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of all melanomas arise in the oral mucosa and these accounts for 0.5% 
of all oral malignancies.4 These rare lesions may present themselves 
in yet uncommon ways which need to be identified and reported to 
understand their biologic behavior, and hence this case report is an 
attempt do the same.

Case report
A 65 year old male patient sabjibhai solanki reported to the 

department of oral medicine and radiology with chief complain of 
pain and swelling in upper right back tooth region since one months, 
started as pin point lesion, progressed gradually to attend present size 
and shape. On clinical examination, a solitary diffuse swelling was 
present on the right posterior region maxillary teeth region i.r.t. 16-
18, measuring about 3x2cm oval in shape, extending from distal 15 
to about 1cm before the maxillary tuberosity. The overlying mucosa 
was dark blue in color and without any associated secondary changes. 
There was multiple area of brown pigmentation having variable 
sizes ranging from pin point to about 1 mm in greatest dimension 
throughout the soft palate area (Figure 1). On palpation the lesion 
was smooth, non-tender, well defined, firm to hard in consistency with 
induration of the posterior margins. General physical examination 
was insignificant and vital signs within normal limits. Extra oral 
examination revealed solitary right sub mandibular lymph node was 
palpable; a solitary cervical lymph node was also palpable on right 
side which was mobile, non-tender and firm.

Figure 1 Clinical picture showing a pedunculated lesion involving the palate.

Pigmented nodular growth was present with color of overlying 
mucosa was bluish brown extending from edentulous portion of 15 
-18, oval in shape, obliterating right buccal vestibule. Based on clinical 
appearance, the provisional diagnosis was malignant melanoma 
while pigmented lesions were like Hemangioma, AV malformation 
and melanoma were considered under differential diagnosis. Blood 
investigations did not reveal any significant findings but radiographic 
features revealed ill-defined radiopaque area involving posterior right 
alveolus region posterior to 15 extending up to maxillary tuberosity 
with ragged border. Incisional biopsy of the lesion was performed 
and sent for histopathological examination. Haematoxylin and 
eosin-stained sections showed Para keratinized stratified squamous 
epithelium and connective tissue stroma. Connective tissue stroma 
is comprised of sheets and island of neoplastic cells. Lesional cells 
consisted of round to polygonal and spindle shape cells. Anisocytosis 
and anisonucleosis along with increased number of mitotic figures 
were observed. Neoplastic cells consisted of hyperchromatic nucleus. 
One area of the section shows melanin pigmentation in the connective 
tissue stroma and also in the cytoplasm of the neoplastic cells. The 
lesion was diagnosed as melanoma. Further this was confirmed. 
Malignant melanoma is a rare aggressive neoplasm, which represents 
1-2% of oral malignancies.

Discussion
 Malignant melanoma is a neoplasm of epidermal melanocytes and 

is the 3rd most common cancer of skin and 3% of all such malignancies. 
Incidence among dark skinned ethinic groups is 1 per lakh or less 
and in light skinned caucasians up to 50 % or high.5 Sunlight is an 
important etiologic factor in cutaneous melanoma .some melanomas 
developed in preexisting pigmented nevi particularly junctional 
nevi. Certain lesions are considered to be the precursor lesions of 
melanoma including acquired nevi, dysplastic nevus, congenital 
nevus and cellular blue nevus. Other environmental etiological factors 
are artificial U.V source; socioeconomic status, fair skin freckles, and 
number of melanocytic nevi.6−8 Genetic factors are familial melanoma 
and xeroderma pigmentosum. Oral mucosal melanomas have no 
apparent relationship to chemical thermal or physical agents. Benign 
intra oral melanocytic proliferations (nevi) occur and are potential 
sources of some oral melanomas. Currently most oral melanomas 
are thought to arise de-novo. 6−8 Most melanomas are seen in white 
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Introduction
Melanoma is a malignant neoplasm of melanocytic origin that 

arises from a benign melanocytic lesion.1 In 1855, Oral malignant 
melanoma (OMM) was first coined the term by Weber.1,2 Malignant 
melanoma of oral cavity found in the basal layer of the oral mucous 
membranes which is extremely rare tumor arising from the uncontrolled 
growth of melanocytes. The World Health Organization (WHO) has 
defined mucosal malignant melanoma as a malignant neoplasm of 
melanocytes or of melanocyte predecessors.1,2 It is characterized by 
the proliferation of atypical melanocytes at the epithelial-connective 
tissue interface, associated with upward migration into the epithelium 
and by invasion of the underlying connective tissues.2,3 Only about 1% 
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adults. Average age of affected persons is 50 to 55 years but they are 
evenly distributed over 30 to 80 year age. Males are more commonly 
affected.9 malignant cells often nest in groups in an organoid fashion 
however single cells can predominate Melanoma cells have large 
nuclei often with prominent nucleoli. They show nuclear pseudo 
inclusions due to nuclear membrane irregularities Oral lesions tend 
to show invasion of lymphatic and blood vessels more readily than 
skin lesions Immunohistochemical studies showing S-100 protein, 
MART–1 and HMB–45 reactivity of the lesional cells are beneficial 
in distinguishing such melanomas from other malignancies.10,11 The 
treatment of oral melanoma still is surgical excision. Jaw resection 
and lymph node dissection is indicated in cases involving bone and 
regional lymph nodes. Surgical margins of 3 to 5cm around the tumor 
are necessary to achieve control. Recent studies indicate that a 1cm 
margin is adequate for small early tumors.13 Other forms of therapy 
such as cryosurgery, radiation, chemotherapy and immunotherapy 
have been employed. Oral mucosal melanomas have a far worse 
prognosis than cutaneous melanomas.14 Histological features which 
are of prognostic significance are histologic type and depth of invasion. 
The level of tumor invasion is another important indicator for the 
prognosis of malignant melanoma.13 CLARK system is generally used 
to grade tumor invasion based on the deepest histologic cutaneous 
structure the tumor infiltrates.13

Conclusion
Although oral malignant melanomas are rare with poor prognosis, 

proper diagnosis and appropriate treatment modalities may increase 
the survival rate of the patient. Melanomas in the palate and the 
maxillary alveolar ridge may sometimes present as a polypoid mass, 
however the presentation as a pedunculated mass in extremely rare, 
with only a few reported cases, as present in this case. The unusual 
clinic-pathologic presentation of the case and the conflicting biologic 
behavior makes it essential that such cases be reported and studied 
further to evaluate their long term behavior and prognosis.
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