mucosal malignant
melanoma is more aggressive and has grave prognosis than
cutaneous malignant melanoma. Since they are asymptomatic,
early diagnosis and aggressive management are vital for
improving prognosis of the patients. Owing to rarity of these
lesions, definite treatment protocols are lacking. Thus,
multimodal therapy would be the best option. Despite of
multimodal treatment, oral malignant melanoma has poor
prognosis and less survival rate.
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