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Dear Editor,

Intranasal tumors (INTs) are rare among general ma-
lignancies and account for 3–4% of head and neck 
cancers; their symptoms are usually masked by other 
diseases and therefore they are diagnosed late in the 
advanced stage.[1] Squamous cell carcinoma is the 
most common malignant tumor type of the paranasal 
sinus and nasal cavity. Intranasal squamous tumors ac-
count for 1% of all head and neck cancers.[2] Other 
malignant tumors are more rare and include olfactory 
neuroblastoma, malignant diffuse B-cell lymphoma, 
and malignant melanoma.[3] Primary nasal malignant 
diffuse B-cell lymphoma is extremely rare. It consti-
tutes 0.2%–2% of all non-Hodgkin lymphomas.[4]

Malignant melanoma is a malignancy originating 
from melanocytes and responsible for 75% of deaths 
from skin cancer.[5] Although it has the potential to 
develop in all localizations where melanocytes are 
present, its development in the nasal cavity is ex-
tremely rare. Only 0.5% of all malignant melanomas 
originate from the nasal cavity.[6] The treatment of 
these tumors, which generally have a poor prognosis, 
has not been clarified. Radiotherapy (RT) and/or che-
motherapy (CT) may be tried together with surgery.
[7] INT treatments consist of surgery, chemotherapy, 
and radiotherapy, depending on histopathology and 
stage, and standard treatment schemes for these rare 
tumors are not clear. It requires a multidisciplinary 
approach.[8] INT treatments, which are rare in the 
literature, are not standardized due to the small num-
ber of cases. Studies with a sufficient number of pa-
tients are needed. In this article, we present two cases 

of INT, one with DLBCL-Burkitt-like and another 
with malignant melanoma, scheduled for RT.

An 84-year-old man complained of right nasal con-
gestion and shortness of breath for about four months 
and right eye pain for the last month. Rhinoscopic 
examination revealed a firm mass occluding the right 
nostril. Contrast-enhanced brain, face, and neck mag-
netic resonance imaging (MRI) was performed. Brain 
MRI did not reveal any findings in favor of metasta-
sis. MRI of the face and neck revealed a 38×40 mm 
irregularly circumscribed malignant mass lesion with 
heterogeneous diffusion restriction and homogeneous 
contrast in contrast-enhanced series extending from 
the right nasal cavity to the ethmoid cells, maxillary-
frontal sinus, and inferior orbit. Exophthalmos was 
present in the right eye due to the lesion (Fig. 1).

Tru-cut biopsy revealed atypical lymphoid cells with 
diffuse infiltration, large hyperchromatic nucleoli with 
a prominent nucleolus, partly visible cytoplasm, and 
diffuse typical-atypical mitotic activity, apoptosis, oc-
casional starry-sky pattern, and focal necrosis. Immu-
nohistochemical examination revealed CD 20 diffuse 
(+), CD 3 (–), bcl-2 diffuse (+), bcl-6 (–), MUM-1 (+), 
c-myc (+), and CD10 (–). The Ki-67 proliferation index 
was 90–100%. It was reported as compatible with high-
grade B-cell lymphoma, including findings of Diffuse 
Large B-cell lymphoma and Burkitt lymphoma (Fig. 2).

Pre-CT PET-CT (F-18 FDG) performed for stag-
ing showed pathologic FDG uptake in a 3.9×4.7 cm 
mass lesion superior to the right nasal cavity, filling 
the ethmoid sinuses, entering the right orbit medially, 
and causing exophthalmos in the right eye (SUVmax: 
5.6). The lesion invaded the right maxillary sinus, 
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causing destruction of adjacent bone structures. The 
left palatine tonsil showed an appearance of asymmet-
rical filling and pathologic FDG uptake (SUVmax:12.7). 
Focal increased FDG uptake was also observed in the 
right palatine tonsil (SUVmax: 6.8). Pathologic FDG 
uptake was observed in right intraparotitis, right pre-
auricular, bilateral cervical level 2A/2B and 3, right 

cervical level 1B, and multiple lymph nodes, the larg-
est of which was 3.1×2.4 cm (SUVmax:18.1) (Fig. 3).

Chemotherapy (CT) and radiotherapy (RT) were 
planned for the treatment of the patient. Two cycles 
of chemotherapy R-CHOP (Rituximab 750 mg 1×1, 
Cyclophosphamide 800 mg 1×1, Vincristine sulfate 2 
mg 1×1, Doxorubicin 50 mg 1×1, and Prednisolone 80 
mg 1×1) were administered followed by PET-CT (F-18 
FDG), which showed a metabolic complete response 
(Image 4). The patient, in whom a complete response 
was obtained, was included in RT planning, but RT was 
not performed because the patient did not accept the 
treatment. Two months later, the patient’s general con-
dition deteriorated, and he died.

A 65-year-old woman had a cream-colored nodular 
lesion on the skin of the nasal dorsum and brown le-
sions on the skin of the lateral skin of the right infra-
orbital-nasal region, which occurred six years ago. Ex-
cisional biopsies were performed from these areas. The 
biopsy result was compatible with basal cell carcinoma. 
Lymphovascular and perineural invasion was not pres-
ent. Since no tumor was observed at the surgical mar-
gins, she was followed up without treatment. Six years 
later (on 23.08.2022), the patient was admitted to the 
clinic with complaints of a feeling of congestion in the 
right nose, difficulty breathing, and occasional nose-
bleeds for about a month. On the rhinoscopic exami-
nation that was performed, nasal dorsum, vestibulum, 
and nares were normal, septum was deviated to the left, 
and a polypoid, rubbery to the touch, purple, hemor-
rhagic mass was detected covering the right naris and 

Fig. 2. (a) Atypical lymphoid cells with 
monotonous appearance and high 
mitotic activity, some of which are 
markedly enlarged, with occasional 
apoptotic cells. (H&E×20). (b) CD-
20 diffuse strong positive membra-
nous staining (CD20×100). (c) Ki-67 
proliferation is high (90–100%) (KI-
67×100). (d) c-myc nuclear positive 
(c-mycx100). (e) bcl-2 diffuse mem-
branous positive (bcl-2×100).
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Fig. 1. Mass filling the right nasal cavity and maxillary 
sinus on face and neck MRI.

 MRI: Magnetic resonance imaging.
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filling the right nasal cavity. Contrast-enhanced brain 
MRI showed no pathologic involvement. Contrast-
enhanced facial MRI revealed mucosal thickening in 
all paranasal sinuses, left deviation of the nasal septum, 
and a large spur formation extending to the left. A mass 
lesion with a soft tissue signal, approximately 3×2 cm 
in size, associated with the middle turbinate, was ob-
served in the anterosuperior part of the nasal cavity on 
the right. Diffusion-weighted imaging showed diffu-
sion restriction at the level of the lesion and peripheral 
diffuse contrast enhancement in the lesion (Fig. 4).

Endoscopic surgery was performed for the mass in 
the right nasal cavity. In the right nasal cavity, a purple, 
2 cm mass originating from the lateral wall and extend-
ing anteriorly to the anterior border of the inferior tur-
binate and above to the border of the lateral cartilage 
was dissected and removed. Histopathology showed 
tumoral infiltration consisting of atypical cells with 
large vesicular nuclei and prominent nucleoli under 
the epithelium in the tissue sample covered with squa-
mous epithelium. In the immunohistochemical study, 
tumoral cells were S100 (+), HMB45 (+), SOX-10 (+), 

Fig. 3. (a) Hypermetabolic mass lesion in the right nasal cavity filling the right maxillary 
sinus and destructing adjacent bony structures (pre R-CHOP). (b) Pathologic FDG 
uptake in both palatine tonsils (pre R-CHOP). (c) Bilateral cervical multiple hyper-
metabolic lymph nodes (pre R-CHOP).

a

b

c



247Hanedan Uslu et al.
Atypical Locations of Non Hodgkin Lymphoma and Malignant Melanoma in the Intranasal Cavity

PAN-CK (–), LCA (–), CD34 (–), and the Ki-67 prolif-
eration index was 40–45%. These findings were report-
ed as compatible with malignant melanoma (Fig. 5).

On post-op PET-CT (F-18 FDG), FDG uptake in 
all systems was within the physiologic limits. The pa-
tient was evaluated at the head and neck tumor coun-

cil. Left nasal cavity mucosa resection was performed. 
No tumor was observed at the surgical margins, and 
the patient was scheduled for concomitant chemora-
diotherapy. Cisplatin 100mg/m2 was administered ev-
ery twenty-one days simultaneously across the entire 
right nasal mucosa, including the nasopharynx, with a 
dose/fractionation of 200 cGy for a total of 5400 cGy, 
increasing the skin dose with a 0.5 bolus (Fig. 6). The 
patient is relapse-free at 2 months.

Tumors in the sinonasal area are rare, affecting less 
than one in 100,000 people per year. They can be poten-
tially fatal because they are close to the intracranial cav-
ity and can cause obstruction of the respiratory tract. 
Symptoms include unilateral nasal congestion, bloody 
discharge, and loss of smell. Although the unilateral 
nature of the symptoms raises suspicion, they often go 
unnoticed. It is therefore common for them to be diag-
nosed late. They may spread to the orbit, nasolacrimal 
system, cavernous system, pterygomaxillary fissure, and 
infratemporal fossa and cause disorders such as exoph-
thalmos, proptosis, diplopia, epiphora, trismus, facial 
pressure, pain, and paresthesia.[9] The most prominent 
symptoms were epistaxis in the first case and exoph-
thalmos and pain in the second case. Diffuse Large B 
Cell-Lymphoma is the most commonly occurring type 
of Non-Hodgkin Lymphoma. However, this may rarely 
be found primarily in extranodal sites.[10] Primary na-
sal cavity and paranasal sinus lymphoma demonstrate 
aggressive behavior and often relapse.[11] Chemother-
apy is the primary treatment for nasal DLBCL followed 
by IFRT.[4] In a study by Kwak et al.,[12] the final local 
control rate after radiotherapy was 94%. In addition, 
early-stage patients tend to achieve longer overall sur-
vival than advanced-stage patients.[13,14] The median 
survival time and overall survival of advanced-stage 
patients are only 12.2 months and 20.3 months, re-
spectively.[13] There is no standard treatment for this 
type of disease, but treatment of localized aggressive 
non-Hodgkin lymphoma (NHL) with a combination 
of radiotherapy and chemotherapy is widely accepted. 
Therefore, in our first case, the patient was planned to 
be treated with chemotherapy and sequential radiation 
therapy. According to previous studies, patients diag-
nosed with this disease were always treated with CHOP 
(cyclophosphamide, doxorubicin, vincristine, and 
prednisone) or CHOP-derived chemotherapy.[13,15] 
Considering that the classical CHOP regimen may fall 
short of treating this lymphoma, CHOP and rituximab 
were used in the treatment of our patient since CD20 
expression was positive in the tumor. After treatment, 
PET-CT proved that the patient had a complete tumor 

Fig. 4. (a) Complete response to a mass in the right na-
sal cavity filling the right maxillary sinus (post R-
CHOP). (b) Complete response in both palatine 
tonsils (post R-CHOP). (c) Complete response in 
bilateral cervical LAPs (post R-CHOP).
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response. The headaches and nosebleeds completely 
disappeared. Radiotherapy was then planned for the 
relevant region, but the patient did not accept RT. The 
patient died due to age and comorbidities.

Primary mucosal melanoma of the nasal cavity 
and paranasal sinuses is a rare tumor.[16,17] In West-
ern Europe, melanomas of the head and neck account 
for less than 1% of all melanomas.[18,19] Histologi-
cally, tumors are composed of various cell groups. 
Immunohistochemical studies revealed that tumor 
cells generate a positive reaction with S-100 protein, 
tyrosinase, HMB-45, melan-A, and microphthalmia 
transcription factor.[20] In our case, pathologic find-
ings were consistent with the literature. Treatment op-
tions essentially consist of radical surgery and radio-
therapy, while chemotherapy is reserved for advanced 
forms. Despite a better knowledge of this tumor, the 
5-year overall survival remains poor and does not 

exceed 40% in any of the published studies.[21] In a 
clinicopathologic study of 115 patients with mucosal 
melanoma, the mean age was found to be 64.3 years.
[20] Our patient was 65 years old. Since the tumor has 
a highly fatal course, the treatment plan should be ad-
ministered immediately. Surgery is the most impor-
tant factor in the local control and cure of malignant 
mucosal melanoma. Surgery can be accompanied by 
RT or CT or their combination.[20] In a multicenter 
retrospective study of 160 patients by Benlyazid et 
al.,[22] 82 patients who underwent surgery alone and 
78 patients who received postoperative RT were eval-
uated. In this large-scale study, the rate of locoregion-
al revision was higher in the postoperative RT group. 
Locoregional recurrence was 55.6% in the group that 
underwent only surgery and 24.5% in the group that 
received postoperative RT. In another study with thir-
ty-four cases, surgical resection was performed in 27 

Fig. 5. (a) Nodular atypical cells with basophilic cytoplasm, vesiculated nuclei and frequent mitotic activity (H&E×100). 
(b) SOX-10 diffuse strong nuclear positive in atypical cells (SOX-10×100). (c) HMB-45 focal membranous type 
positive (HMB-45×100). (d) PAN-CK negative (PAN-CK×100).
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patients, while 4 patients were also administered RT, 
1 received RT+CT, and 3 received CT along with sur-
gery. Of the remaining 7 patients, 1 received only CT, 
and 6 received only RT, and as a result, it was shown 
that combined approaches provided a much better 
prognosis than single treatment options.[23] In our 
second case, chemoradiotherapy was performed after 
surgery for primary nasal mucosal melanoma. Pro-
gression-free follow-up two months after treatment. 
Since INT cases are limited in number, the standard 
treatment is not very clear and remains unambiguous. 
Prospective studies with large numbers of patients are 
needed to establish a gold standard treatment.
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