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Abstract  Case Report 
 

Metastatic melanoma without a primary is a rare form of skin cancer. Unlike typical melanomas, where the primary 

tumor is present, metastatic melanoma without a primary is characterized by the presence of metastases without the 

presence of an identifiable primary tumor. Treatment options depend on the location and extent of metastasis, and 

advances have been made in the development of targeted therapies. It is important that individuals with risk factors for 

this disease undergo regular testing for early signs of the disease and that healthcare professionals are aware of this rare 

disease when diagnosing metastases without a primary. However, the prognosis remains poor due to the difficulty in 

diagnosing the disease at an early stage. In this article, we will discuss the causes, symptoms, diagnostic methods, and 

treatment options for this disease.  

Keywords: Metastatic melanoma, skin cancer, diagnostic methods. 
Copyright © 2023 The Author(s): This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 International 

License (CC BY-NC 4.0) which permits unrestricted use, distribution, and reproduction in any medium for non-commercial use provided the original 
author and source are credited. 

 

INTRODUCTION 
Melanoma is a tumor proliferation developed at 

the expense of melanocytes whose main function is the 

synthesis of melanin. It represents less than 10% of skin 

cancers in Morocco but is by far the most deadly 

malignant skin tumor [1, 2]. 

 

Melanoma incidence is increasing in Caucasian 

countries with a simultaneous increase in mortality. In 

Hispanic and African-American populations, the 

incidence is lower but these ethnic groups have a greater 

risk of developing melanomas with a higher metastatic 

potential and a poorer prognosis [2]. 

 

Surgical excision remains the main modality for 

the treatment of melanomas, they are very curable in the 

localized stages and their treatment is surgical excision 

with margins proportional to the micro stage of the 

primary lesion [3]. 

 

Metastatic melanoma without primary is a rare 

form of skin cancer in which metastases develop without 

a primary tumor being detected [4]. 

 

In this paper, we report the case of a 46-year-

old patient referred for temporal metastasis of an 

unknown melanoma, whose treatment was based on 

tumor resection with pathology review. 

 

OBSERVATION 
A 46-year-old female patient with no medical 

history was referred from the radiotherapy department 

for the recurrence of a temporal metastasis of an 

unknown melanoma. 

 

The initial lesion showed four months ago: 

swelling of the temporal region of rapid evolution 

without other associated signs. The patient underwent 

surgery with removal of the lesion and the 

immunohistochemistry revealed a temporal metastasis of 

melanoma. The mucocutaneous examination did not 

reveal any suspicious lesion and the evolution was 

marked by a local recurrence. The patient was transferred 

to radiotherapy and then referred to our department for a 

second excision. 

 

On local skin examination: the patient was 

phototype III with a firm painless mass measuring 35 
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mm on a long axis located in the left temporal and 

zygomatic region without inflammatory signs. 

 

The mucocutaneous examination did not reveal 

any suspicious lesions on the entire skin surface. 

 
Figure 1: Significant tumefaction of the left temporal and zygomatic regions 

 

The locoregional examination was normal 

without lymphatique adenopathy. 

 

The cervicofacial MRI showed a suspicious-

looking subcutaneous fatty tissue mass of the left 

temporal region measuring 38mm in the major axis and 

the extension workup showed no distant dissemination. 

 

 
Figure 2: Axial section of cervico-facial MRI 

 

A decision of excision with concomitant extemporaneous examination was made. 

 

 
Figure 3: Intraoperative images: complete tumor excision 

 

The anatomopathological study revealed a 

complete excision of a temporal metastasis of melanoma, 

the decision was to close by suture with a suction drain 

and to refer the patient to radiotherapy for further 

management. 
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Figure 4: Intraoperative images: Incision closure with suction drain 

 

DISCUSSION 
Melanoma corresponds to a malignant 

proliferation of melanocytes [5]. Large differences in 

incidence are observed according to sun exposure and 

ethnic characteristics of the populations. The incidence 

doubles approximately every 10 years and continues to 

increase by 5%/year in countries with white populations 

but remains stable in those with black populations [6, 7]. 

 

Malignant melanoma is the ninth most common 

cancer in Europe, with over 100,000 new cases 

diagnosed in 2012 (3% of the total). While in the UK, 

malignant melanoma is the 5th most common cancer [8-

10]. 

 

In Africa, despite intense sunshine, these 

countries have low incidence rates, this is most likely due 

to the dark phototype of their populations [11]. In 

Morocco, melanoma ranks third after primary 

carcinomas and sarcomas [1]. Although our country 

shares the same risk factors and habits as the other 

Maghreb countries and has a low incidence rate, official 

statistics are rare. According to a study published in 

2007, carried out at the Ibn Rochd University Hospital in 

Casablanca, cutaneous melanoma represents 3.5% of 

skin cancers diagnosed over a period extending from 

1984 to 2007 [12, 13]. In Fez, this frequency is estimated 

at 4.3% of all skin cancers according to the skin cancer 

registry of the anatomopathology department of Hassan 

II University Hospital [1]. 

 

Melanoma of unknown origin (MPI) is defined 

as a melanoma diagnosed in a secondary lesion without 

a primary lesion found and is considered to be a 

metastatic melanoma from the start. [4] 

 

Metastatic melanoma without a primary is a 

rare form of skin cancer that develops when melanoma 

cancer cells spread to other parts of the body without a 

primary lesion visible on the skin. This condition is also 

known as unknown melanoma or occult metastatic 

melanoma. [4] 

 

The exact causes of metastatic melanoma 

without a primary are not yet clearly defined [4]. 

However, it is known that certain risk factors can 

increase the chances of developing this form of cancer. 

People with a history of melanoma or skin cancer [14-

17], people with very fair skin [18, 19], people with 

excessive sun exposure [20-22], and people with 

weakened immune systems are more likely to develop 

this disease [23-25]. 

 

Symptoms of metastatic melanoma without a 

primary can be difficult to detect because there is no 

visible primary tumor. Metastases can develop in various 

organs of the body, such as the lungs, liver, bones, and 

brain, causing different symptoms depending on the 

location of the metastases [26, 27]. 

 

The diagnosis of metastatic melanoma without 

a primary can be difficult because there is no visible 

primary tumor. Diagnosis is usually based on imaging 

studies, such as X-rays, computed tomography (CT) 

scans, and magnetic resonance imaging (MRI), to detect 

metastasis to organs in the body [4]. The management of 

MPI patients remains heterogeneous and the survival rate 

of these patients remains inconsistent compared to 

melanoma patients of known primary (MPC) [28]. 

 

Treatment of metastatic melanoma without a 

primary depends on the location and extent of metastasis. 

Common treatment options include surgery, radiation 

therapy, and chemotherapy [4, 28, 29]. 

 

Surgery can be used to remove metastases in 

organs of the body. If the metastasis is small and well-

localized, surgery may offer a chance of cure. However, 

if the metastasis is larger or has spread to multiple 

organs, surgery may not be possible [4, 29, 30]. 
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Radiation therapy uses radiation to destroy 

cancer cells. It may be used to treat metastases that 

cannot be surgically removed or to shrink the tumor 

before surgery [31]. 

 

Recent studies have also shown that the use of 

targeted therapies to target genetic mutations that may 

contribute to the development of melanoma can be 

effective in treating this disease [31, 32]. 

 

The prognosis for patients with this disease is 

generally less favorable than for patients with melanoma 

with a known primary but advances in treatment offer 

hope for improved outcomes in the future [28, 29]. 

 

Unfortunately, because of the difficulty in 

diagnosing metastatic melanoma without primary, many 

cases are diagnosed at an advanced stage, making 

treatment more difficult and the outlook for survival 

bleaker. Therefore, people with risk factors for this 

disease must undergo regular skin and medical 

examinations to detect any early signs of the disease [33]. 

 

Prevention of metastatic melanoma without a 

primary involves avoiding excessive sun exposure, 

wearing protective clothing, and regularly monitoring 

the skin for any suspicious changes or lesions [33, 34]. 

 

CONCLUSION  
Metastatic melanoma without a primary is a 

rare but serious form of skin cancer that can be difficult 

to diagnose and treat. It is important to take preventive 

measures to reduce the risk of developing this disease. 

 

Advanced imaging techniques are needed to 

identify metastases. Treatment depends on many 

individual factors and may include surgery, radiation 

therapy, chemotherapy, and targeted therapies. 
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