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Case Report

Scalp junctional nevus with malignant transformation
(melanoma) metastatic to parotid lymph node region,
cervical lymph nodes and the back: a case report and
review of literature
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Abstract: Parotid malignancy may occur as a primary neoplasm of the salivary tissue or as metastatic involvement
of the parotid lymph nodes. Primary tumors of squamous cell carcinoma and malignant melanoma involving the
skin of the head and neck have the potential to spread to lymph nodes of the parotid gland. Metastatic malignant
melanoma to the back was exceptionally rare and no such reports have been noted in the literature. We reported an
exceptional case of intraparotid lymph nodes metastasis of the right scalp junctional nevus with malignant transfor-
mation to malignant melanoma in a 48-year-old man. The patient presented with a mass in the parotid gland area,
which was misdiagnosed as a primary parotid tumor and surgical removal was performed. Unfortunately, recurrence
with newly developed metastatic lesions in the back and cervical lymph nodes occurred 1 year after initial surgical
management. This case is presented highlighting the unusual features of metastatic junctional nevus with malig-
nant transformation to malignant melanoma of intraparotid lymph nodes, cervical lymph nodes and the back, which

should help us to reduce misdiagnosis and obtain the best results.
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Introduction

Malignant melanoma as one of the most malig-
nant tumors, originated from pigment cells and
nevus cells. It is prone to regional lymph node
and distant metastases. The invasive degree
and mortality rate are high, and the prognosis
is poor. Metastatic malignant melanoma of the
parotid gland region is rare, representing 8-15%
of all malignant melanomas in the head and
neck region, and accounting for less than 1 per-
cent of all melanomas [1]. The parotid gland is
an unusual site for metastases. However, the
glands and its associated lymph nodes can
sometimes be involved by metastases from
head and neck carcinomas as well as cutane-
ous melanomas [2-5]. However, metastatic
malignant melanoma to the back was extreme-
ly rare. To our knowledge, no case has been
reported in the literature. Here we reported a
case of the parotid lymph nodes metastatic
scalp junctional nevus with malignant transfor-
mation to malignant melanoma, which was mis-

diagnosed as a primary parotid tumor. Then
recurrence with metastases to the back and
cervical lymph nodes occurred 1 year after first
surgery. The clinical outcome of the patient and
brief review of the literature are presented.

Case report

A 48-year-old man presented with painless
mass in the below of the right parotid area,
which had been rapidly enlarging over a period
of 2 months in 2012. No swelling, skin tempera-
ture elevation, cough, expectoration, chills,
fever and night sweats presented. He had been
diagnosed with “lymphadenitis” in the local
hospital, but the treatment history was
unknown, which yielded little effect. Physical
examination revealed a movable mass with
diameter of 4 to 5 cm in the right parotid gland
just below the anterior border of the sternoclei-
domastoid muscle, which had clear boundary
with mild tenderness. No wave motion toward
percussion, vascular congestion and ulcer or
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Figure 1. The 4 cm x 5 cm mass in the sternocleido-
mastoid muscle surface of the parotid gland region,
preoperative finding (white arrow). The pigmented
scalp lesion, postoperative finding (black arrow) .

Figure 2. Enhanced computed tomography scan of
the maxillofacial and neck shows a 2.5 cm x 3 cm
x 4 cm mass at the right parotid area with uniform
density.

erosion of the overlying skin was found (Figure
1). Enhanced computed tomography (CT)
showed a 2.5 cm x 3 cm x 4 cm mass with
enhanced intensity that involved the right
parotid gland. The density of mass was uni-
form, and the boundary was clear. The diagno-
sis was suspected as right mixed tumor of
parotid gland (Figure 2). Fine needle aspiration
cytology revealed the malignant tumor cells.
Therefore, a diagnosis of metastatic adenocar-
cinoma or transfered like epidermoid carcino-
ma was made. PET-CT revealed 2.5 cm x 3 cm
x 4 cm soft tissue mass of the right parotid
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Figure 3. PET-CT scan reveals a well-defined mass
measuring 4 cm in maximum transverse diameter in
the right parotid gland, with clear boundary.

area, with clear boundary. Radionuclide con-
centration could be found with a maximal SUV
of 15.5. Abnormal cervical lymph node and
imaging agent distribution in the right submaxil-
lary region were not found. Considering the
diagnosis was primary malignant tumor of the
parotid gland possibility (Figure 3). The patient
underwent a total parotidectomy and dissec-
tion of facial nerve without cervical lymph node
dissection. Intraoperative frozen pathology of
the parotid lymph tissue revealed malignant
tumor cells. After skin preparation, a scalp pig-
mented lesion was discovered hidden by overly-
ing covering hair (Figure 1). So the right scalp
mass was also removed, accounting of primary
malignant tumor of the parotid gland, no intra-
operative frozen pathological test was per-
formed. Postoperative pathologic examination
with immunochemical staining revealed that
S100 protein (Figure 4C) and HMB45 (Figure
4D) were positive. The histological examination
confirmed the diagnosis of right scalp facial
junctional nevus with malignant transformation
and intraparotid lymph nodes metastatic malig-
nant melanoma (Figure 4A, 4B). The patient
refused further cervical lymphadenectomy,
postoperative adjuvant radiotherapy, chemo-
therapy and/or immunotherapy. One year after
first surgery, the patient was readmitted to the
hospital with recurrence of neck masses. CT
scans showed multiple lesions in the right side
of the neck root (Figure 5). PET-CT revealed
multiple lymph node enlargements in the right
parotid area, right neck root and back muscles
at the level of L2 vertebrae. Some lymph nodes
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Figure 4. Histological examination demonstrates diffuse infiltrates of malignant cells with large pleomorphic nuclei
and prominent nucleoli on intraparotid lymph node (A. HE stain 100x) and the melanin cell in malignant transfor-
mation zone of junctional nevus (B. HE stain 100x%). Immunohistochemical examination demonstrated positively for
S100 and HMB-45 (C. S100 200x%, D. HMB45 200x). The positive reaction (brown cytoplasmic reaction) supports
the diagnosis of malignant melanoma.

fused into clusters and the sugar metabolism
increased, which indicated lymph node metas-
tasis (Figure 6). Fine needle aspiration cytology
of the neck and back masses confirmed the
diagnosis of metastatic malignant melanoma.
Back mass resection and functionally radical
resection of right cervical lymph node were per-
formed. Pathological examination showed the
lesions were infiltrated by a tumor composed of
fascicles, and sheets of large oval to polygonal
cells with abundant eosinophilic cytoplasm and
hyperchromatic (Figure 7A, 7B). Immunohisto-
chemistry showed positivity of the tumor cells
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for S-100 protein (Figure 7C) and Vim (Figure
7D). A diagnosis of metastatic melanoma of the
back and cervical lymph nodes was made. The
patient was transferred to the department of
oncology for further comprehensive treatment.
There was no sign of recurrence 1 year after
the second admission.

Discussion
Malignant melanoma is a malignant tumor that

derived from the melanin cell in the skin or
mucosal basal, accounting for 1% to 3% of the
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Figure 5. Enhanced computed tomography scan
demonstrates the new multiple lesions in the right
side of the neck root.

malignant tumors. The worldwide incidence of
malignant melanoma is increasing dramatical-
ly, approximately 20% of all melanomas occur
in the head and neck region [6, 7] and the
annual growth rate has been estimated to
range from 4% to 5%. Facial malignant mela-
noma occurs on the basis of pigmented nevus,
often forming large nevus cells of junctional
nevus or compound nevus with malignant
transformation. When the nevi are affected by
chronic infection, injury, and other undesirable
stimulation or improper treatment of pigment-
ed nevus, parts of nevi are transformed to
malignant melanoma. In our case, the patient
with malignant melanoma is derived from junc-
tional nevus with malignant transformation.
Malignant degree is high, and early metastasis
is likely, with about 70% of regional lymph node
metastasis in the early stage.

Because lymph nodes metastases of the parot-
id gland region were extremely, enhanced CT
and PET-CT scan did not detect the right scalp
facial mass as the site of the primary tumor,
and the mass located in the sternocleidomas-
toid muscle surface of the parotid gland region,
the parotid mass was thought to be a primary
parotid gland malignant carcinoma and ablated
the parotid gland. In this case, possibly due to
the lack of the knowledge of the salivary gland
region metastasis that arises from primary
tumors located in the head and neck, mainly
malignant melanoma and squamous cell carci-
noma and overdependence on the assistant
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examinations, we misdiagnosed this tumor as a
primary parotid malignancy. This case enlight-
ened us to care the patient with careful work
attitude and good subspecialty knowledge so
as to provide effective and correct treatment
for the patients. The parotid gland is an unusu-
al site for metastases. Involvement of the
parotid gland in malignant melanoma most
commonly results from intralymphatic spread
of tumor to the gland and adjacent lymph nodes
and without effects on the gland itself.
Malignant melanoma is an aggressive malig-
nant neoplasm associated with poor prognosis
especially at advanced stages. The prognosis
of malignant melanoma varies significantly with
the survival duration ranging from 10 months
to 5 years, and the estimated 5 year survival
rate is 6% [8, 9]. And survival is dependent on
the tumor infiltration, diffusion and the scope
of metastasis [10, 11], extent of resection and
postoperative treatment and so on. Cervical
lymph node metastases and distant metasta-
ses are the major negative predictors for long-
term survival. Primary melanomas arising in the
head and neck region are reported to have a
worse prognosis than those originated else-
where [12, 13]. At present, a multidisciplinary
treatment combination is considered a signifi-
cantly improving the survival rate of malignant
melanoma way. Surgery might play an impor-
tant role for an appropriate candidate, and it
may increase survival in some cases [14]. The
range of primary tumor resection and lymph
node dissection should be extensive and thor-
ough. Fails to take lymph node resection during
the first surgery and adjuvant treatment after
surgery were the main causes of postoperative
recurrence in our case. Although metastases of
malignant melanoma were reported to occur in
bladder [15], small bowel [16], and brain [10]
etc, metastatic malignant melanoma to the
back is extremely rare in clinical practice, no
reports have been noted in the literature.

In summary, malignant degree of melanoma is
high; the surgical operation treatment program
may be an effective treatment strategy for
malignant melanoma, which is worth further
clinical discussion and research. The principle
of operation is extensive and thorough primary
tumor resection and lymph node dissection. At
the same time, in order to reduce the recur-
rence, delay the recurrence period and to pro-
long patient life, radiotherapy and chemical
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Figure 6. A PET-CT shows the multiple lymph nodes enlargement mass at the right side of the neck root (A). A small

mass lesion is seen lying to the back (B).
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Figure 7. Hematoxylin and eosin staining discloses the lesions infiltrated by a
tumor composed of fascicles, and sheets of large oval to polygonal cells with
abundant eosinophilic cytoplasm and hyperchromatic crowded in the back
(A. HE stain 100x) and cervical lymph nodes (B. HE stain 100x). Malignant
cells are positive for S100 and Vim cytoplasmic staining, with pale yellow to
brown diffuse distributions (immunostaining, C. S100 200x, D. Vim 200x).

Then, we should improve our
knowledge in order to reduce
misdiagnosis and deliver bet-
ter and effective treatment to
such patients. We believe that
this case will increase the
awareness of us to the unusu-
al and rare presentation of
metastatic melanoma to the
intraparotid and cervical lym-
ph nodes and the back.
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