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Introduction
Primary mucosal melanomas account for 0.8%-3.7% of all 

the melanomas.1 More than half of the primary melanomas 

arise in the head and neck region, with nose and paranasal 

sinus being the most common site. Primary tonsillar 

mucosal melanoma is extremely rare, and only 27 cases 

have been reported in the literature so far.2 Melanomas of 

the gastrointestinal (GI) tract are rare, accounting for 1%-3% 

of the total malignant tumours of the GI tract.3 Incidence 

of metastatic melanoma to the colon, rectum and anus is 

0.3%.4 Here, we present a case of palatine tonsillar melanoma 

with isolated colonic metastasis. This is the first case of the 

palatine tonsillar melanoma reported in the literature.

Case Report
A 42-year-old woman had symptoms of soreness and non-
healing ulcer over left tonsilar fossa for 8 months. However, 
she did not undergo any evaluation or treatment for the 
same (Figure 1). It was progressively enlarged. There was 
no bleeding or hoarseness of voice. The patient was referred 
to us for an intermittent colicky lower abdominal pain after 
4 months. Abdominal pain was associated with abdominal 
distension and occasional non-bilious vomiting. It relieved 
with the passage of flatus and stool. There was no history of 
rectal bleeding or acute intestinal obstruction. There was a loss 
of appetite and loss of weight. No history of jaundice, bony 
pain or respiratory distress. On examination, an ill-defined 
lump was found palpable over the left hypochondrium. No 

ÖZ

Primer mukozal melanomlar tüm melanomların %0,8-3,7’sini oluşturur. Primer mukozal melanomların yarısından fazlası baş ve boyun bölgesinde, 
en sık olarak de burun ve paranazal sinüste ortaya çıkar. Primer tonsiller mukozal melanom son derece nadirdir ve şimdiye kadar literatürde sadece 
27 hasta bildirilmiştir. Melanomun kolon, rektum ve anüse metastaz yapma insidansı %0,3’tür. Bildiğimiz kadarıyla bu olgu bildirimiyle, izole kolon 
metastazı olan ilk palatin tonsiller melanom olgusunu sunuyoruz.
Anahtar Kelimeler: Primer tonsiller melanom, mukozal melanom, kolonik melanom, kolo-kolik intusepsiyon
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Primary mucosal melanomas account for 0.8%-3.7% of all the melanomas. More than half of the primary melanomas arise in the head and neck region, 
with nose and paranasal sinus being the most common site. Primary tonsillar mucosal melanoma is extremely rare, with only 27 cases reported in 
the literature till now. Incidence of metastatic melanoma to the colon, rectum and anus is 0.3%. Here, we present first case of the palatine tonsillar 
melanoma with isolated colonic metastasis.
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hepatomegaly or splenomegaly or ascites was observed. A 
deeply pigmented ulcerated lesion in the left tonsilar fossa 
was found on oral cavity examination.

The woman was evaluated with a colonoscopy, which 
showed a large pedunculated ascending colon growth. 
Non-negotiability of colonoscope omits the possibility of 
endoscopic removal of tumour. The biopsy suggested 
malignant melanoma. A biopsy from oral ulcer also 
showed malignant melanoma. Contrast-enhanced CT scan 
(CECT) showed mildly enhancing polypoidal soft tissue 
lesion (4.2x4.1 cm) in the hepatic flexure with colocolonic 
intussusception involving hepatic flexure and ascending 
colon (Figure 2). Positron emission tomography (PET) 
scan showed FDG avid standardised uptake value (SUV: 
13.7) ill-defined enhancing soft tissue density lesion arising 

from the left tonsil. FDG avid (SUV: 10.8) enhancing wall 
thickening was noted in descending colon in the left lumbar 
region with evidence of colocolonic intussusceptions. The 
patient was taken up for surgery as the presence of colocolic 
intussusception was easily reducible (Figure 3). A polypoid 
lesion was found at the hepatic flexure of the colon. The 
presence of multiple hard lymph nodes were found at the 
middle colic artery base with a maximum size of 20 mm. She 
underwent extended right hemicolectomy with ileocolonic 
anastomosis. The postoperative course was uneventful. 
The woman was discharged on postoperative day 10. Gross 
examination showed a polypoidal pigmented growth of 
6.5x7.5 cm at the hepatic flexure of the colon (Figure 4). The 
surface of the polyp was irregular, and the cut surface was 
greyish white in colour with focal blackish areas. The rest of 
the colon and the terminal ileum were normal. The tumour 

Figure 1. Oral cavity image, showing ulcero-proliferative growth over 
left tonsilar area

Figure 2. Contrast enhanced CT scan showing polypoidal right side 
colonic mass with colo-colic Intussusceptions

Figure 4.  Extended right hemicolectomy specimen (cranial end on right 
side, caudal end on left side showing appendix) showing a polypoidal 
lesion.

Figure 3.  Intra operative picture showing manual reduction of colo-
colic intussusceptions
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was composed of neoplastic cells disposed in fascicles and 
sheets. Tumour cells showed anisonucleosis, spindle nuclei 
and vesicular chromatin with focal pigmentation. Twenty-
one lymph nodes were retrieved in total, and 12 among them 
were positive for metastasis. On immunohistochemistry, 
the tumour cells were immunoreactive for vimentin, S100 
and HMB45 and non-reactive for SMA, desmin, CD117 and 
DOG1 (Figure 5). At 1-month follow-up, she was found to 
be resumed her normal routine work. She was regular in 
her follow-up for tonsilar lesion and had planned for four 
cycles of methotrexate and 20 Gy in 5 fractions palliative 
radiotherapy.

Discussion
Melanoma of palatine tonsil and that of GI tract is rare. 
The small bowel is found to be most commonly affected 
in the GI tract melanoma.5 GI metastases usually appear as 
multiple polypoid lesions. It can be melanotic or amelanotic. 
Our case was a solitary lesion with melanotic appearance. 
Clinical presentation in the large bowel pathology is mostly 
obstruction, bleeding or perforation. Metastatic melanoma 
presenting as intussusception is usually seen in the small 
bowel, but in our patient, large bowel lesion was presented 
with colocolic intussusceptions. Patients with GI tract 
involvement are found to have more than 50% metastatic 
melanoma involving other sites and organs.6 In our case, 
there were no other sites of metastasis. Histopathological 
examination and immunohistochemistry are used for 
diagnosis. Prognosis is poor with median survival rate of 
less than 1 year. The 5-year survival rate is less than 10%. 
However, development in molecular biology has added 
a different dimension to management of these tumours. 

BRAF mutation (V600E) is a molecular target for treatment. 
Studies have shown the effect of BRAF inhibitors, such as 
dabrafenib, significantly improved progression-free survival 
in melanoma.7,8 Complete surgical resection may provide 
long-term, disease-free survival as reported by Ollila et al.9
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Figure 5.  Histopathological examination showing classical pattern in 
hematoxylin and eosin staining and marker of melanoma viz. vimentin, 
S-100 and HMB-45 staining


