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Abstract

Background: Melanoma is a malignant tumor of the melanoytes and preponderantly
occurs in the skin. Malignant melanomas are well known aggressive tumors that often
metastatsize to lymph nodes and gastointestinal tract with small bowel, large bowel and
rectum being the most common sites. However, gastric metastasis is a rare entity. It can
be either primary or metastatic. Case Report: We report here two cases of secondary
malignant melanoma of stomach, one with known and other with unknown primary lesion
of 55 year and 75 year old patients respectively. Conclusion: Melanoma metastasizing to
stomach is inimitable entity and augur a poor prognosis.
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Introduction

Case Reports

for last 1 month. The patient also underwent a
hip surgery 1 year back. CT abdomen revealed
hepatomegaly with metastatic lesions in both lobes
along with pulmonary and bony metastasis. In
upper gastro-intestinal (GI) endoscopy, multiple
nodules of varying sizes from 0.2 mm to 1 cm
with a black ulcerated area were seen. His routine
blood investigations were within normal limit.
The biopsy from the stomach was sent to us for
histopathological examination. Six, irregular, grey
white, tiny pieces of tissue were received. Sections
examined showed round to polygonal cells with
hyperchromatic nuclei and prominent nucleoli
lying in small groups, clusters and sheets in the
lamina propria, encircling the crypts at places and
infiltrating the intervening acini along with giant
cells and golden-brown pigment in the cytoplasm.
Further follow up could not be done as we lost the
patient.

Case 1

Case 2

A 55-year-old male presented to the outpatient
department of Gastroenterology with the
complains of recurrent vomiting, loss of appetite,
abdominal fullness and generalized weakness

A 75-year-old male, known case of diabetes
mellitus presented to the outpatient department
of Gastroenterology with abdominal discomfort,
generalized weakness and anemia since 3 months

Malignant melanoma are known to be aggressive
tumors with frequent metastasis to lymph nodes
and viscera. The gastrointestinal tract is one of the
frequent sites of metastasis from melanoma [1].
However, gastrointestinal (GIT) melanomas with
unknown primary source are relatively rare and
are known to carry a better prognosis compared to
cases with known primary lesion [2]. The most
common sites of the metastasis in GIT are small
bowel (35-67%), colon (9-15%), with stomach (57%) being a rare entity [3]. In case of cutaneous
melanoma, the most common sites of GIT
metastasis are small intestine, colon and eventually
stomach [4]. The GIT metastasis to stomach
presages a poor prognosis with median survival of
4 to 6 months [5].
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for which upper GI endoscopy was done and
lesions similar to above mentioned case were
observed. When we examined the patients for
primary lesion, we found a non-healing ulcer on
right foot. The biopsy of the ulcer was sent for the
histopathological examination. Single, irregular,
grey white, skin covered pieces of tissue were
received which measured 1.5×1.5 cm in size.
Outer surface showed two grey white nodules
the cut surface of which were homogenous dark
brown. The sections examined showed keratinized
stratified squamous epithelium. Subepithelial zone
revealed proliferation of atypical melanocytes
both radially and vertically. These cells were
pleomorphic, large in size, have high N:C ratio,
hyperchromatic and showed dense pigmentation.
Shoulder phenomenon was also seen. The
immunohistochemistry panel advised in the above
two mentioned cases were HMB 45, S 100 and
Melan A. IHC panel was positive for HMB 45,
S-100 and Melan A

(a)

(b)

(c)

Fig.1: Clinico-pathological findings in case 1 (a): CT scan
showing diffuse lytic bony lesions; (b): Multiple nodules with
central ulcerated area on endoscopy; (c): Tumor showing
round to polygonal cells in clusters and sheets, encircling
pits (H and E×10).

Discussion
Melanoma is a malignant tumor of melanocytes
and primarily occurs in the skin. Malignant
melanoma is an aggressive tumor with an unusual
predilection for the gastrointestinal tract, stomach
being the second most common site after small
bowel [6,7]. Malignant melanoma that involves the
GI tract is either primary or metastatic. Primary GI
melanoma can arise in other GI mucosal sites, like
oesophagus, small bowel, colon, rectum, and anus,
in the absence of primary cutaneous melanoma
[8] that are documented by immunohistochemical
stains such as HMB-45 and S100 [9]. Diagnosis
of primary melanomas of the GI tract are arduous
to diagnose at an early stage and are therefore
associated with a worse prognosis. The most
common sites of metastases are the lymph nodes
(73.6%) and lungs (71.3%), followed by the liver
(58.3%), brain (54.6%), bone (48.6%), and adrenal
glands (46.8%) [10]. Melanomas with an unknown
primary has better prognosis compared to those

(a)

(b)

(c)

(d)

(e)

(f)

Fig.2: Clinico-pathological findings in case 2 (a): Nonhealing ulcer on foot; (b): Variable sized nodules with central
black ulcerated area on endoscopy; (c): Atypical melanocytes
with golden brown pigment in the cytoplasm (H and E×10);
(d): Tumor cells showing positivity for HMB 45 (IHC×40);
(e): Tumor cells showing positivity for S100 (IHC×40);
(f): Tumor cells showing positivity for Melan A (IHC×40).
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with known primary and are also relatively rare.
Metastatic malignant melanoma with an unknown
primary is a known entity with an incidence of
3.2% of all cases of malignant melanoma with a
higher incidence in males and usually presenting in
older age groups, mainly the fourth to fifth decade
[11].
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