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Melanoma is a malignant neoplasm arising from melanocyte, which originates
from neural crest. Weber presented the first reported case of primary oral melanoma
in 1859 [1, 2]. Oral melanoma is an infrequent neoplasm making up less than 1% of
all melanomas. Intraoral melanomas are highly malignant and the median survival
was 2 years and the 5-year survival rate was 25% [3]. The peak age is between 40
and 60 years. Male is slightly more frequent affected; nearly 50% of these
melanomas are on the hard palate and about 25% are on the maxillary gingiva.
Intraoral melanomas are preceded by an area of hyperpigmentation which vary from
black to brown, often by many years. Intraoral melanoma may be flat, but arise
usually raised or nodular and asymptomatic initially, ulceration, painful or bleeding
may be seen later. Histopathologically, malignant melanocytes invade both
epithelium and connective tissue. Growth of melanoma is radial rather than
invasive, and there may be a few scattered melanocytes in the superficial corium
associated with a spares inflammatory cellular infiltrate.

A 25-year-old female complained of a
swelling mass over her anterior palatal
gingiva for about 3 years. She went to
local dental clinic for excision of the
mass for several times since August
2005 to May 2008. Since the mass kept
multiple recurring and enlarging, she
visited our dental clinic for further help.
Oral examination revealed black
pigmentation deposition over maxillary

gingiva extending from tooth 13 to 23
area (Figure 1A) and an erythematous
with  black  pigmentation rubbery,
nodular appearance mass over palatal
gingiva over tooth 15 to 22 area (Figure
1B). Temporary resin bridges were
fabricated on tooth 13 to 23. Multiple
missing teeth were noted. The left
mandibular second and third molars
revealed severe mesial titling.
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Figure 1 Buccal aspect (A) of the lesion revealed hyperpigmentation over right maxillary gingiva;
palatal aspect (B) revealed an erythematous with black pigmentation rubbery, nodular appearance mass
over palatal mucosa from tooth 15 to 22 area

Figure 2 Intraoral periapical (A-C) and occlusal radiographs (D) of the maxillary anterior teeth
revealed alveolar bony destruction over tooth 11 and 21 and surface erosion of the region of edentulous
alveolus over tooth 22 and 24 area. Incomplete endodontic fillings with periapical lesions over tooth 11,
13, 21 and 42 were seen in periapical (A-C) and panoramic (E) radiographs

Incomplete endodontic fillings with
periapical lesions over tooth 11, 13 and
21 in periapical radiographs (Figure
2A-C). Irregular alveolus destruction of
tooth 11 and 21 area and surface erosion

of the edentulous alveolar bone of tooth
12 and 14 were seen in intraoral
periapical (Figure 2A-C), occlusal
(Figure 2D) and panoramic radiographs
(Figure 2E).
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Figure 3 Compted tomography-positronemission tomography image revealed a soft tissue nodule in

right upper gingiva with maxillary alveolar process invasion (A) and a nodule at right cheek

subcutaneous region anterior to right mandible (B)

Computed tomography-positron
emission tomography (CT-PET)
revealed a soft tissue nodule about 1.8
cm in diameter in right upper gingiva
with  maxillary  alveolar  process
invasion, consistent with a tumor growth
(Figure 3A). There was a round nodule
about 1.8 cm in diameter with relatively
low enhancement in right submandibular

with contrast enhancement at right cheek
subcutaneous region anterior to right
mandible. Presence of borderline size
lymph nodes at bilateral neck level 1B
and nodal metastases was suspected.
Scintigraphic findings suggested bony
metastasis (Figure 4) and CT-PET
revealed a low enhancement mass in
right lung (Figure 5). Distant metastasis

gland (Figure 3B). In addition, there was of the lesion was hence strongly
a suspicious nodule about 1.1 x 0.6 cm  suspected.
EEEE- — s Sre:1 000
=
Q H . 9
- -
500 M_
G al Ex =

Figure 4 Scintigraphic findings suggested periodontal disease and/or bony metastasis
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An incisional biopsy of the lesion was
done under local anesthesia and the
specimen taken from the palatal gingiva
and was sent for histopathological
examination. Hematoxylin-eosin stained
section revealed round, spindle-shaped
cells infiltrated in the connective tissue
stroma. Sheets of the epithelioid cells
were intermingled with spindle-shaped

S-100 protein
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Figure 6 Hematoxylih-éo_si"n stain (A and B'): revea

Figure 5 Distant metastasis of right lung was suspected for chest and abdomen scan

cells showing sarcomatous, swarming
pattern (Figure 6A and B). Pleomorphic,
hyperchromatic cells revealed
cytoplasmic  stainings with  S-100
(Figure 6C) and HMB-45 (Figure 6D).
Finally, histopathologically, the lesion
showed melanoma of palatal gingiva.
Unfortunately,  the  patient  was
subsequently lost follow-up.

Ied-négt-s of rduﬁd and spindle-shaped dysplastic

cells infiltrated in the connective tissue stroma; immunohistochemical staining of S-100 (C) and
HMB-45 (D) showed diffuse positivity in the tumor cells ( A x40, B x400, C x40, D x100)
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COMMENTS

Oral melanomas exhibit much more
aggressive behavior than those found on
the skin. The predisposing factors for
the cutaneous melanomas are either
ultraviolet radiation or have cytogenetic
defects [4]. Although some primary oral
melanomas are supposed to occur either
from nevus, pre-existing pigmented
areas or de novo, no well-established
etiologic or risk factors have been
identified for intraoral melanomas.
Mechanical traumas including injury
from ill-fitting prostheses as well as
infection to the oral mucosa have been
suggested as possible factors, but all still
lack direct proof for the etiological role.
Although our patient had excised the
lesion for many times since August
2005, no histopathological examination
proved whether this melanoma was
transformed from previous lesion or not.
Anaplastic, non-pigmented malignant
melanoma can be confused with other
mesenchymal tumors, and can be
sarcoma-like. Hence, correct diagnosis
has  been greatly helped by
immunohistochemistry, such as S-100,
melanoma-associated antigen (MMA)
and HMB-45 positivity [5]. Therefore,
Barrett [6] suggested that intraoral
malignant melanoma, on the basis of its
clinicopathologic as well as
immunohistochemical features, should
be regarded as a separate pathological
entity from cutaneous melanoma.
Panoramic radiograph is the most
often used radiological imaging
technique for jaw bone lesions, but this
technique is unable to identify the soft
tissue tumors as well as cervical lymph

node involvement. PET  with
fluorodeoxyglucose (FDG) is an
established imaging tool for the

assessment of patients with head and
neck cancer and is able to identify the
primary tumor as well as regional lymph
node involvement [7-11]. Intraoral

melanomas can be visualized using
FDG-PET, as demonstrated in our case.
Furthermore, locoregional and distant
metastases can be evaluated much like
those of cutaneous malignant melanoma
[12]. Therefore, PET may be suitable for
the staging and/or restaging of these
patients. Moreover, PET should be
acquired in a whole body mode, i.e.
including the chest and abdomen in all
patients with malignant tumor of the
oral cavity [13-15]. In addition to the
primary intraoral lesion, a suspicious
nodule over right cheek subcutaneous
region anterior to right mandible and
enlarged lymph nodes at bilateral neck
level 1B could be seen in head and neck
CT/PET. Furthermore, distant metastasis
of the right lung was suspected in the
chest and abdomen scan for our patient.
The current case has been unfortunate
for delayed histological diagnosis.
Although the previous intraoral lesion
was excised once again, no specimen
was sent  for  histopathological
examination to confirm the diagnosis.
Therefore, we emphasized that general
practice dentists should be alerted for
the intraoral lesions with rapid growth
and those lesions should be subjected to
histopathological examination. Finally,
we also recommend that PET image is
useful for diagnosis of intraoral primary
melanoma with locoregional lymph
node involvement and  distant
metastases. ™)
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