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Giant cutaneous malignant melanoma is rarely observed in clinical practice. It has
rarely been described in the literature. Melanoma of the scalp with amelanotic character
is even rarer, it represents an aggressive subcategory with high rates of in-transit disease
and poor disease-related and survival outcomes. In this paper, we document our
experience with an elderly patient with a giant amelanotic melanoma of the scalp and
review the literature.
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Giant melanoma has been rarely described in the literature [1]. The term ‘giant
melanoma’, although not formally defined, has been previously described as a large
diameter melanoma, often over 10 cm [2]. The term ‘thick melanoma’ refers to a large
malignant melanoma with a Breslow thickness of over 4 mm [3].

Melanoma’s anatomic location has an important influence on tumor characteristics
and prognosis. Scalp melanoma has a worse prognosis than melanoma elsewhere,
though the reasons for this are poorly understood [4]. Cutaneous head and neck
melanoma (CHNM) described as having clinical and histological features that are different
from melanomas in other locations [3,5]. Scalp melanomas comprise 7% of all cutaneous
melanomas and have higher recurrence and mortality rates than other CHNM [6].
Our case demonstrates a remarkable outcome from surgical excision alone with no
loco regional or distant metastatic spread over 4 years from presentation.

Case Report
A 79-year-old man was referred to our department of dermatology following a
1-year history of an asymptomatic progressively enlarging mass on his scalp. He had a
medical history of prostate cancer treated 5 years ago and a euthyroid multinodular
Goiter.

On clinical examination, there was a reddish, firm, bleeding andmultinodular tumor
located on the scalp with purulent exudation. The dimensions of the tumor were 14 cm
× 11 cm × 3 cm (Figure 1). We also noticed the presence of multiple depigmented,
erythematous macules with irregular borders, on the trunk. Dermoscopy of the tumor
showed polymorphous vascularization with milky red and amorphous white areas
(Figure 2). Clinically, he had no palpable cervical lymphadenopathy and no other
significant abnormalities at the somatic examination.
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Figure 1. A melanotic multinodular tumor of the scalp.

Figure 3. Histological and immunohistochemical analyses of
biopsied tumor cells. (A). The tumor cells are ovoid, increased in
size with anisocytosis and very pleomorphic nuclei that contain
prominent nucleoli (HES x 20), (B). Immunohistochemical staining
showing tumor cells positive for Melan A, (C). Tumor cells positive
for HMB45.

Figure 2. Dermoscopy showed polymorphous vessels with milky
red and amorphous white areas.

Biopsy specimen was consistent with nodular invasive
malignant melanoma, Clark level IV, Breslow’s thickness of at
least 7 mm, the tumour was strongly positive for HMB45 and
Melan-A confirming the diagnosis of malignant melanoma
(Figure 3). Computed tomographic scan of head showed no
obvious cranial involvement by the lesion. A full workup for
metastatic disease was done, including ultrasound of cervical
ganglionic areas, computed tomography of the thorax,
abdomen, and pelvis, which did not show any suspicious
lesions, Serum lactate dehydrogenase (LDH) level was normal.
The patient was preoperatively staged as T4N0M0. Wide
local excision with 3 cm margins was performed. Then, after
the anatomopathological control of margins, the defect was
covered with a split-thickness skin graft taken from the left
thigh, with good evolutionà (Figure 4). This patient is still alive
over 4 years later with no locoregional or distant metastatic
spread.

Madridge J Case Rep Stud.
ISSN: 2639-4553

Figure 4. Our patient with healed split-thickness skin graft over the
resection defect.

Discussion
There are very few reports on giant melanoma in literature,
because patients usually come for treatment earlier, and
practitioners are well aware of the catastrophic consequences of
neglecting such tumors [1]. A systematic literature review, limited
to the English language, has shown only 6 patients with scalp
melanoma appearing as a giant cutaneous tumor (Table 1). The
dimensions of melanoma in our case make it one of the rarest.
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Primary melanoma of the scalp represents a unique subcategory with an aggressive phenotype characterized by high
rates of local, in-transit metastases, and regional recurrence as
well as poor disease-free survival outcomes [7]. It’s more likely
to be rapidly growing, a melanotic and nodular in subtype.
They tend to occur in older men and, by inference; it is likely
that male pattern alopecia and chronic solar damage play a
role in their causation. High-risk histological features such as
increased Breslow thickness, nodular subtype, and satellite
metastases may explain the poor prognosis of scalp melanoma
[4]. The reason for local or loco-regional spread in some
massive melanomas without distant metastases is unknown,
although some authors have suggested that it could be
ascribed to the intrinsic biological behavior of the tumor and
patient’s immunological response to the melanoma cells [1].
The presence of depigmented lesions vitiligo-like in our patient
testifies the activation of its immune system which may explain
the absence of locoregional and distant metastatic spread.

WLE

Although giant scalp melanomas are treated with surgery,
their size can pose significant difficulties in scalp reconstruction,
especially if they require deep excision and the patient has
comorbid medical conditions. For larger scalp wounds where
primary wound closure is not possible, reconstructive technique
include local flaps, tissue expanders, and skin grafting. Although
skin grafts are an easy and reliable method, an adequate
nutrient blood supply is needed for the graft to become
incorporated. This may require an additional pericranial or
subgaleal fascia flap or drilling into the diploe to allow formation
of granulation tissue [11-16].

None

Conclusion

Table 1. Summary data of published reports referred to patients
with primary giant scalp melanomas.

Case

Sex Morphology Size (cm)
and of lesion
Age
(years)
Panajotovic M 57 Vegetative 12 × 10
[12]
tumor

Breslow Nodal
thickness diffusion
(mm)

100

Müller [13] F 84 Confluent NR
5
purplebluegrey
macules,
papules and
nodules
Ching [2] M 70 Vegetative 14,5×10,4 18
tumor
Lakshmi F 28 Ulcero
20 × 10 NR
[14]
proliferative
tumor
Böyük [15] F 54 Dark brown 15 × 30 NR
macules,
papules and
nodules
Puckett
M 64 Ulcero
NR
NR
[16]
proliferative
tumor
Our case M79 Confluent 14×11×3 7
erythematous
papules and
nodules

Meta- Therapy
static
disease

No (clinical No
and imaging
evaluation)
No
NR
(ultrasound
evaluation)

Yes

Yes

WLE, SND

Yes

No

WLE

Yes

Yes

Biotherapy
(Vemurafenib)

YES

YES

WLE

No

No

WLE

∗WLE: Wide Local Excision; SND: Selective Neck Dissection; NR: Not
Reported.

Amelanotic or hypomelanotic melanomas are more common
in chronically sun-exposed areas. There increased relative
incidence at other sites such as the scalp, particularly in men, may
be related to the frequency of certain histologic subtypes such as
nodular and desmoplastic melanoma. They are considered as
forms of poor prognosis [8]. Dermoscopy may be useful in the
diagnosis of a melanotic melanoma by visualization of features
associated with deep tumour extension (blue-whitish veil,
polymorphous vessels, little blue-black colour, pseudolacunas)
not visible to the naked eye [9]. In our case, the presence of
polymorphous vessels and milky red areas on dermoscopy as well
as the presence of depigmented lesions on clinical examination
allowed to evoke the diagnosis of melanoma.
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Regarding therapy of giant melanoma, there is no consensus
on how best to manage this tumor given the heterogeneity of
the limited cases described in the literature. In the currently
available guidelines, the maximum recommended resection
margin is 3 cm [10]. However, a recent study demonstrates that
within the head and neck, a wider resection margin greater than
2 cm does not confer any additional survival benefit compared
with a narrower margin [4]. Furthermore, the use of wider
margins did not confer a survival benefit to patients with more
advanced disease, such as sentinel lymph node spread. This is of
particular importance in the head and neck region, where the
use of smaller margins allows for the preservation of aesthetics
and facial/sensory function [4].

This case appears to be one of the rare cases in the
literature in terms of its lack of successful management with
no locoregional or metastatic spread in over 4 years. Giant
melanoma of the scalp represents a surgical challenge due to
their destructive nature. Even though they have significant
metastatic potential, a subset of these tumors could have a
more indolent clinical course. Genetic analysis may prove a
valuable clinical tool to predict phenotype and to provide
more individualized treatment options.
Conflict of Interest: No conflicts of interest.
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