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METASTATIC MELANOMA OF THE STOMACH

Melanoma metastático do estômago

Marcelo Eustáquio ROCHA, Gilberto Pedro RODRIGUES, 
Samir Almeida BORGES, Fernando Gusmão SANTIAGO

INTRODUCTION

Metastatic melanoma of the stomach is a relatively rare 
entity of unusual diagnostic during life. Most studies have 
pointed out that only 2% to 4% of the patients with metas-
tasis of the gastrointestinal tract melanoma are diagnosed 
during the course of the disease12. However, necropsy 
studies have shown that about 60% of the patients who 
die of melanoma present gastrointestinal metastasis5,11. The 
delay in the appearance of symptoms and their duration 
prior to the diagnosis contribute to these factors. 

The most common clinical picture presented by pa-
tients with gastrointestinal melanoma includes anemia, 
abdominal pain, apparent or occult digestive bleeding, 
weight loss and abdominal mass1. Yet, the most common 
sites of the gastrointestinal metastasis are small bowel 
(35%-67%), colon (9%-15%) and stomach (5%-7%)12,10. 

Several studies have shown that surgery is a good 
option in these cases,  once in addition to presenting low 
morbidity (8.8%) and mortality (2.9%), it relieves the 
symptoms in over 90% of the cases and increases the 
long-term survival of the patients who undergo surgical 
resection with curative purpose.1 Frequently, the surgeries 
are performed under emergency conditions and the indi-

cations, in these situations, include bleeding or anemia, 
obstruction, abdominal  pain and intestinal perfuration8.

Regarding the prognosis, the patients subjected to a 
curative resection have a mean survival of 48,9 months, 
while those with palliative resection survive a mean of 5,4 
months10. In the long-term survival, the two most important 
prognostic factors are the surgical resection with curative 
purpose and the initial site of the distant metastasis being 
in the gastrointestinal tract10.

A case of metastatic melanoma of the stomach has been 
described as the third site of distant metastasis, subjected to 
curative resections evolving without signs of residual disease.

CASE REPORT

A fifty-year-old woman had presented a dark spot in 
the ungual bed of her right-hand thumb for about two years 
evolving into ulceration and bleeding. After biopsy and 
exeresis of the lesion, ungual malanocytic neoplasia was 
diagnosed compatible with acral lentiginous melanoma in 
vertical growth phase, Clark’s level IV and measuring ap-
proximately 1.0 mm of thickness according to Breslow’s cri-
teria. This finding was confirmed by immunohistochemistry 
of the lesion, which presented positive pigmented HMB-45 
cells. Other exams such as hemogram, chest x-ray and total 
abdomen ultrasonography have not found any changes.

After one year and a half, the patient developed subcutane-
ous nodular lesion on the posterior face of her left thigh. The 
biopsy and immunohistochemistry of this lesion evidenced 
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ABSTRACT – Background - Metastatic melanoma of the stomach is a relatively rare entity with an unusual diagnosis during life. Surgery is the 

treatment of choice once it alleviates the symptoms in over 90% of the cases and increases the long-term survival. Case report - A 50y woman 
had presented a dark spot in the ungual bed of her right-hand thumb for two years, evolving into ulceration and bleeding. The biopsy diagnosed 
ungual malanocytic neoplasia compatible with lentiginous melanoma confirmed by immunohistochemistry, which presented positive pigmented 
HMB-45 cells. After an year and a half, the patient developed metastasis of the melanoma on her left thigh and extensive ulcerated lesion in the 
small gastric curvature, whose biopsy was compatible with metastatic melanoma of the stomach. The hemogram found discrete anemia (Hb: 11.1 
and Ht: 33%) and LDH: 333 U/L. The patient underwent total gastrectomy with reconstruction in Roux-en-Y. There was a good evolution and on 
the 6th post-operative day, she was discharged home. At present, in the 12th month of follow up, the patient remains without complaints, with full 
relief of symptoms and all normal control exams. Conclusion - Surgical management should always be considered for the metastatic melanoma of 
the gastrointestinal tract, since the procedure shows low morbidity and mortality, besides providing relief of symptoms with the improvement of 
the quality of life and increase in the long-term survival.
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relapse of malignant melanoma. In the same period, the 
patient reported epigastry, nausea, vomiting and weight loss. 
The high digestive endoscopy presented gastric mucosa at the 
small curvature level with extensive ulcerated lesion, covered 
by dark fibrin of necrotic tissue  with elevated margins and 
occupying almost the entire small curvature (Figure 1). Endo-
scopic biopsy was performed revealing malignant neoplasia 
suggestive of metastatic melanoma of the stomach. Hemogram 
showed discrete anemia (Hb: 11.1 and Ht: 33%) and hepatic 
and renal function without changes. LDH: 333 U/L.

The patient was referred to the surgical service and 
underwent total gastrectomy with reconstruction in Roux-
en-Y (Figure 2). The anatomopathologic presented lesion 
compatible with metastatic melanoma of the stomach with 
free resection margins. Moreover, metastatic melanoma 
was found  in two lymph nodes of the small curvature and in  
one of the large curvature. There was good evolution and on 
the 6th post-operative day, the patient was discharged home. 

In the 4th post-operative month, PET-SCAN was per-
formed identifying no sign of the disease. Presently, in 
the 12th month of follow up, the patient remains without 
complaints, with full relief of the symptoms and with all 
normal control exams. 

DISCUSSION

Malignant melanoma which involves the gastrointestinal 
tract can be classified as primary or metastatic15. The primary 
melanoma of the gastrointestinal mucosa is very rare and it 

FIGURE 1 – Endoscopic image showing metastatic melanoma 
in the small curvature of the stomach

 

FIGURE 2 – Gastrectomy specimen showing macroscopic lesion, 
with free margins

can be clinically suggested if the patient does not have primary 
cutaneous melanoma or if a gastrointestinal lesion is isolated 
without another extraintestinal metastasis15. Regarding meta-
static melanoma of the gastrointestinal tract, studies in cadavers 
have shown that it is frequent in patients who die of melanoma, 
however, due to the fact that these patients remain asymptomatic 
for a long time, it is unusual during life, occurring only in 2% 
to 4% of the patients with melanoma, and out of these only 5% 
to 7% present the disease with metastasis to the stomach2,12. 

The initial lesion thickness less than 0.75 mm is associ-
ated with excellent survival rates and low risk of metastasis14. 
Some authors have stated that the main predictive factors of 
survival  after curative resections, include site of metastasis, 
number of metastatic lesions and the disease-free interval 
prior to the development of metastasis2,3. Hence, patients 
without visceral metastasis have better prognosis than those 
with visceral disease. Recurrence in multiple sites worsen the 
prognosis, as well as the period of time without recurrence  
shorter than one year3. Other papers have shown that the 
presence of residual disease is what provokes greater impact 
on these patients’ survival1,13. However, there is a consensus 
in most studies that low LDH values (<200U/L) constitute 
an independent factor with a positive predictive value in 
the long-term survival1,6,7.In the case herein presented, the 
disease was visceral, the pre-operation LDH value was over 
200 U/L and the initial lesion thickness was > 0.75 mm, yet, 
the patient has presented long-term survival and no relapse 
so far, contradicting the factors advocated by the literature.

Surgical resection is the treatment of choice for metastatic 
melanoma of the gastrointestinal tract. Chemotherapy can be 
used, but the immunocompromised status it provokes in these 
patients may cause serious complications15. Unfortunately, most 
patients subjected to curative resection experience relapse of the 
disease. There have been attempts to associate other adjuvant 
therapies such as immunotherapy and anti-angiogenesis agents 
in order to prevent the recurrence, but randomized studies have 
shown no benefits in relation to the survival in the case of immu-
notherapy9.The approach with anti-angiogenesis agents is still 
under study. In the case reported herein, despite the presence of 
metastasis of more than one site (TGI and subcutaneous tissue) 
the resection of the lesions was curative and even without the 
administration of adjuvant therapy, the patient has remained 
free of signs of relapse so far.

Due to the high recurrence rate of the metastatic mela-
noma, there is the need to perform a follow up with image 
exams periodically. The exam of choice for this scanning is 
the PET-SCAN4. Other exams such as high and low diges-
tive endoscopy and CT can be carried out9.

CONCLUSION

Surgical treatment should always be considered for 
metastatic melanoma of the gastrointestinal tract, once the 
procedure presents low morbidity and mortality, besides 
providing relief of the symptoms with the improvement of 
the quality of life and increase in the long-term survival of 
patients with curative resection even when some prognostic 
factors are unfavorable as in the case presented here.

Metastatic melanoma of the stomach
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RESUMO – Introduction - O melanoma metastático do estômago é entidade relativamente rara e de diagnóstico incomum em vida. A cirurgia é o trata-

mento de escolha, pois alivia os sintomas em mais de 90% dos casos e aumenta a sobrevida a longo prazo. Objetivo - Relatar um caso de melanoma 
metastático do estômago, submetida à ressecção curativa e que evoluiu sem sinais de doença residual. Relato do caso -  Mulher de 50 anos apresentou 
mancha escura em leito ungueal de dedo polegar de mão direita há dois anos, evoluindo com ulceração e sangramento. A biópsia diagnosticou neoplasia 
melanocítica ungueal compatíveis com melanoma lentiginoso e confirmado pela imunohistoquímica que apresentou células pigmentadas HMB-45 
positivas. Após um ano e meio a paciente evoluiu com metástase de melanoma em coxa esquerda e extensa lesão escavada em pequena curvatura 
gástrica, cuja biopsia foi compatível com melanoma metastático do estômago. Hemograma com discreta anemia (Hb: 11,1 e Ht: 33%) e LDH: 333 U/L. 
A paciente foi submetida à gastrectomia total com reconstrução em Y de Roux. Houve boa evolução e no 6º dia de pós-operatório teve alta hospitalar. 
Atualmente, no 12º mês de seguimento, a paciente permanece sem queixas, com alívio completo dos sintomas e com todos os exames de controle nor-
mais. Conclusão - O tratamento cirúrgico deve ser sempre considerado no melanoma metastático do trato gastrointestinal, pois o procedimento possui 
baixa morbidade e mortalidade, além de proporcionar alívio dos sintomas com melhora da qualidade de vida e aumento da sobrevida a longo prazo.

DESCRITORES – Trato gastrointestinal. Melanoma. Cirurgia.
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