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Case report

Malignant melanoma of the stomach
Report of a case presenting with unknown primary lesion

T.G. Iconomou,
D. Tsoutsos,
K. Frangia,
H. Gogas,
S. Papadopoulos,
V. Georgountzos,
J. Ioannovich
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στόμαχος, ενδοσκόπηση

Abstract Although the gastrointestinal tract seems to be a common site for 
melanoma metastases it is extremely unlikely that a melanoma of the gastric 
mucosa is of primary origin. Only few cases have been reported in the literature 
and the diagnosis was made clinically, endoscopically or by postmortem materi
al. Moreover, most of the patients had visceral metastases in other areas. A case 
of malignant melanoma of the stomach diagnosed endoscopically is presented. It 
was confirmed histologically without any other detectable primary lesion.

Περίϋηψη Κακοήθες μελάνωμα στομάχου. Παρουσίαση περιστατικού με άγνωστη 
πρωτοπαθή εστία. Θ.Γ. Οικονόμου, Δ. Τσούτσος, Κ. Φραγκιά, G. Γκόγκα, Σ. Παπα- 
δόπουλος, Β. Γεωργούντζος, I. ΙωάννοΒιτς. Τμήμα Πλαστικής Χειρουργικής Μικροχει
ρουργικής και Κέντρου Εγκαυμάτων, ΠΕΝΑ «Γ. Γεννηματάς», Αθήνα. Το Βήμα του Ασκληπιού  
2002, I (4 ):2 0 1-203. Το κακοήθες μελάνωμα μεθίσταται σε όλα τα όργανα του 
ανθρωπίνου σώματος, με ιδιαίτερη προτίμηση στο γαστρεντερικό σωλήνα. Έχει 
αναφερθεί ότι η πιο συχνή εντόπιση μεταστάσεων του γαστρεντερικού είναι το 
λεπτό έντερο και ακολουθεί ο στόμαχος. Ομως το πρωτοπαθές μελάνωμα στομά
χου είναι εξαιρετικά σπάνιο και στη διεθνή Βιβλιογραφία έχουν αναφερθεί πολύ 
λίγα περιστατικά. Παρουσιάζουμε τη σπάνια περίπτωση γυναίκας ασθενούς, ηλι
κίας 50 ετών, στην οποία διαγνώσθηκε κακοήθες μελάνωμα στομάχου. Η διάγνω
ση έγινε ενδοσκοπικά με τη λήψη πολλαπλών Βιοψιών. Περαιτέρω κλινικοεργα- 
στηριακός έλεγχος δεν εντόπισε πιθανή πρωτοπαθή εστία του μελανώματος. 
Αναφέρονται και συζητιόνται η κλινική πορεία και η αντιμετώπιση της ασθενούς.

Melanoma is reported to metastasize to all organs in the 
human body.1 Although it is common for it to metastasize 

to the gastrointestinal tract, melanoma located primarily 
in the gastric mucosa is an uncommon tumor.2-5

Gastrointestinal metastases are rarely diagnosed 
before death, with radiologic and endoscopic tech

niques.^ Most of the cases reported were first diag
nosed at postmortem examination. The median survival 

time for melanoma patients presenting with gastroin
testinal invasion is less than a year.9

The prolonged survival time reported in a few patien
ts with gastrointestinal metastases, is associated with 

aggressive surgical treatment, adjuvant chemotherapy 
and immunotherapy.10·4 The high mortality rate ob
served in these patients is associated with multiple 
metastases to other organs, such as lungs, liver, pan
creas, spleen, endocrine glands and brain.1

Correspondence: T.G. Iconomou, 11 loanninon street,
GR-152 37  Filothei, Athens, Greece
e-mail: rodolaki@hol.gr

The clinical course and treatment of a woman with 

melanoma of the stomach, without any other detectable 

primary lesion, is presented and discussed.

Case report

A 50-year old woman, previously healthy, presented to our 

Department on August 2001. She had a palpable mass in the 

right inguinal region. C-T scan of the upper and lower abdomen 

did not show the presence of an intra-abdominal mass or disease. 

Thorough clinical examination of the external genital organs of 

the patient was negative for findings. The patient underwent a 

right lymph node inguinal dissection and the pathology showed 

lymph node metastases of malignant melanoma.

Despite a thorough investigation o f each melanocyte-con

taining tissue and a whole body survey of the patient, no pri

mary lesion was found and the diagnosis of a metastatic ma

lignant melanoma o f an unknown primary origin was esta

blished.

After the lymph node dissection, high doses IV interferon 

therapy were given and the patient was subsequently followed 

up at our melanoma clinic. Tw o months later she developed a 

palpable mass in the left inguinal region and she underwent a

mailto:rodolaki@hol.gr
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left lymph node inguinal dissection. The pathology report was 

negative for malignant melanoma metastases.

Two months later the patient complained of epigastric pain, 

postprandial dyspepsia with gastric heaviness, loss of appetite 

and loss of weight. Direct gastric endoscopy showed a submu

cosal gastric mass in the greater curvature of the body of the sto

mach (fig. 1). The rest of the stomach, the esophagus and the 

duodenal bulb were normal. Biopsies taken from the mass con

firmed the diagnosis of a malignant melanoma of the stomach.

Thereafter the patient developed dyspnea and ascites. C-T 

and abdominal sonography showed bilateral pleural effusion, 

ascitic fluid accumulation, large cystic adrenal masses bilater

ally and the presence o f a large mass in the anatomical area of 

the uterus and the right ovary. The rest o f the viscera were 

negative for findings.

The patient developed severe progressive dysphagia, 

cachexia and bilateral lower leg edema. Thereafter she lived 

another 15 days in a moribund condition and she died on 

January 2002.

Discussion

Malignant melanoma is known to metastasize to differ
ent organs of the human body with an unusual predilec
tion for the gastrointestinal tract. Gastrointestinal inva-

Flgure 1. Two endoscopic views o f the same gastric mass. 

Submucosal, non melanotic and ulcerated at the apex 

lesion.

sion is a rare condition and is often associated with the 
invasion of other visceral organs.11 The mean survival 
time of these patients is consistently less than a year.

The exact clinical incidence of gastrointestinal 
melanoma cannot be stated by any large series, but the 
stomach following the small bowel is the second most 
common site involved.2,3,8,12 Symptoms include mainly 
gastrointestinal bleeding, abdominal pain, anorexia, 
nausea and vomiting, weight loss, progressive dyspha
gia, obstruction and occasionally acute perforation.11 
Melena in a melanoma patient seems to be a cardinal 
symptom for gastrointestinal metastasis, even in the 
absence of other symptoms. In our case the patient nev
er had melena and she did not have the other symp
toms mentioned, except in the late stages of the dissem
inated disease. In the majority of the cases reported, the 
gastric involvement was a manifestation of terminal 
metastasis. It has also been reported that almost all the 
areas of the human body can be affected by melanoma 
metastases.1

Many of the previous reports on the gastric spread 
were based on the radiological features of the metastas
es and barium meal seemed to be the most important 
examination to detect them. Recently endoscopy has 
been shown to be a more reliable diagnostic tool. It per
mits exact morphologic evaluation and direct biopsy for 
pathological diagnosis of the disease. Moreover by 
endoscopic follow-up it is possible to monitor the course 
of metastases and to evaluate the results of the treat
ment.

The endoscopic classification of the gastric metastases 
comprises three main morphological types: (a) melanot
ic nodules, often ulcerated at the tip; this is the most fre
quent endoscopic feature, (b) submucosal tumor mass
es, melanotic or not, elevated and ulcerated at the apex; 
this is the typical aspect of “bull’s eye” lesions and (c) 
mass lesions with varying incidence of necrosis and 
melanosis. Additionally gastric metastases may appear 
even as a simple ulcer.10,12 Concerning the anatomical 
site of the gastric metastases, the majority of them are 
reported to occur in the body and the fundus, most 
often at the greater curvature, with the lesser curvature 
lesions being uncommon.11 In our patient the endo
scopic picture of the gastric lesion belonged to the sub
mucosal, non melanotic, ulcerated in the apex mass 
type. The lesion was located in the greater curvature of 
the body of the stomach. The pathological evaluation 
could not confirm the primary or metastatic nature of 
the melanoma lesion.

The distribution of cutaneous and/or subcutaneous 
metastases in melanoma patients follows certain path
ways. These metastases result from either lymphatic oi
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vascular spread.12 The vascular route is more common 
in diffuse melanoma and is the result of a “shower” of 
melanoma cells into the blood stream. In our patient the 
initial presentation of the disease with inguinal lymph 
node metastases is an unusual situation. A  possible pri
mary gastric melanoma could not explain this type of 
lymphatic spread. A  thorough investigation of the exter
nal genitalia, the lower legs and the whole body of the 
patient did not show any other primary lesion. Even the 
case of a melanoma which regressed was excluded from 
the clinical history of the patient.

The first step in evaluating a patient with metastatic 
melanoma from an unknown primary site is to search 
the skin carefully for a possible primary lesion. The next 
step is a careful physical examination, including oph
thalmoscopy, to detect evidence of visceral or dissemi
nated metastases. The disappearance of a primary 
lesion through the process of spontaneous regression 
and later discovery of metastatic melanoma are not 
uncommon and should also be detected. Ten to 20% of 
these patients describe having had a mole on the skin 
within the lymphatic drainage area of the nodal 
metastasis. Typically this lesion was noticed within the 
proceeding 1-3 years, when it became raised, itched, 
bled, or was subjected to minor injury and then disap
peared leaving only a pale scar. It is possible that the 
immune response directed against melanoma antigens 
that caused the destruction of the primary melanoma 
might be responsible for the long term survival observed 
in some of the reported cases.13 Melanoma is among the 
best examples of a human tumor in which the immune 
system plays a major role. It accounts for an unusually 
high percentage of the well-documented cases of all 
cancer regressions.14

In our patient the thorough physical examination, to 
detect evidence of a regressed lesion or a primary 
melanoma was negative. Equally, the secondary origin 
of the gastric melanoma from the inguinal region 
remained unexplained. Thus, we concluded that this 
unusual clinical picture was compatible with a primary 
melanoma of the stomach.

Although surgical treatment has been attempted in 
some melanoma patients with gastrointestinal metastas
es, surgery seems to be of limited practical value and 
should be performed only in carefully selected patients, 
°r in patients with complications. In the subgroup of 
patients with symptomatic metastases to the small bow
el, operations are an alternative in seeking relief of the 
symptoms.41011 The poor general condition of our 
Patient by the time of the diagnosis, complicated with 
other organ metastases, did not allow any surgical treat
ment apart from palliative pleural and ascetic fluid aspi
rations.

Conclusion

Metastatic melanoma to different organs of the hu
man body, from an unknown primary lesion, is well 
reported in the literature. The stomach, following the 
small bowel, is the second most common site involved. 
The primary origin of a melanoma of the stomach is 
extremely unlikely and could only be accepted if the 
absence of a primary lesion can be proved. During the 
last years endoscopy has been shown to be the most 
reliable examination for the diagnosis of gastric 
metastases. In addition, gastric invasion is most often 
associated with the invasion of other organs and the 
mean survival time of patients presenting with a gastric 
metastasis is consistently less than a year.
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