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Abstract: Primary melanoma of the eyelid is a rare malignant tumour that accounts for <1% of all 

malignant melanomas and about 1% of malignant tumours of the eyelid. The most common clinical 

presentation of melanoma is an oval lesion; linear presentation is uncommon. We presented a 79-

year-old woman with a several-month history of a rapidly-growing, irregular, linear, pigmented 
cutaneous lesion on the right lower eyelid, involving the eyelid margin. The lesion measured 2 cm x 

0,8 cm x 0,2 cm. Anterior and posterior segments appeared normal in both eyes, without pathological 

findings on ocular ultrasound examination. After excision biopsy, histopathological examination 

revealed a nodular melanoma. The case underwent additional investigations for staging and therapy. 
The current therapeutic strategies in eyelid melanoma include surgical excision, systemic 

chemotherapy, immunotherapy, targeted therapy or radiotherapy. Despite advanced research 

methods in the field, the management of eyelid melanoma is still a major challenge. 
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INTRODUCTION 

Primary melanoma of the eyelid is a rare malignant 

tumour that accounts for <1% of all malignant melanomas and 

about 1% of malignant tumours of the eyelid.(1) This tumour 
appears most often in the lower eyelid.(2) The most common 

clinical presentation of melanoma is an oval lesion, whereas 

linear presentation is uncommon.(2) Among histopathological 

subtypes of melanoma, nodular melanoma is considered the 
second most common form and the most aggressive variant.(3)  

Due to the low incidence of the disease, there are a 

limited number of studies that examine the clinicopathological 

features and therapeutic approaches in nodular melanoma of the 
eyelid. Therefore, most of the actual understanding of this 

tumour is based on extrapolation from studies of cutaneous 

melanoma in other locations. 

Although recent studies showed a great interest in new 
therapeutic methods and biopsy strategies, treatment for eyelid 

melanoma remains limited to surgical excision and eyelid 

reconstruction.(4,5,6,7) 

 

CASE REPORT 

A 79-year-old female patient presented to the clinic of 

ophthalmology with a several-month history of a rapidly-

growing, irregular, linear, pigmented cutaneous lesion on the 
right lower eyelid involving the eyelid margin (figure no. 1). 

Clinically, the lesion had a black-brown colour and irregular 

borders. It was ulcerated, asymmetric in two axes and covered 
with yellowish-brown crusts. The lesion measured 2 cm x 0,8 

cm x 0,2 cm. Anterior and posterior segments appeared normal 

in both eyes. There were no pathological findings on ocular 

ultrasound examination.  
An excision biopsy was performed and 

histopathological examination revealed a nodular melanoma 

with mixed morphology, epithelioid and spindle cells with a 

high mitotic rate 4/HPF. It shows significant cellular 

pleomorphism with large nuclei and prominent eosinophilic 
macronuclei. The maximum tumour thickness is 3 mm deep 

(Breslow Depth 3 mm), penetrating the deep dermal area and 

isolated muscle bundles (Clark Level IV). The limits of 

resection are found in healthy tissue with wide excision margins 
>5 mm. There are no aspects of vascular and perineural 

permeation. There was no clinical evidence of lymphadenopathy 

or other signs or leading symptoms of cancer. All standard 

laboratory tests and baseline imaging for staging were normal.  
 

Figure no 1. Malignant melanoma of the lower eyelid at 

admission  

 
A full thickness wide excision of the lower eyelid 

melanoma was performed according to the International 

Guidelines for excision margins. The lower eyelid defect was 

reconstructed using free upper eyelid tarsoconjunctival and 

myocutaneous grafts from the patient’s ipsilateral eye. 
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There were no complications after surgery and the 

grafts’ healing was optimal (figure no. 2.). Also, at six-month 
follow-up, the evaluation revealed no abnormality.  
 

Figure no. 2. Postoperative outcome after a. 1 day  b. 4 days 

c. 2 weeks d. 6 months 

 
As the tumour is in stage II with a high mitotic rate in 

an older age patient, the prognosis tends to be less favourable. 
 

DISCUSSIONS 

Cutaneous eyelid melanoma is a malignancy of 

melanocytes, the pigment producing cells within the skin. There 

are 4 histopathological types of cutaneous melanoma: superficial 
spreading melanoma (SSM), nodular melanoma (NM), lentigo 

maligna melanoma and acral lentiginous melanoma. The most 

common histopathological type is SSM and the second common 

is NM (3), the form presented by the patient in this report. 
Melanoma cells can be classified in 2 types: epithelioid and 

spindle cells. Typically, NM presents large epithelioid cells with 

abundant eosinophilic cytoplasm, large nuclei and prominent 

macronuclei, spindle cell melanoma being a rare subtype of 
malignant melanoma.(1) The tumour from the patient in this 

report has both histopathological features. It is a mixed 

epithelioid and spindle cell melanoma. The mixed morphologic 

variant is less frequent and characteristic for male higher-age 
patients.(8) 

Another particularity of the case is the clinical aspect 

as a linear lesion. Mostly, melanoma is round or oval shaped.(2) 

Only two cases of linear melanoma in situ on the trunk were 
described in the literature.(9) However, to the best of my 

knowledge, the female in this report is the first patient with a 

linear nodular melanoma of the eyelid to be described in the 

literature. Although, there is a linear progression model of 
melanoma (10), it is possible that additional cases with primary 

cutaneous melanomas linear tumours have been observed, but 

the details of these patients have not been published. 

Linear model of melanoma progression is a 
controversial concept. Via linear model, melanoma starts with 

the transformation of epidermal melanocytes that initially has 

radial growth specific for SSM and subsequently turns into 

vertical growth, characteristic to NM.(10) According to this 
concept, SSM and NM arise sequentially. Now, the question 

arises: if the tumour of the patient in the report was firstly SSM 

and an early detection could radically change the prognostic and 

therapeutic strategy. However, there are clinical and biological 
data that suggest that these 2 types are distinct entities.(10) On 

the other hand, this linear pattern could be explained by the 

influence of Blaschko and Langer tension lines on the skin. 

The classification of melanoma subtypes has 
prognostic and therapeutic importance. Recent studies show a 

great interest in new therapeutic methods and biopsy strategies. 

The type of treatment depends on the stage and the location of 

the tumour. 
The current therapeutic strategies in eyelid melanoma 

include surgical excision, chemotherapy, immunotherapy, 

targeted therapy or radiotherapy.(5,6,7,11) In stage I eyelid 

melanoma, wide local excision is the first choice and most often, 
no other treatment is needed.(12) Moreover, studies show that 

Mohs surgery (12) or Imiquimod cream could be used.(13) In 

stage II and especially in stage III, beside wide excision, sentinel 

lymph node biopsy (SLNB) is recommended, but there is not 
enough data about the relationship between SLN status and 

patient survival. Through the years, more clinical and 

histological criteria have been included for patient selection: 

tumours ≥1mm thick, Clark level ≥IV, tumours with high 
mitotic rate >1 mitotic/HPF, or those with histologic ulceration. 

However, SLNB is still not universally applied in the 

management of the periocular melanoma.(14) If SLNB is 

positive, adjuvant therapy is needed. Immune checkpoint 
inhibitors or targeted therapy drugs (for tumours with BRAF 

gene mutations) are used in melanoma treatment.(11) Another 

option is radiation therapy.(15) If SLNB is negative, close 

follow up is important. In stage IV melanoma symptomatic 
treatment is often needed. Also, patients can be included in 

clinical trials.(16) 

Due to the anatomic particularities of the eyelid, the 

reconstruction of the defect after surgical excision of the 
neoplasm is another challenge. For long term aesthetic and 

functional results there are different techniques. In this case, we 

used a procedure that has the advantage of avoiding multi staged 

techniques, with good cosmetic and functional results, according 
to International Guidelines for excision margins. 

 

CONCLUSIONS 

The linear appearance of cutaneous melanoma is an 
extremely rare form of presentation that can lead to 

misdiagnosis and late presentation to the hospital, with 

prognostic and therapeutic consequences. In the management of 

an eyelid melanoma, two aspects must be highly considered in 
order to achieve an optimal balance between cosmetic and 

curative results: tumour aggressiveness and the particularities of 

anatomic and functional structures that are involved. The linear 

lesions in the early stage can be included in differential 
diagnoses of melanoma in situ.   
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