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Abstract
We present the first documented case of metastatic melanoma to the orbit with dedifferentiation. A patient
with a history of melanoma of the lip and other poorly differentiated carcinomas presented with both a sub-
brow and an intraorbital mass. Radiographically and intraoperatively, the sub-brow mass communicated
with the intraorbital mass via perineural spread along the supraorbital nerve. Histopathology confirmed the
diagnosis of melanoma based on the melanocytic markers, SOX-10 and Melan-A; dedifferentiation was
demonstrated within the orbital tumor. Two weeks following surgical debulking, the intraorbital mass
returned to its full size. Local radiotherapy and immunotherapy were performed, which initially led to a
dramatic improvement; however, the patient succumbed to his systemic metastases six months later.

Dedifferentiation serves as a prognostic indicator and should be considered in patients when histopathology
does not lead to a definitive diagnosis.
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Keywords: orbital metastases, palliative debulking of tumor, perineurial spread, orbital tumor, intraorbital mass,
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Introduction
Common markers for melanoma aid in both the diagnosis and treatment of this malignancy; however,
dedifferentiation presents a challenge for histologic diagnosis and imparts a poor prognosis for these
patients [1-2]. In this report, we discuss the first reported case of dedifferentiation in metastatic orbital
melanoma and highlight the aggressive nature of this tumor. This case report emphasizes the importance of
thorough history-taking when encountering patients with prior poorly differentiated carcinomas.

Case Presentation
A 64-year-old Caucasian male presented to the emergency department at an outside hospital with restricted
extraocular movement (EOM), decreased vision, and pain in the right eye (OD). The left eye (OS) was
unaffected. The patient had an extensive oncologic history, comprising poorly differentiated parotid gland
carcinoma, melanoma of the lip and neck, and a poorly differentiated carcinoma involving the left mandible
and Meckel’s cave. The physical exam showed a firm sub-brow mass superolateral to the supraorbital notch,
proptosis, and significant right upper eyelid edema with ptosis. CT scan demonstrated two enhancing
lesions of the right orbit: a mass in the pre-septal tissue of the upper eyelid measuring 1.4 x 0.9 x 1.3 cm,
and another intraorbital mass in the intraconal and extraconal spaces measuring 2.2 x 1.7 x 1.8 cm.

The patient presented to our clinic 21 days after his initial visit to the outside facility. Best-corrected visual
acuity (BCVA) was 20/50 OD and 20/20 OS. EOM was less than 30 degrees in all fields of gaze, and Hertel
exophthalmometry revealed 16 millimeters of proptosis OD (Figure 1A). Color vision was normal for both
eyes. Slit-lamp exam revealed exposure keratopathy and macular folds OD. MRI revealed substantial interval
enlargement of both masses relative to initial imaging. The pre-septal mass measured 1.2 x 3.5 x 1.2 cm, and
the intraorbital mass measured 2.6 x 3.2 x 3.5 cm. Perineural spread along the supraorbital nerve was
appreciated (Figure 1B-1D).
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FIGURE 1: A: Patient with proptosis OD. B-D: MRI of pre-septal mass
and intraorbital mass

Intraoperatively, we noted two distinct sub-brow masses connected by a bridge of malignant tissue, with
projections interdigitating with the surrounding soft tissue. The masses were firm to palpation, black in
color, and poorly vascularized relative to the surrounding soft tissue (Figure 2A). We continued dissection
around the medial sub-brow mass, revealing that the mass was connected to the supraorbital neurovascular
bundle. This was contiguous with the intraorbital tumor, which appeared tan/yellow in color, avascular, and
lobulated (Figure 2B). Complete excision could not be performed, given the extent of soft tissue invasion and
associated risk of optic nerve injury. Hence, the decision was made to debulk the intraorbital mass.
Sufficient debulking was achieved once the proptosis had improved and the pressure to retropulsion was
nearly symmetric. On postoperative day one, visual acuity (20/25 OD), proptosis, and EOMs were found to
have markedly improved. Postoperative MRI demonstrated decreased mass effect on the globe. Histology of
both the sub-brow and intraorbital masses demonstrated distinct areas of loss of SOX-10 and Melan-A
expression, consistent with melanoma with dedifferentiation (Figure 2C). Areas with loss of SOX10
expressed a more spindled morphology with larger vesicular nuclei and prominent nucleoli that
corresponded with a diagnosis of melanoma. Areas with SOX10 expression had hyperchromatic nuclei
without conspicuous nucleoli and a more nested architecture consistent with melanoma.

FIGURE 2: A: Sub-brow masses containing malignant tissue. B:
Intraorbital tumor and supraorbital neurovascular bundle seen on
dissection. C: Histology of both the sub-brow and intraorbital masses
demonstrating distinct areas of loss of SOX-10 and Melan-A expression

Twelve days later, the patient started to experience vertigo, worsening proptosis, decreased vision, nausea,
and confusion and presented to his local emergency department. A CT scan was ordered to rule out delayed
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intraorbital hemorrhage. Imaging revealed a 3.4 x 3 x 2.5 cm-sized mass, indicating aggressive
characteristics of this malignancy. Further surgical management was deferred, and care was turned over to
the patient’s radiation and medical oncologist. Local radiotherapy was performed, followed by monoclonal
antibody therapy with pembrolizumab (Keytruda). Two months postoperatively, it was found that the
patient had no light perception OD and there was complete paralysis of the right levator palpebrae
secondary to his radiotherapy. Hertel exophthalmometry demonstrated 1 mm of proptosis. Despite an initial
positive response to immunotherapy, the patient died at six months postoperatively while off
immunotherapy due to systemic metastases to the liver and brain.

Discussion
Our patient presented with metastatic dedifferentiated melanoma and perineural spread. We believe that the
orbital mass represents a late metastasis from the patient's prior lip and neck melanoma. Additionally, the
history of poorly differentiated carcinoma may have represented an undifferentiated lesion.
Dedifferentiation refers to the process where a carcinoma loses features of its tissue of origin; an
undifferentiated carcinoma has no morphologic similarity to its normal tissue counterpart [3]. Accurate
histologic diagnosis is challenging if a dedifferentiated section is all that is sampled, and specific
immunohistologic markers that aid in diagnosis are lost. In the context of melanoma, these include S100,
HMB-45, Melan-A, microphthalmia-associated transcription factor (MITF), and SOX-10.

The mechanism by which melanocytes lose these markers has been described as “phenotypic plasticity” or
“phenotypic switching,” in which gene expression and, therefore, the phenotype is influenced by the cellular
microenvironment [1,2]. Multiple alterations in gene expression have been described in the literature. MITF
and AXL are examples of phenotypic switching that can lead to a higher-grade neoplasm, often resistant to
targeted therapy and immunotherapy [1]. If overly expressed, transcription factor MITF enables the
development of a highly proliferative and poorly invasive melanoma. Decreased expression, seen in
dedifferentiated melanoma, creates a slowly proliferative and highly invasive melanoma [2]. AXL is a
tyrosine kinase, and its increased expression has been associated with promoting tumor growth and poor
response to targeted treatment, resulting in a poor prognosis. Poor response to treatment in dedifferentiated
tumors is extensively found in the literature [4,5,6]. A study by Müller et al. has described increased
resistance to BRAF and ERK inhibition therapies in dedifferentiated MITF-low/AXL-high melanoma cells.
The data suggested that MITF loss is a central determinant in receptor tyrosine kinase expression,
particularly AXL, and drug resistance in melanoma [6].

While primary melanomas are most commonly cutaneous lesions, they can arise in the eye, orbit, and within
mucous membranes. Melanoma can metastasize hematogenously, lymphatically, and, in rare cases,
perineurally [7-9]. In a retrospective study of 89 patients with secondary orbital melanoma, the most
common sites of primary origin of metastatic melanoma to the orbit were the choroid (51%) and conjunctiva
(17%) [10]. Metastatic cutaneous melanoma accounts for 3-20% of metastases to the orbit and 1.4% of
space-occupying lesions of the orbit in general [10-15].

Orbital metastases have appeared up to 34 years after diagnosing a patient's primary lesion [10]. In a
systematic review of 27 patients with extraocular malignant melanoma, the mean time-to-diagnosis was 66
months (range: 21-106 months) [11]. Hence, there should be a high index of suspicion for metastatic orbital
melanoma in patients presenting with an orbital mass, even if the history of melanoma is remote. Additional
symptoms and signs suggestive of orbital melanoma include painless or painful proptosis, blurred vision,
diplopia, dysmotility, and blepharoptosis [12,16,17].

Perineural spread of melanoma into the orbit occurs less commonly than squamous or basal cell carcinoma;
it is well-documented in the literature (Table 1) [9,13, 17-24]. In the present case, the perineural spread was
appreciated on MRI imaging and intraoperatively with the involvement of the supraorbital neurovascular
bundle. As reported by Chang et al., when diagnosed on imaging, “direct extension of the tumor along the
perineural tissue planes that follow the course of a named nerve" is seen [8]. Perineural invasion, also called
neurotropism, is a separate classification and involves direct invasion of the tumor into the endoneurium
[25]. In a review of eight cases of malignant melanoma of the head and neck with perineural spread, all
patients demonstrated thickening and/or enhancement of involved nerves on MRI [9]. MRI is the gold
standard and most sensitive imaging modality for evaluating tumors with perineural spread. It can provide
high-quality soft-tissue contrast of tumors in the head and neck. PET scans may play a role in monitoring
disease activity following treatment [26,27].

Previously published studies of metastatic melanoma to the orbit with perineural spread and associated findings
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Shields et

al., 1987

[17]

Case report

Nasal

cutaneous

melanoma

5.5 years Proptosis, blurry vision
Orbital

apex
NR + S100+

left orbit superonasally

and posteriorly,

extending to the orbital

apex. No bony erosion

exenteration with

the removal of the

medial canthal

area and upper

eyelid

Khalil

and Duguid,

1987 [18]

Case report
Malignant

melanoma
6 years

Bells palsy, parotid mass, right-sided

neuralgia

Orbit,

lacrimal

gland

CN VII, CN V1 & V2 + S100+ NR

Radical

orbitectomy and

Radiotherapy

Hufnagel et

al., 1990

[19]

Case report

Spindle cell

tumor and

lentigo

maligna of the

forehead

26 years

Afferent pupillary defect, CN III & VI

palsy, numbness in V1 & V2

distribution progressing to complete

ophthalmoplegia with CN VII palsy

and pain

Medial

orbital

wall and

superior

orbital

fissure

CN III, CN IV, CN V 1 & V2,

CN VI, CN VII
NR

S-100+,

HMB-45+

Orbital mass eroding the

medial wall and

extending through the

superior orbital fissure

NR, the patient

died 2 months

after the diagnosis

Ellis et al.,

1994 [20]
Case report

DMM of the

forehead
1.5 years

Diplopia, decreased vision, and

painful forehead lesions
NR NR +

S100+,

HMB-45-

CT: subcutaneous lesion

with extension into the

left orbit

External beam

radiation of 5 x 6

Gy for a total of

31 Gy

Chang et

al., 2004 [9]

Retrospective

case series

of 8 patients

1/8: family

history of

melanoma;

3/8: lentigo

maligna; 4/8:

none

 NR NR

CN III: 3, CN IV: 2, CN V 1: 4

CN V2: 4, CN V3: 5, CN VI: 4,

CN VII: 4, CN VIII: 1, CN IX:

1, CN X: 1, CN XI: 1, CN XII:

1

5/8 + NR

MRI: gross perineural

spread of tumor in all

patients

5/8: conventional

external beam

radiotherapy; 4/8:

gamma knife

radiosurgery; 2/8:

chemotherapy

Turell and

Char, 2007

[21]

Case report

Aceniform

papule,

malignant

melanoma

6 years Periocular pain NR Infraorbital nerve NR NR

MRI: infraorbital nerve

involvement, CT:

increase in infraorbital

nerve size

Surgical resection

of the orbital floor

and infraorbital

nerve, partial

maxillectomy

Hashemi et

al., 2009

[22]

Case report
Malignant

melanoma

4 years

from the

excision of

the primary

lesion

Trigeminal neuralgia, diplopia, facial

paresthesia

Lateral

orbital

wall

CN V2, CN V3 + S100+

MRI: homogenous

contrasting lesion within

the Gasserian ganglion

along the 2nd and 3rd

branches of the

trigeminal nerve

Surgical resection,

chemotherapy,

and radiation

Chua et al.,

2017 [13]
Case report

Neurotropic

melanoma of

the scalp

3 years

from the

excision of

the primary

lesion

Ptosis, diplopia NR
Supraorbital and frontal

branches of CN V1

+

S100+, Meln-

A-, HMB-45-,

BRAF-

MRI: perineural invasion

of the supraorbital nerve

and retrograde extension

to the cavernous sinus

Patient declined

intervention

Karlin et al.,

2021 [23]
Case report

Melanoma of

the forehead
6 years Diplopia and pain

Superior

orbital

mass

Left supraorbital nerve NR NR

MRI: left superior orbit

mass extending along

the supraorbital nerve to

the cavernous sinus, with

indistinct borders and fat

stranding

Ipilimumab,

systemic

corticosteroids,

and external

beam

radiotherapy

Pompanin

et al., 2021

[24]

Case report

Lentigo

maligna

melanoma of

lip and gingiva

NR
Facial pain and hypoesthesia of CN

V2 & V3

NR CN V2 & V3 NR

S100+,

BRAFV600+,

HMB-45+

MRI: thickening of

Gasserian ganglion and

trigeminal root, maxillary

branch

Proton beam

therapy

TABLE 1: Literature review of metastatic melanoma to the orbit with perineural spread
DMM: desmoplastic malignant melanoma

Conclusions
We presented the first reported case of metastatic melanoma to the orbit with perineural spread and
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dedifferentiation demonstrated on radiology and histopathology, respectively. The adaptability of
malignant melanocytes to the local microenvironment poses a diagnostic and therapeutic challenge. With
the incidence of melanoma doubling in the past four decades, we recommend a thorough review of personal
and family oncologic history in these patients. We also encourage a complete dermatologic exam if there is a
history of melanoma, and MRI is recommended as the primary imaging modality if there is a concern for
perineural spread.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

Acknowledgements
Harkaran Rana and Jake Dertinger contributed equally to the work and should be considered co-first authors.

References
1. Massi D, Rulli E, Cossa M, et al.: The density and spatial tissue distribution of CD8(+) and CD163(+) immune

cells predict response and outcome in melanoma patients receiving MAPK inhibitors. J Immunother Cancer.
2019, 7:308. 10.1186/s40425-019-0797-4

2. Cazzato G, Lospalluti L, Colagrande A, et al.: Dedifferentiated melanoma: a diagnostic histological pitfall-
review of the literature with case presentation. Dermatopathology (Basel). 2021, 8:494-501.
10.3390/dermatopathology8040051

3. Baraban E, Cooper K: Dedifferentiated and undifferentiated neoplasms: a conceptual approach . Semin Diagn
Pathol. 2021, 38:119-26. 10.1053/j.semdp.2020.09.002

4. Campbell K, Kumarapeli AR, Gokden N, Cox RM, Hutchins L, Gardner JM: Metastatic melanoma with
dedifferentiation and extensive rhabdomyosarcomatous heterologous component. J Cutan Pathol. 2018,
45:360-4. 10.1111/cup.13122

5. Ghislin S, Deshayes F, Lauriol J, Middendorp S, Martins I, Al-Daccak R, Alcaide-Loridan C: Plasticity of
melanoma cells induced by neural cell crest conditions and three-dimensional growth. Melanoma Res. 2012,
22:184-94. 10.1097/CMR.0b013e328351e7c4

6. Müller J, Krijgsman O, Tsoi J, et al.: Low MITF/AXL ratio predicts early resistance to multiple targeted drugs
in melanoma. Nat Commun. 2014, 5:5712. 10.1038/ncomms6712

7. Hicks MJ, Flaitz CM: Oral mucosal melanoma: epidemiology and pathobiology. Oral Oncol. 2000, 36:152-69.
10.1016/s1368-8375(99)00085-8

8. Adler NR, Haydon A, McLean CA, Kelly JW, Mar VJ: Metastatic pathways in patients with cutaneous
melanoma. Pigment Cell Melanoma Res. 2017, 30:13-27. 10.1111/pcmr.12544

9. Chang PC, Fischbein NJ, McCalmont TH, Kashani-Sabet M, Zettersten EM, Liu AY, Weissman JL: Perineural
spread of malignant melanoma of the head and neck: clinical and imaging features. AJNR Am J Neuroradiol.
2004, 25:5-11.

10. Rose AM, Cowen S, Jayasena CN, Verity DH, Rose GE: Presentation, treatment, and prognosis of secondary
melanoma within the orbit. Front Oncol. 2017, 7:125. 10.3389/fonc.2017.00125

11. Rosenberg C, Finger PT: Cutaneous malignant melanoma metastatic to the eye, lids, and orbit . Surv
Ophthalmol. 2008, 53:187-202. 10.1016/j.survophthal.2008.02.003

12. Greene DP, Shield DR, Shields CL, et al.: Cutaneous melanoma metastatic to the orbit: review of 15 cases .
Ophthalmic Plast Reconstr Surg. 2014, 30:233-7. 10.1097/IOP.0000000000000075

13. Chua SJ, Sun MT, James C, Huilgol SC, Selva D: Perineural invasion of the orbit by neurotropic
nondesmoplastic melanoma. Ophthalmic Plast Reconstr Surg. 2017, 33:S131-3.
10.1097/IOP.0000000000000630

14. Valenzuela AA, Archibald CW, Fleming B, et al.: Orbital metastasis: clinical features, management and
outcome. Orbit. 2009, 28:153-9. 10.1080/01676830902897470

15. El-Hadad C, Koka K, Dong W, et al.: Multidisciplinary management of orbital metastasis and survival
outcomes. Ophthalmic Plast Reconstr Surg. 2021, 37:541-5. 10.1097/IOP.0000000000001939

16. Tellada M, Specht CS, McLean IW, Grossniklaus HE, Zimmerman LE: Primary orbital melanomas.
Ophthalmology. 1996, 103:929-32. 10.1016/s0161-6420(96)30585-x

17. Shields JA, Elder D, Arbizo V, Hedges T, Augsburger JJ: Orbital involvement with desmoplastic melanoma .
Br J Ophthalmol. 1987, 71:279-84. 10.1136/bjo.71.4.279

18. Khalil MK, Duguid WP: Neurotropic malignant melanoma of right temple with orbital metastasis: a
clinicopathological case report. Br J Ophthalmol. 1987, 71:41-6. 10.1136/bjo.71.1.41

19. Hufnagel TJ, Savino PJ, Zimmerman RA, Sergott RC: Painful ophthalmoplegia caused by neurotropic
malignant melanoma. Can J Ophthalmol. 1990, 25:38-41.

20. Ellis M, Drewe R, O'Day J: Desmoplastic malignant melanoma presenting with orbital involvement . Aust N Z
J Ophthalmol. 1994, 22:119-23. 10.1111/j.1442-9071.1994.tb00778.x

21. Turell ME, Char DH: Eyelid melanoma with negative sentinel lymph node biopsy and perineural spread .
Arch Ophthalmol. 2007, 125:983-4. 10.1001/archopht.125.7.983

2023 Rana et al. Cureus 15(7): e41591. DOI 10.7759/cureus.41591 5 of 6

https://dx.doi.org/10.1186/s40425-019-0797-4
https://dx.doi.org/10.1186/s40425-019-0797-4
https://dx.doi.org/10.3390/dermatopathology8040051
https://dx.doi.org/10.3390/dermatopathology8040051
https://dx.doi.org/10.1053/j.semdp.2020.09.002
https://dx.doi.org/10.1053/j.semdp.2020.09.002
https://dx.doi.org/10.1111/cup.13122
https://dx.doi.org/10.1111/cup.13122
https://dx.doi.org/10.1097/CMR.0b013e328351e7c4
https://dx.doi.org/10.1097/CMR.0b013e328351e7c4
https://dx.doi.org/10.1038/ncomms6712
https://dx.doi.org/10.1038/ncomms6712
https://dx.doi.org/10.1016/s1368-8375(99)00085-8
https://dx.doi.org/10.1016/s1368-8375(99)00085-8
https://dx.doi.org/10.1111/pcmr.12544
https://dx.doi.org/10.1111/pcmr.12544
https://pubmed.ncbi.nlm.nih.gov/14729519/
https://dx.doi.org/10.3389/fonc.2017.00125
https://dx.doi.org/10.3389/fonc.2017.00125
https://dx.doi.org/10.1016/j.survophthal.2008.02.003
https://dx.doi.org/10.1016/j.survophthal.2008.02.003
https://dx.doi.org/10.1097/IOP.0000000000000075
https://dx.doi.org/10.1097/IOP.0000000000000075
https://dx.doi.org/10.1097/IOP.0000000000000630
https://dx.doi.org/10.1097/IOP.0000000000000630
https://dx.doi.org/10.1080/01676830902897470
https://dx.doi.org/10.1080/01676830902897470
https://dx.doi.org/10.1097/IOP.0000000000001939
https://dx.doi.org/10.1097/IOP.0000000000001939
https://dx.doi.org/10.1016/s0161-6420(96)30585-x
https://dx.doi.org/10.1016/s0161-6420(96)30585-x
https://dx.doi.org/10.1136/bjo.71.4.279
https://dx.doi.org/10.1136/bjo.71.4.279
https://dx.doi.org/10.1136/bjo.71.1.41
https://dx.doi.org/10.1136/bjo.71.1.41
https://pubmed.ncbi.nlm.nih.gov/2158383/
https://dx.doi.org/10.1111/j.1442-9071.1994.tb00778.x
https://dx.doi.org/10.1111/j.1442-9071.1994.tb00778.x
https://dx.doi.org/10.1001/archopht.125.7.983
https://dx.doi.org/10.1001/archopht.125.7.983


22. Hashemi M, Stark A, Hugo H, Mehdorn M: Intracranial trigeminal nerve metastasis of a desmoplastic
neurotropic melanoma: case report. Cent Eur Neurosurg. 2009, 70:91-4. 10.1055/s-0028-1082065

23. Karlin JN, Nesemann JM, Rodriguez ED, Vasconcelos Oliveira LG, Rootman DB: Perineural spread of
melanoma into the orbit with inflammatory response and nonsurgical treatment. JAMA Otolaryngol Head
Neck Surg. 2021, 1:3-7. 10.1001/jamaoto.2021.1173

24. Pompanin S, De Rossi C, La Marra F: Trigeminal metastasis of malignant melanoma: clinical,
neuroradiological, and pathological features. a case report. Neurologist. 2021, 26:170-1.
10.1097/NRL.0000000000000336

25. Feasel AM, Brown TJ, Bogle MA, Tschen JA, Nelson BR: Perineural invasion of cutaneous malignancies .
Dermatol Surg. 2001, 27:531-42. 10.1046/j.1524-4725.2001.00330.x

26. Law WP, Pereira N, Vaska K: Perineural spread of recurrent cutaneous melanoma along cervical nerves into
the spinal cord. BJR Case Rep. 2017, 3:20160122. 10.1259/bjrcr.20160122

27. Ginsberg LE: MR imaging of perineural tumor spread . Neuroimaging Clin N Am. 2004, 14:663-77.
10.1016/j.nic.2004.07.006

2023 Rana et al. Cureus 15(7): e41591. DOI 10.7759/cureus.41591 6 of 6

https://dx.doi.org/10.1055/s-0028-1082065
https://dx.doi.org/10.1055/s-0028-1082065
https://dx.doi.org/10.1001/jamaoto.2021.1173
https://dx.doi.org/10.1001/jamaoto.2021.1173
https://dx.doi.org/10.1097/NRL.0000000000000336
https://dx.doi.org/10.1097/NRL.0000000000000336
https://dx.doi.org/10.1046/j.1524-4725.2001.00330.x
https://dx.doi.org/10.1046/j.1524-4725.2001.00330.x
https://dx.doi.org/10.1259/bjrcr.20160122
https://dx.doi.org/10.1259/bjrcr.20160122
https://dx.doi.org/10.1016/j.nic.2004.07.006
https://dx.doi.org/10.1016/j.nic.2004.07.006

	Metastatic Melanoma to the Orbit With Dedifferentiation: A Case Report
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: A: Patient with proptosis OD. B-D: MRI of pre-septal mass and intraorbital mass
	FIGURE 2: A: Sub-brow masses containing malignant tissue. B: Intraorbital tumor and supraorbital neurovascular bundle seen on dissection. C: Histology of both the sub-brow and intraorbital masses demonstrating distinct areas of loss of SOX-10 and Melan-A expression

	Discussion
	TABLE 1: Literature review of metastatic melanoma to the orbit with perineural spread

	Conclusions
	Additional Information
	Disclosures
	Acknowledgements

	References


