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Letter to the Editor
M u c o s a l  m e l a n o m a  o f  t h e 
head‑and‑neck region: A single 
institutional clinical experience
DOI: 10.4103/sajc.sajc_326_18
Dear Editor,
Due to the rarity of mucosal melanoma, the scientific 
knowledge is limited compared to its cutaneous counterpart. 
Weber reported the first case of mucosal melanoma of the 
head‑and‑neck region in 1856.[1] The largest case series of 
mucosal melanoma of the head‑and‑neck region was reported 
by Bachar et al.[2] with 61 patients over 41 years and in 
India, Gupta et al.[3] reported 42 patients over the period of 
8 years. This is one such attempt with four cases over 1 year.
A 26‑year‑old female  patient presented with the 
complaints of epistaxis and nasal obstruction. Computed 
tomography‑scan (CT) revealed a large expansile soft‑tissue 
mass in the right maxillary sinus extending into the nasal 
cavity, right upper alveolar arch, right orbit, and right buccal 
space. Biopsy and immunohistochemistry confirmed the 
diagnosis of malignant melanoma [Figures 1 and 2].
The patient underwent right total maxillectomy with right 
orbital exenteration and the bony margin was involved by 
tumor. Adjuvant radiotherapy of 60 Gy in 6 weeks was 
delivered. Unfortunately, 4 months after the completion of 

treatment, the patient developed recurrent right submandibular 
lymphnode, bilateral lung metastasis along with nodular lesions 
in retroperitoneal and right infrarenal region. The patient was 
started on palliative chemotherapy (paclitaxel + carboplatin). 
After three cycles of chemotherapy, contrast‑enhanced CT 
scan (CECT) showed all the retroperitoneal and infrarenal 
lesions had regressed completely, whereas there was a 
partial reduction in the right submandibular lymphnode and 
lung metastasis. In view of the good response, the patient 
was given three more cycles of the same chemotherapy 
regimen. After 1 month, the follow‑up CECT scan showed 
residual right submandibular lymph node and persisting 
bilateral lung metastasis. The patient was put on Tablet 
Sorafenib. Due to toxicity, she was shifted to an alternative 
chemotherapy regimen (dacarbazine + cisplatin). After three 
cycles, positron‑emission tomography (PET‑CT scan) showed 
the persistence of the previous disease and an appearance of 
new metastatic involving right iliac bone for which the patient 
received palliative radiotherapy. At present, the patient is put 
on tablet Imatinib and has a stable disease condition until the 
last follow‑up.
A 43‑year‑old male presented with complaint of blackish 
mass in the right buccal mucosa. The biopsy from this lesion 
confirmed melanocarcinoma. He underwent inferior partial 
maxillectomy, and the postoperative histopathology showed 
malignant melanoma. All margins were uninvolved by tumor

(Continue on page 30...)
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9. Solass W, Giger-Pabst U, Zieren J, Reymond MA. Pressurized 
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safety aspects. Ann Surg Oncol 2013;20:3504-11.

10. Solass W, Sempoux C, Carr NJ, Detlefsen S, Bibeau F. Peritoneal sampling 
and histological assessment of therapeutic response in peritoneal 
metastasis: Proposal of the peritoneal regression grading score (PRGS). 
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with no perineural invasion or lymphovascular invasion 
[Figure 3].
The patient received immunotherapy as adjuvant treatment. 
However, after 3 months of disease‑free interval, the patient 
had regional reccurrence in right level II lymphnode confirmed 
by fine‑needle aspiration cytology (FNAC) and PET‑CT scan 
[Figure 4]. The patient underwent bilateral modified radical 
neck dissection.
Following which the patient received radiotherapy of 60 Gy in 
6 weeks. The patient had no evidence of disease until last 
follow‑up.
A 62‑year‑old male presented with complaints of Left nasal 
blockage, protruding Left nasal mass covering the whole 
of the Left nasal cavity and swelling in the Left side of 
the hard palate. The CECT‑scan showed a locally advanced 
lesion in the Left nasal cavity, Left maxillary cavity which 
was extending to the oral cavity along with liver and lung 
metastasis. The biopsy and immunohistochemical of nasal 
mass confirmed the diagnosis of malignant mucosal melanoma 
[Figures 5 and 6].
The patient was treated with palliative 
chemotherapy (dacarbazine, cisplatin, and vinblastine X six 
cycles). Later, he received palliative radiotherapy for epistaxis. 
At the last follow‑up, the patient had no bleeding from the 
local site and had a stable disease.
The patient was treated with palliative 
chemotherapy (dacarbazine, cisplatin, and vinblastine X six 
cycles). Later, he received palliative radiotherapy for epistaxis. 
At the last follow‑up, patient had no bleeding from the local 
site and had stable disease.
A 68‑year‑old female presented with complaints of 
bulging of the left eye with occasional bleeding from 
the left eye. CT‑scan showed an intraorbital mass on the 
posterolateral wall of the left orbit. She underwent left 
orbital exenteration, and the postoperative histopathology 
confirmed the diagnosis of malignant melanoma of the eye. 
Neck dissection was planned, but the patient was lost to 
follow‑up [Table 1].
In western studies,[2,4] the mean age was 65–70 years. In an 
Indian study,[3] mean age was 53 years which was similar to 
our series (49.7 years). The majority of mucosal melanoma 
arises in the sinonasal and oral cavity[2,3] which correlates with 
our study. According to Szabo,[5] this is mainly due to the high 
density of melanocytes in these regions.
According to many studies,[2,6,7] the female patients were 
relatively younger and had a better prognosis. The female 
patient in our series is the youngest. Nasal obstruction, 

(Letter to the editor continue from page 26...)

Figure 1: (a) Stratified squamous 
epithel ium l ined t issue with 
underlying diffuse sheets of 
epithelioid melanocytes along 
with brownish‑black pigment 
(H and E). (b) Individual tumour 
cells showing clear cytoplasm and 
pleomorphic vesicular nuclei with 
prominent nucleoli (c) HMB 45 
expression. (d) Melan‑A positivity

Figure 2: Computed tomography‑ 
scan reconstructed saggital view

a b

c d

Figure 3: Stratified squamous 
epithel ium l ined t issue with 
underlying sheets of epithelioid 
melanocytes arranged in an 
organoid pattern and fascicles 
of spindled melanocytes along 
with brownish‑black pigment. 
Inset‑epithelioid melanocytes 
showing indistinct cytoplasmic 
borders and pleomorphic vesicular 
nuclei with prominent nucleoli

Figure 4: Computed tomography‑ 
scan and positron emission 
tomography scan showing right 
level II lymphnode involvemet

F i g u r e  6 :  C o m p u t e d 
tomography‑scan (axia l  and 
reconstructed saggital  view) 
showing a large sino‑nasal mass

Figure 5: (a) Diffuse positivity for HMB 
45. (b) Diffuse positivity for Melan 
A. (c) Diffuse positivity for S 100. (d) 
Vimentin expression by tumour 
cells. (e) Negative staining for CK 
20 and (f) negative staining for 
synaptophysin

a b

c d

e f

pain, and epistaxis were the most common symptoms in our 
sinonasal melanoma patients which is similar to a study by 
Meleti et al.[6]

(Continue on page 34...)
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patient consent forms. In the form the patient(s) has/have 
given his/her/their consent for his/her/their images and other 
clinical information to be reported in the journal. The patients 
understand that their names and initials will not be published 
and due efforts will be made to conceal their identity, but 
anonymity cannot be guaranteed.
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Table 1: Summarised Observertaions
Characteristic n
Sex

Male 2
Female 2

Site
Sino‑Nasal 2
Buccal mucosa 1
Orbit 1

Extent
Localized 3
Metastatic 1

Treatment
Surgery 3
Immunotherapy 1
Chemotherapy 2
Radiotherapy 3

According to Bakkal et al.,[8] the local, regional, and systemic 
recurrences were 20%, 50%, and 80%, respectively, and all 
patients with metastasis had lung involvement. Two of our 
patients who had metastatic disease had lung involvement, 
and one had developed regional recurrence. As surgery is the 
primary modality of treatment,[9] three of our patients who had 
localized disease underwent surgery.
Mendenhall et al.[9] stated that the radiation could reduce local 
recurrence but has no survival benefit. One of our patients 
who underwent adjuvant radiotherapy had developed distant 
metastasis after 3 months of disease‑free survival (DFS). 
Another patient who received immunotherapy as adjuvant 
treatment developed regional recurrence after 3 months of DFS.
As noted by various studies,[6,10] our experience with these patients 
showed that the outcome was not affected by treatment modality 
chosen. With the use of hypofractionation schedules and newer 
treatment delivery techniques, radiotherapy presently improves 
loco‑regional control[7,11] in malignant melanoma which was once 
thought to be radio‑resistant.[12] However, larger case series and 
longer follow‑up are required to bring further light to this topic.
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Letter to the Editor
Chronic lymphocytic leukemia with deletion 
17p: An Indian scenario
DOI: 10.4103/sajc.sajc_287_18
Dear Editor,
Deletion 17p (del 17p) is a rare genomic aberration found 
in patients with chronic lymphocytic leukemia (CLL). 
The incidence of del 17p varies from 5% to 9% in newly 
diagnosed patients with CLL while it is up to 50% in patients 
with relapsed/refractory disease.[1,2] The presence of del 
17p correlates with poor response to standard treatment 
and unfavorable outcome.[3] There is a paucity of data from 
India regarding del 17p in patients with CLL, and hence, 
we planned this study. The aim of this study is to know 
the incidence of del 17p in Indian patients with CLL and 
their clinicohematological characteristics. This prospective 
study included consecutive treatment‑naïve patients who 
were diagnosed with CLL and registered at the Department 
of Medical Oncology, Dr. BRA‑IRCH, All India Institute of 
Medical Sciences, New Delhi, between June 2013 and May 
2018. The diagnoses of CLL was based on the guidelines from 
the International Workshop on CLL.[4] The baseline workup 
included cinical and hematological parameters (complete 
hemogram, peripheral blood smear examination, and flow 
cytometry), routine biochemistry, lactate dehydrogenase, B2 
microglobulin, IgVH mutation status, and fluorescence in situ 
hybridization (FISH) for del 17 p. 17p deletion was assessed 
by FISH in peripheral blood samples at diagnosis using the 
commercially available dual color Zytolight TP53/Cen17 probe 
as per the manufacturer’s recommendations (Zytovision, GmbH, 
Germany). For each patient, at least 200 interphase nuclei were 
analyzed by Olympus fluorescence microscope (Japan). The 
positive cases were defined as having ≥7.5% of nuclei. Patients 
were staged according to the Rai staging system.[5]

Of the 140 patients recruited in the study, del 17 p was 
found in 16 (11.4%) patients. The characteristics of these 
patients are summarized in Table 1. Among the patients 
positive for del 17p, 10 patients received treatment for CLL 
at baseline while 6 patients were kept under observation. 
In the subgroup of patients who received treatment, four 
patients received bendamustine rituximab, one patient received 
fludarabine cyclophosphamide and rituximab, one patient 
received chlorambucil and prednisolone, and four patients 
received ibrutinib. IgVH mutation status was available 
in 10 patients (sequences with a germline identity ≥98% 
were considered unmutated), 8 patients were found to have 
unmutated IgVH.[6]

This study is the first study from India evaluating the 
incidence of del 17p by utilizing FISH technique. In our 
study, del 17p was found in 11.4% treatment‑naive patients 
with CLL which is higher than that reported in the western

Table 1: Baseline characteristics of chronic lymphocytic 
leukemia patients with deletion 17p (n=16)

Base line characteristics
Age (range) 53 years (35‑75)
Males, n (%) 14 (73.33)
Females, n (%) 2 (26.67)
Hemoglobin (g/dL) 11 (6‑14)
Total leukocyte count (×109/L) 60 (42‑380)
Absolute lymphocyte count (×109/L) 52 (36‑310)
Platelet count (×109/L) 130 (40‑420)
Clinical Rai stage, n (%)

0 0
I 3 (18.75)
II 5 (31.25)
III 3 (18.75)
IV 5 (31.25)

Unmutated IgVH gene (n=10), n (%) 8 (80)
(Continue on page 46...)
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