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Primary oral mucosal melanoma: case report
Melanoma primário de mucosa oral: relato de caso

ABSTRACT
Oral mucosa melanoma (OMM) represents 0.2% to 8% of melanoma cases. It mainly affects the 
palate and gums of patients between 40 and 70 years old. It is initially asymptomatic, contribut-
ing to late diagnosis and poor prognosis. The treatment of choice consists of surgical resection, 
and adjuvant radiotherapy and chemotherapy may be used. We report a case in an 80-year-old 
male patient with primary gingival and hard palate melanoma who underwent tumor resection 
followed by palate reconstruction. We emphasize the importance of a complete physical exam-
ination and active search for lesions in the oral mucosa for early diagnosis.
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RESUMO
O melanoma de mucosa oral (MMO) representa de 0,2 a 8% dos casos de melanoma. Acomete, principal-
mente, palato e gengiva de pacientes entre 40 e 70 anos. Inicialmente é assintomático, contribuindo para o 
diagnóstico tardio e prognóstico reservado. O tratamento de escolha consiste na ressecção cirúrgica, podendo 
ser utilizadas radioterapia e quimioterapia adjuvantes. Relatamos um caso em paciente de 80 anos do sexo 
masculino, com melanoma primário na gengiva e palato duro, que foi submetido à ressecção tumoral seguida 
de reconstrução de palato. Ressaltamos a importância do exame físico completo e da busca ativa por lesões na 
mucosa oral para diagnóstico precoce.
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INTRODUCTION
Melanoma is the third most common type of skin cancer; 

however, it is uncommon in the oral mucosa.1,2 It mainly affects 
individuals over 40 years,3,4 with a slight predominance among 
men,5,6 and is located preferentially on the palate and gums. The 
condition presents a varied morphology, initially without symp-
toms, which leads to a late diagnosis and poor prognosis.7,8 The 
treatment of choice is surgical resection, followed or not by neck 
dissection, with the option of adjuvant chemotherapy or radio-
therapy.9,10

We present a case of oral mucosal melanomas and dis-
cuss the differential diagnosis, treatment, and prognosis of these 
lesions.

CASE REPORT
The dentist referred an 80-year-old brown man for 

evaluation of an asymptomatic pigmented lesion, with four 
months of evolution, in the hard palate and upper region of the 
gingiva, on the right. The patient did not use dental prostheses 
and reported no drinking or smoking.

Oroscopy revealed a blackened plaque on the right hard 
palate, measuring approximately 1 cm, with an ulcerated area, 
accompanied by satellite lesions, and a blackened plaque on the 
right upper gingiva, measuring approximately 2.5 cm (Figures 1 
and 2). Clinical examination showed no other suspicious lesions 
or palpable cervical lymph nodes. Computed tomography of the 
head, neck, and chest, abdominal ultrasound, and laboratory tests 
did not show significant findings. We performed an incisional 
biopsy, which showed an infiltrative growth neoplasm, consisting 

of anaplastic cells containing a large amount of melanin in the 
cytoplasm, with an intense degree of pleomorphism and nuclear 
atypia (Figure 3). The immunohistochemical profile was compa-
tible with infiltrative malignant melanotic melanoma positive for 
HMB-45 and melan A (Figure 4).

The patient underwent resection of the hard palate, me-
dial upper gingiva fragment, teeth, and upper alveolar ridge on 
the right, followed by reconstruction of the palate using a right 
jugal mucosa flap (Figures 5 and 6). Histopathological examina-
tion of the surgical specimen confirmed the previous diagnosis 
of invasive malignant melanoma, with an extensive in situ com-
ponent in the periphery of the lesion, ulceration, no perineural 
and angiolymphatic invasion, and surgical margins free of neo-
plasia. We chose not to perform cervical lymph nodes dissec-
tion and adjuvant treatment. The patient did not show signs of 
recurrence or dysfunction associated with the surgical procedure 
during a 12-month follow-up (Figure 7).

DISCUSSION 
Oral mucosal melanoma (OMM) results from the un-

controlled growth of melanocytes found in the basal layer of oral 
mucous membranes.1-3 It is a rare tumor, representing only 0.2% 
to 8.0% of all melanomas and only 0.5% of oral malignancies,4-6 
with reports of prevalence in Afro-descendants and Japanese.7,8 
The highest incidence occurs after the age of 40, between the 
fifth and sixth decades of life, with a slight preponderance among 
men.9,10 They are located in 80% of cases in the hard palate and 
gingiva and 20% of cases in the oral mucosa, lips, tongue, base 
of the mouth, and uvula.7,9,10 Its etiology is unknown, as it is not 
associated with sun exposure.1,7,8 The condition has been linked 
to risk factors such as trauma, injuries from ill-fitting dentures, 
and exposure to alcohol, formaldehyde, and tobacco for long 

Figure 1: 
Macroscopic 
aspect of right 
gingiva lesion

Figure 2: Macroscopic aspect of palate lesions
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periods.3,4,6,10 Although most OMMs arise again, more than a 
third develop from benign melanocytic lesions.1,5,8

Initially, it presents as an asymptomatic macula or plaque 
that evolves with swelling, ulceration, bleeding, pain, tooth mo-
bility, and the appearance of satellite lesions.7-10 Its color varies 

in shades of black, brown, gray, purple, and red. However, a third 
of the lesions present no pigment.3 It tends to recur locally and 
develop metastasis to lymph nodes (33%). In contrast, involve-
ment of the lungs, brain, bones, and liver affects up to 85% of 
patients.4,5 Differential diagnosis includes amalgam tattoo, me-
lanoacanthoma, smoking-associated melanosis, post-inflamma-
tory pigmentation, melanocytic nevus, drug-induced melanosis 
(such as minocycline and antimalarials), Peutz-Jeghers syndro-
me, Cushing’s syndrome, Addison’s disease, Kaposi sarcoma, and 
other various conditions that cause pigmentation in the oral 
mucosa.1,2,8,9

Histologically, tumor cells are characterized by the proliferation 
of atypical melanocytes. The evaluated parameters include the 

Figure 3: Neoplastic cells with evident red nucleoli. Note neoplastic cells 
infiltrating the epidermis (arrows) 

(Hematoxylin & eosin, 400x magnification)

Figure 4: Neoplastic cells with cytoplasm marked with melan-A 
(100x magnification)

Figure 5: Intraoperative phase after tumor resection

Figure 6: Surgical piece



Andrade CA, Oliveira CCM, Roncada EVM, Ribeiro DG

4

presence or absence of melanocytes in the tumor; cell morpho-
logy (epithelial, spindle, plasmacytoid, or mixed); cellular orga-
nization (solid, alveolar, organoid, or pagetoid); presence of ne-
crosis, perineural and perivascular invasion and depth of tumor 
invasion.7,10 Due to the lack of analogous histological landmarks 
between the skin and oral mucosa, the diagnosis of the depth 
or thickness of tumors, as defined by Clark and Breslow, is not 
accepted in the daily practice of OMM.4,7 Therefore, a classifi-
cation based on the histopathological pattern of the tumor has 
been implied: melanoma in situ, limited to the epidermis and its 
junction with the connective tissue (15%); invasive melanomas, 
extending into the connective tissue (30%); and melanomas with 
a combined pattern between invasive and in situ (55%).1,5,8,10 The 

use of immunohistochemical staining helps confirm the diag-
nosis.9 The markers involved in the diagnosis of melanoma are 
S-100, HMB-45, melan-A, and tyrosinase.7,8 S-100 is sensitive 
(97%-100%) but not specific (75%-87%); HMB-45 and melan-
-A are considered more specific markers.8

The TNM system (tumor, lymph node, and metastasis) 
recognizes three stages for OMM:1,8

- Stage I: Presence of only primary tumor (N0M0)

Level I: Melanoma in situ with no evidence of invasion 
or “microinvasion” 

Level II: Invasion to the lamina propria
Level III: Musculoskeletal, bone, or cartilage invasion

- Stage II: Tumor with metastasis to regional lymph no-
des (N1M0)

- Stage III: Tumor with distant metastasis (M1)
Currently, the best option for treatment is complete sur-

gical resection of the lesion with 1.5 cm of surrounding healthy 
tissue, with or without lymph node neck dissection.7,8,10 Some 
authors recommend adjuvant radiotherapy to maximize regio-
nal control.3,4,6 Chemotherapy and immunotherapy can prevent 
distant metastases.1 Careful monitoring of the patient is essential 
to check for recurrences.2

The prognosis is poor and related to advanced age, tu-
mor extension, low resectability, amelanotic lesions, lymph node 
involvement, high mitotic rate of atypical melanocytes, and vas-
cular or neural invasion. Five-year survival for OMM is around 
15% to 30%.1,6,10

CONCLUSION
We report a primary oral mucosal melanoma case in a 

man who achieved therapeutic success after tumor resection and 
continues to be followed up in our Service to assess the re-
currence or appearance of new suspicious lesions. The authors 
emphasize the importance of careful clinical examination for 
early detection of suspicious lesions, as cases of OMM are often 
initially asymptomatic, and early biopsy plays a fundamental role 
in the prognosis.  l

Figure 7: 
Postoperative 
result
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