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1. INTRODUCTION

Malignant melanoma is one of the most deadly of all human neoplasms. By definition,
melanomas are malignant tumors originating from melanoblast, which produce melanin pigment or
are capable of doing so™”. Melanin is a characteristic feature of melanomas. The amount of
melanin may vary considerably, both in the same tumor and between the primary and metastatic
tumors. Certain parts of the tumor may contain more pigment than others, and in some forms of
melanoma, pigment may be absent?.
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The etiology of malignant melanomas is yet an unsolved problem. A history of traumatic injury
or irritation at the local site can be elicited in between 10 % and 60 % of all cases of melanoma”.

The malignant melanoma may occur as-a primary lesion not only on the skin and oral mucous
membrane but also in the eye, vaginal mucosa, and upper respiratory tract*”, Primary malignant
melanoma of the nasal and paranasal sinuses is extremely rare. Nasal and paranasal melanomas
represent 0.6 % to 0.7 % of melanomas in all sites, 2 % to 9 % of melanomas in the head and
neck, and 36 % to 4 % of all nasal tumors®.

The mucosal melanomas are often symptomatically silent until very large, leading to poor
prognosis when discovered late” .

Primary malignant melanoma of the nose and paranasal sinuses has been reported but rarely.
The authors have experienced one case of malignant melanoma originating from the mucosa of
the nose and paranasal sinuses. We reviewed the literatures related to the malignant melanoma

and report this one case.
. REPORT OF A CASE

1. Clinical findings

A 36-year-old female was admitted to our hospital with a 2-month history of right facial
swelling, pain and pus discharge(Fig. 1). Clinically, there was a nasal stuffiness. Intraoral exa-
mination revealed the incisional wound and black discoloration of mucobuccal fold of the upper
right molar area(Fig. 2), and the tenderness to palpation at the mass was elicited.

i e ,. Fig. 2. Intraoral photograph shows incisional wound
Fig. 1. Facial photograph shows marked right faci- and black discoloration of mucobuccal fold
al swelling. of upper right molar area.
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Fig 3. Pantomogram shows an aggressive bone
destruction of floor of right maxillary sinus
and lateral wall of nasal cavity.

Fig. 4. Mandible P-A view shows destruction of an- Fig. 5. Waters' view shows sinus opacification of
terior wall of maxillary sinus. right maxillary sinus and nasal cavity, and
destruciton of floor of right orbit.

2. Radiographic findings

The pantomogram revealed an aggressive bone destruction of floor of the right maxillary sinus
and lateral wall of the nasal cavity(Fig. 3). The mandible P-A and Waters’ views revealed sinus
opacification of the right maxillary sinus and nasal cavity. It is noted that mandible P-A view
revealed destruction of anterior wall of the maxillary sinus and Waters’ view revealed destruciton
of floor of the right orbit(Fig. 4,5). The periapical and occlusal views demonstrated infiltrative
bony destruction in the upper right canine area extending to the first molar area, and indistinct
floor of the right maxillary sinus. But there were no definite root resorption and tooth displacement
(Fig. 6,7).
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Fig. 6. Periapical views show infiltrative bony destruction in upper right canine area extending
to first molar area.

Fig. 8. Axial view shows large inhomogeneous
mass in right cheek, maxillary sinus and

Fig. 7. Occlusal view shows indistinct fioor of right nasal cavity, and destruction of medial and
maxillary sinus. anterior walls of right maxillary sinus.

The facial CT scan showed that the large inhomogeneous mass was noted in the right cheek,
maxillary sinus, and nasal cavity, that medial and anterior walls of the right maxillary sinus were
destroyed, and that medial border of mass was attached to the nasal septum(Fig. 8). Also it
showed that the right orbital floor was destroyed, that small portion of mass was extended to the
right orbit, and that the right globe was djsplaced superiorly but preserved(Fig. 9).

3. Histopathologic findings

Incisional biopsy was performed. The specimen was obtained from the oral mucosa. In
hematoxylin-eosin stain, the section disclosed diffuse and infiltrating neoplastic cells, showing
large, hyperchromatic, and bizarre nuclei and atypical mitoses(Fig. 10). Soft tissue by Fontana
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Fig. 9. Coronal view shows destruction of right or-
bital floor, small portion of mass extended
to the orbit, and displacement of right globe
superiorly.

Fig. 10. Photomicrograph shows diffuse and infil- Fig. 11. Photomicrograph shows melanin pigments
trating neoplastic cells (H & E stain, X400). (Fontana-Masson stain, X400).

-Masson stain showed that melanin pigments was seen frequently(Fig. 11). Diagnosis was
malignant melanoma.

4. Treatment
After the debulking surgery of engrowing mass to oral cavity, the patient was transferred to
Internal Medicine because of inoperability. She is under the radiation therapy and chemotherapy.

II. DISCUSSION

Malignant melanoma involving the nasal and paranasal sinus mucosa is a rare disease that is
difficult to treat and generally has a poor prognosisw). Ravid and Esteves? found only 117 cases
on melanomas of the nose and paranasal sinuses in their review of the world literatures. Allen and
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Spitz‘”, in a study of 934 cases of malignant melanoma, found 8 cases(0.85%) in which the tumor
was located in the nasal cavity and 2 cases(0.2%) in the accessory sinuses. Moore and Martinm,
in a further review of 1,546 cases of melanomas, found 9 cases(0.5%) which originated in the nasal
fossa. The exact site of origin in this case may be difficult to determine, it is merely stated that
the tumor filled or located within the nasal cavity and paranasal sinuses. Since many patients have
tumor in the nasal cavity and paranasal sinuses at presentationm). However, the majerity of lesions
originated in the nasal cavity and less than 25% began in the maxillary sinus'?,

The highest incidence of malignant melanoma of the nose and paranasal sinuses is between the
ages of 50 to 70 years. The average age is from 56 to 61 years, with a range of 17 to 84 years.

The tumor is rare before puberty and the majority of cases occur after the age of 30 yearsﬁ’m'lg).

There is not a significant sexual difference in incidence®'".

The most common presenting signs and symptoms are epistaxis, nasal obstruction, or both
Gallagher's series, 86 % of 39 patients had these initial complaints. Less symptoms are those of
nasal discharge, swelling and deformity of the nose, and headache®. The duration of symptoms
before medical attention is sought average four to nine months, with a range of one day to two
years'?®.

On physical or gross examination, the size of the tumor varies within a rather wide range. In
some cases the tumor was described as of the size of a pea, while in others as a large mass which
had extended to the adjacent structures and destroyed the natural landmarks and osseous barriers.
Two thirds of nasal melanomas have a dark color, from black to brown to blue-gray, and the
remainder are pink or white. The consistency may be firm, friable or cystic, and mass may be
sessile, polypoid, or large obstructing lesion. They usually bleed easily on manipulationg’IS). This
case was a 36-year—old female with a chief complaint of the right facial swelling, pain and pus
discharge on the ulcerative surface of mucobuccal fold of the upper right molar area. Pairi is
actually a rare symptom, but when present it is usually due to pressure, blockage of sinus, or an
accompanying inflammation®. Clinically, there were nasal stuffiness and inflammation in this case.
Intraoral examination revealed the incisional wound and black discoloration of mucobuccal fold of
the upper right molar area. Incision was done at local clinic diagnosed as inflammation. Melanin
pigment is a peculiar feature of melanomas, but the absence of melanin pigment is not a reliable
basis for excluding the diagnosis of mucosal malignant melanoma, for the pigment is absent in
about half of the case. This pigmentation may vary during the course of the disease and has no
influence on course or prognosiszw.

It is generally accepted that the histopathology of melanotic lesions of mucous membrane origin
is no different than that of melanotic lesions occurring in the skin. The mordern concepts of
junctional change occurring in the stratified squamous epithelium of the skin apply to that in the
squamous epithelium of pseudostratified epithelium of the nasal cavity and paranasal sinuses™".
Malignant melanomas may be difficult to diagnosis. Histologically, their microscopic appearance
is quite variable, and three general cell types are described; small polygonal, large polygonal, and
spindle-shaped. The nuclel are often large and vesicular, with prominent nucleoli. Multinucleated
tumor giant cells may be present2‘8‘13). They have a higher incidence of pleomorphism and mitotic
figures than their cutaneous counterpartsm. Malignant melanomas have melanin pigment, but it
may be quite sparse. From 60% to 69% of lesions are said to contain easily visible pigment in
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hematoxylin—eosin stained material, while the remainder either require prolonged search of
multiple sections or special stains to demonstrate pigment6'15). The confirmation of melanoma
should be achieved by the following methods, as advocated by Gallagherw, Lundm, HoldcraftG),
and others: (1) The Fontana-Masson stain for melanin should be positive. (2) The pigment should
be bleached by potassium permanganate oxalate. (3) A stain for hemosiderin should be negative.
Electron microscopy may aid in the diagnosis by identification of intracytoplasmic melanosomes
61519 We have found melanin pigments in the Fontana-Masson stain in this case.

In the differential diagnosis of primary malignant melanomas of the nose and paranasal sinuses,
special care must be exercised to be certain that the tumor in question is not a metastatic
melanoma or an undifferentiated carcinoma® . Malignant melanoma of the nose and paranasal
sinuses is usually primary. Those affecting the nose secondarily, are known, but are extremely
rare. The presence of junctional changes within the mucosal epithelium should be the most valid
proof that the growth is primary, but this is usually quite difficult to demonstrat 259

Widespread metastases are common, first to regional lymph nodes and then to distant sites such
as the liver, lungs, and skin'?. Apparent lymph node metastasis was not noted in this case. Allen
and Spitz‘” found that some malignant melanomas remain localized and never metastasize.

The prognosis in all mucosal melanoma is grave. Allen and Spitz4) pointed out four reasons for
the desperate outlook of the melanomas: (1) Delay in treatment was most important. Patients were
frequently referred after repeated biopsies had been formed with a wide range of diagnoses. (2)
These lesions are not so exposed as are the lesions of the skin, thus allowing time for deeper
penetration and metastasis. (3) The lesions are generally more liable to infection and ulceration
than those of the skin. (4) Surgical removal from the sinuses or from mucosal lined cavities is
technically more difficult than from the skin.

Although melanoma has not been thought of as being a radioresponsive lesion, reports have
recently surfaced in the literature supporting the use of radiation as a therapeutic modalityu).
Chemotherapy is at present unpromising, and surgery is the treatment of choice’™?. Electro-
desiccation'® and cryosurgerylg) have also been reported.

V. SUMMARY

In the pigmented tumors, the diagnosis of malignant melanoma is not alway easy. Primary
mucosal melanoma arising in the nose and paranasal sinuses is a rare disease with a generally
poor prognosis. Melanoma in these area is frequently silent at the onset and produces insufficient
symptoms to force the patient to the physician in the early stages of the disease. The importance
of early recognition of melanoma by the physician is emphasized. We have an experience a case
of primary malignant melanoma of the nose and paranasal sinuses in a 36-year-old female and
present this case with a brief review of literatures.
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