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Abstract: Malignant mucosal melanoma is an uncommon disease with a low rate of survival. Malignancies of na-
sal mucosa which usually presents with nasal obstruction, epistaxis and back drip are difficult to treat and often 
have poor prognosis. The present case had presented to our clinic with classic symptoms and diagnostic findings 
of nasal polyposis. Consistently, the patient had previously been diagnosed with and treated for nasal polyposis in 
another ENT clinic. Physical examination, rhinoscopic examination, computed tomography (CT) scan of the head did 
not reveal any findings which might imply malignant formations. The operation had been planned for nasal polyp-
ectomy and taking deep biopsy specimens. The incised mass showed characteristic features of malignant tissues 
and the pathology report of the biopsy samples revealed that the specimen showed the histological signs of malig-
nancy. Based on physical examination, CT findings and pathology reports the case was diagnosed as nasal mucosal 
melanoma. Following an oncosurgical operation, postoperative radio-therapy and chemotherapy were given to the 
patient and PET/CT examination of the patient did not indicate distant metastases.
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Introduction

Mucosal melanomas in the head and neck 
region mainly occur in the upper respiratory 
tract, oral cavity, and pharynx. Additionally, 
mucosal melanomas can also originate from 
the mucosal membranes of the female genital 
organs or the anorectal and urinary tracts [1]. 
Mucosal melanoma of the head and neck  
represents approximately less than 1% of all 
the reported melanomas [2]. Due to the agg- 
ressive behaviour of mucosal melanomas, 
these tumors can metastize to distant loca-
tions. The prognosis is generally not good with 
an estimated 5-year survival rate [3]. The inci-
dence of mucosal melanoma of the head and 
neck region seems to increase by age (peaks 
70 (±10) years of age) [1, 4].

Sinonasal mucosal melanoma has a very  
high potential for metastasis and the alterna-
tive treatment protocols are limited. Although 
mucosal melanoma shows resistance to radia-
tion, some studies suggest a positive benefit. 
For instance, in vitro studies on cutaneous  

melanoma cell lines demonstrated that high 
dose radiation treatment might improve the 
outcome [5]. Owens et al. showed that post-
operative radiotherapy was able to reduce the 
rate of local disease recurrence however, it did 
not significantly improve survival [6]. In this 
study, we will review the literature with a rare 
malignant mucosal melanoma of nasal cavity.

Patient report

A 79-year-old female presented to our clinic 
with the complaint of nasal congestion (left 
side) and difficulty with breathing. The patient 
had been diagnosed with nasal polyposis in 
another clinic about 3 monts earlier and was 
prescribed antihistamines and local cortisone 
spray. The patient stated that the treatment 
had initially improved her condition. However, 
the symptoms which started to appear 3 
months ago seemed to get worse in time, and 
then she applied to our ENT clinic.

The patient did not have any other significant 
medical conditions or no pathologies had been 
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detected during the otoscopic examination. 
However, rhinoscopic examination revealed a 
large mass blocking the left nasal cavity and 
post nasal drip was noted. Computed tomogra-
phy (CT) scan of the head, orbits, and sinuses 
revealed an opacification in the left frontal 
sinus, left sphenoid sinus and ethmoid cells 
which displayed the signs of loss of aeration. 
The left osteomeatal complex was obstructed 
and nasal septum was deviated towards the 
right side. Nasal conchae were normal, and no 
erosion or any other pathologies were detected 
within the bone structures which might indicate 
malignant formations (Figure 1).

Based on the findings from physical examina-
tion, analysis of CT scan and the previously 

During the operation, the scope was inserted 
through the left nasal passageway under gen-
eral anesthesia. Local anesthetic was sprayed 
on the nasal mass and resection of the mass 
was done using punch forceps. Upon visual 
examination, the mass was found to originate 
from the middle turbinate. It was necrotic and 
displayed the characteristic features of malig-
nant tissues (Figure 2). The mass in the left 
nasal cavity was found to contain ethmoid 
cells. Subsequent to infiltration of anesthetic 
on the middle turbinate and the uncinate, unci-
nectomia was performed. Then, anterior and 
posterior etmoidectomy was performed and 
the operation was completed following inser-
tion of merocel packings. No further interven-
tions were carried out that could lead to perma-
nent damage since histopathological diagnosis 
was not made. Post-operative complications 
had not been observed and therefore, ade-
quate pain medications were prescribed and 
then the patient was discharged.

A piece of the tissue specimen (app. 3cc) was 
sent to a private laboratory for pathological 
analysis. Microscopic examination of the hae-
matoxylin and eosin stained section, showed 
histological signs of malignancy. The nuclei 
were pleomorphic and hyperchromatic, and 
dark-colored pigmentation was detected. 
Tumor giant cells were also observed. Round 
and epithelioid cells with hyperchromatic nuclei 
were observed. A highly vascular connective 
tissue was also detected (Figure 3). Moreover, 
immunohystochemical analysis revealed that 
the sample was positive for the routinely used 
melanoma tumor markes S100 (Figure 4) and 
homatropin methylbromide HMB45 [13, 14]. 

Figure 1. Computed tomography of the head. A large mass blocking the air 
flow at the left nasal cavity is clearly visible (arrows), the mass was include 
the ethmoid cells.

Figure 2. The appearance of the resected mass in 
the sample cup.

made diagnosis surgical inter-
vention for polypectomy and 
deep biopsy was considered 
as an option. Thus, the possi-
bility for surgical intervention 
was discussed and agreed 
upon with the patient and her 
family. The patient did not 
have any systemic disorders 
therefore, only consultation 
for anesthesia was consider- 
ed during preoperative ass- 
essment. The operation was 
planned for performing nasal 
polypectomy and taking deep 
biopsy specimens.
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Based on physical examination, CT findings and 
pathology reports the case was diagnosed as 
nasal mucosal melanoma. PET/CT examination 
of the patient did not indicate distant metasta-
ses. To decrease tumor load, a second opera-
tion was performed by oncosurgeons. Finally, 
postoperative radio-therapy and chemotherapy 
were given to the patient. PET/CT examination 
performed 2 months after oncosurgery did not 
reveal distant metastases.

Discussion

Malignant melanoma of the sinuses usually 
presents with nasal obstruction, epistaxis and 
back drip. Unilateral nasal obstruction is 
amongst the most common symptoms of nasal 
melanomas in addition to nasal discharge, 
swelling, headache and deformity of the nose 

[7]. Sypmtoms at later phases may include pro-
ptosis, diplopia, lured vision, tearing [8]. The 
neoplasms of the paranasal sinuses can 
remain asymptomatic until they invade adja-
cent tissues, which are often located in close 
proximity to the vital structures such as the 
brain, orbits, and carotid artery [9]. Also, find-
ings from a physical examination of the head 
and neck are important for diagnosis. For 
example, facial asymmetry, extraocular muscle 
dysfunction, defects in pupillary response, or 
eye globe displacement may imply nasal mela-
nomas. Rhinoscopic examination, CT and MRI 
may be utilized for characterization of sinona-
sal malignancies prior to biopsy [10, 11].

Although, taking specimens for histological 
biopsy can trigger dissemination of tumour 
cells into circulation, biopsy remains the only 
reliable method for an accurate diagnosis of 
malign melanomas [12]. Therefore, obtaining 
tissue samples by the least invasive method 
can be the most logical approach. In most 
cases, metastatic malignant melanomas are 
found to show positive staining with anti-S-100, 
HMB-45, and anti-vimentin [13]. Also, the pres-
ence of melanin is another hallmark of melano-
mas, which is thought to decrease the outcome 
of radiotherapy and increase the advancement 
of disease [14].

In this work, the patient who had previously 
been diagnosed with and treated for nasal pol-
yposis in the other institution presented to our 
clinic with the complaint of nasal congestion on 
the left side. There were no signs of facial asym-
metry, extraocular muscle dysfunction or globe 
displacement. Rhinoscopic examination of the 
patient revealed that the left nasal cavity was 
blocked by a large mass. Computed tomogra-
phy (CT) scan of the head, showed that osteo-
meatal complex was obstructed. However, erro-
sion or any other pathologies/deformaties were 
not detected within the bone structures which 
might imply malignant formations (Figure 1).

This report displayed the classic symptoms and 
diagnostic findings of nasal polyposis. Thus, 
the operation had been planned for performing 
nasal polypectomy and taking deep biopsy 
specimens. When the mass had been removed 
it seemed to be necrotic and had characteristic 
features of malignant tissues (Figure 2). The 
pathology report of the biopsy samples revealed 
that the specimen showed the histological 

Figure 3. Haematoxylin and eosin staining of the 
nasal tissue sample. (40× magnified image). Arrow 
pointed tumor giant cells. 

Figure 4. Immunohistochemical staining of the nasal 
tissue sample for S100 (10× magnified image). The 
S-100 antibody was labeled with red fluorophore. 
The sample shows a wide spread malignant mela-
noma area stained positive for S-100.
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signs of malignancy (Figure 3). The pathology 
report for the sample was positive for S100 
(Figure 4) and HMB45 staining’s which are 
among the markers commonly used for diagno-
sis of melanomas [13]. In a similar case, Alam 
M. et al., have presented a giant sinonasal 
mucosal melonoma case where a right sided 
nasal mass had been removed via surgical 
excision. The female patient presented with 
facial deformity and the diagnosis was made 
based on histopathological examination and 
immunohistochemistry [15].

Nasal mucosal malignant melanoma is known 
to have a high recurrence and metastasis rate. 
Recently, Kalogirou EM et al. reported an inter-
esting case where a sinonasal mucosal mela-
noma has been found to recur 10 years after 
the initial diagnosis and treatment. This case 
suggests that, mucosal nasal melanoma has a 
long-term risk of recurrence and therefore 
patients should maintain lifelong follow-up [16]. 
In this view, ıt is also noteworthy to mention 
that PET/CT demonstrates a good accuracy in 
evaluation of patients with nasal mucosal mel-
anoma. Especially, extended whole-body field 
of view enables PET/CT to detect distant meta-
static formations. There, PET/CT is a valuable 
tool for assesment and long-term follow up of 
nasal mucosal melanoma patients [17]. 
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