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Abstract
Malignant Melanoma of nasal cavity is an extremely rare tumour and is more aggressive than its cutaneous counterpart. 
Primary malignant melanoma of nasal cavity arise from melanocytes located in the mucous membrane. Only 0.5% of 
malignant melanoma arises in nasal cavity. We report a case of malignant melanoma of the nasal cavity in a 40 year old 
patient, the diagnosis is histological, and the treatment was based on surgery and radiotherapy.

Résumé
Le mélanome malin des fosses nasales est une tumeur extrême-
ment rare et plus agressive que son homologue cutanée. Le mél-
anome malin primitif de la cavité nasale provient de mélano-
cytes situés dans la membrane muqueuse. Seulement 0,5 % des 
mélanomes malins surviennent dans la cavité nasale. Nous rap-
portons un cas de mélanome malin des fosses nasales chez une 
patiente de 40 ans, le diagnostic est histologique, et le traitement 
a été basé sur la chirurgie et la radiothérapie.

Introduction
Primary malignant melanoma of the nose and paranasal sinus 
mucosa is a rare disease and seen in less than 1% among all 
melanomas. Malignant melanomas have 2 origins: cutaneous 
and mucosal. The mucosal form has a worse prognosis because 
of its aggressiveness compared with that of the cutaneous form. 
Mucosal melanomas often occur at a rate of 2% to 3% among 
all melanomas and are typically found in the nasal cavity and 
paranasal sinuses. Generally, it is more common in males and in 
those older than 50 years.

Case Report
This is a 40-year-old patient, who has had unilateral left nasal 
obstruction for 1 year, associated with anterior and posterior rhi-

norrhea and hyposmia, complicated 3 months ago by episodes 
of epistaxis. Clinical examination reveals a left paralateral-nasal 
swelling, with nasal endoscopy a purplish fleshy process of the 
lateral wall of the left nasal cavity, taking the lower turbinate 
and filling the anterior part up to the vestibule, no bleeding on 
contact. 

The CT scan shows a lesion process of the left nasal cavity, of 
tissue density, moderately enhanced after injection, blowing out 
the bony walls without associated lysis, extended to the nasal 
tear duct and pushing back the nasal septum on the right. MRI 
appearance in favor of a tumor process of the left inferior turbi-
nate, clear contours in moderate T1 and T2 hypersignal, weak-
ly enhanced after gadolinium injection, measuring: 39*19mm, 
without extra-nasal extension. 

The biopsy came back in favor of an undifferentiated malignant 
tumor process. Excision of the tumor process with lower left 
turbinectomy was performed. The anatomopathological study of 
the tumor samples came back in favor of melanoma.  Postopera-
tive radiotherapy was given to the patient and the patient is alive 
one year after surgery.
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Figure 2: MRI appearance favoring a tumor process in the left lower turbinate without extra nasal extension.

Figure 1: CT scan showing a process of the left nasal cavity blowing out the bony walls and extending to the nasal lacrimal duct, 
without associated lysis.

Discussion
Mucosal MMs of the nasal cavity and the paranasal sinuses 
are rare, accounting for only 1.3% of all MMs in routine ENT 
practice [1, 2]. Nasal melanomas are tumors that present with 
high-grade malignancy; they have a different biological nature 
and epidemiological features to cutaneous melanomas and have 
a worse prognosis than those. The clinical course of MMs is of-
ten unpredictable. Many patients have lymph nodes, distant and 

distant lung and hepatic metastases at the time of diagnosis, and 
recurrences may occur sporadically, even after some years.

Epistaxis and nasal obstruction were the most frequent present-
ing symptoms in reported series. It’s difficult, particularly with 
large lesions, to determine the exact site of origin. The origin can 
be determined only if the main mass is resected intraoperative-
ly. In a review of 190 patients with sinonasal melanomas, 148 
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(78%) were found in the nasal cavity and 42 (22%) were found 
in the sinus. The nasal septum accounted for 44 (30%), the lat-
eral nasal wall for 44 (30%), the inferior turbinates for 12 (8%), 
and the middle turbinates 7(5%) of the nasal melanomas [3-11].

Various methods including surgery, irradiation alone, irradiation 
with surgery or irradiation with surgery and chemotherapy have 
been used to treat MM of the nose. Different surgical interven-
tions may be applicable, depending on the extent of the lesion, 
for example, lateral rhinotomy, maxillectomy, craniofacial re-
section, or endoscopic resection.

 Neck dissection is not recommended for patients who in the set-
ting of No neck. However, neck dissection should be done when 
the patient presents with a metastatic lymph node [9].The most 
important point that we want to draw attention to with respect to 
surgical intervention is that melanotic fields demonstrating mac-
ulation metastasis may be present in the other mucosal regions 
through the nose where the mass is contacted or not. Ronaldo 
and his colleagues have emphasized the intranasal MMs may be 
multicentricity [12].

After an accurate determination of these fields and removal 
of the mucosa within this field, the clinician should ascertain 
whether the tumor has invaded the cartilage or bony structure. If 
the bony structure of the base of the nose is affected, then con-
trollable resection is required. If an attempt is made to drill the 
lesion above the bone using a diamond-pointed drill, recurrence 
is unavoidable because the melanotic cells will invade the deep-
er bony structure at the microscopic level.

According to most reported series and reviews, there was no sta-
tistical difference in survival between patients receiving surgery 
alone and those receiving surgery and radiotherapy [2]. Many 
authors have recommended aggressive local therapy with adju-
vant or salvage radiotherapy for patients with sinonasal muco-
sal melanoma, even in the absence of a survival benefit because 
postoperative adjuvant radiotherapy provides local control in 
patients [13, 14].

Chen and colleagues reported that surgery is the first choice, and 
that postoperative radiotherapy yields better outcomes. Another 
study reported that absolute local control by radiotherapy alone 
achieved success in 61% of cases [15, 16]. 

Melanoma is a relatively chemo-resistant tumor. Chemotherapy 
can be used for palliative purposes in patients with advanced 
stage disease [17]. Nakaya and colleagues stated that negative 
surgical margins were not predictive of a better prognosis [9]. 
However, we believe that negative surgical margins and clear-
ing foci such as mucosal maculation areas are important criteria 
for treatment success. The precise etiopathogenesis is unknown, 
with one study suggesting that tobacco use, and formaldehyde 
exposure may play a role [11]. Smoking or alcohol abuse was 
present in none of our patients, and they reported no history of 
major drug exposure.

The first step in the diagnosis of suspect lesions. MMs are usual-
ly dark black in color with a view, although the appearance and 
the color of the lesion may vary according to the contents mel-
onosit. Histopathology and immunohistochemical analysis are 

needed for a definitive diagnosis. The differential diagnosis of 
nasal melanoma includes olfactory neuroblastoma, lymphoma, 
plasmacytoma, undifferentiated carcinoma, rhabdomyosarcoma, 
malignant fibrous histiocytoma, leiomyosarcoma, malignant fi-
brous histiocytoma, and neurogenic sarcoma [18-21].

On the other hand, some recent studies have reported that MRI 
is a useful method for the diagnosis of melanotic melanomas lo-
cated in the nasal region. Some authors have reported that MMs 
of the sinonasal cavity show characteristic MR signal intensity, 
which is mainly attributable to the degree and the distribution 
of melanin pigmentation and partly attributable to hemorrhage 
within the mass [19]. It has also been reported that high signal 
intensity within the lesion on T1-weighted images suggests the 
presence of melanin [20].

Mucosal MM in the head and neck has a poor prognosis. Despite 
advances in surgical techniques and methods of adjuvant thera-
py, the 5-year survival rate of patients with nasal melanoma is 
very low [12].

Conclusion
The primary malignant melanoma of the nose is an extremely 
rare entity and it must be differentiated from other tumours of 
the nose and paranasal sinuses. Early diagnosis and surgical 
treatment of the melanoma of the nose offer the only possible 
hope of survival and therefore, attention must be paid to the mi-
nor nasal symptoms at the earliest.
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