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ENDOSCOPIC SPOT

Multiple gastric metastases of malignant melanoma

Metastização gástrica múltipla de melanoma maligno
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Introduction

Malignant melanoma that involves the gastrointestinal (GI)
tract may be either primary or metastatic.1 Gastric metas-
tases are rare and represent advanced disease.2 The
incidence of metastases to the stomach is difficult to assess;
however, the number of cases of gastric metastases from
melanomas is significant. A series of necropsies in individuals
with melanoma revealed gastric metastases rates of more
than 22%.2

Symptoms, when present, are nonspecific and sim-
ilar to those caused by other GI tumours: abdominal
pain, dysphagia, altered bowel habits, tenesmus, small
bowel obstruction or perforation, hematemesis, melena and
anemia.3 Special immunohistochemical stains that include
HMB-45 and S100 are important in confirming the diagnosis
of metastatic melanoma.3 Management may include surgi-
cal resection, chemotherapy, immunotherapy, observation
or engaging in clinical trials. Prognosis is poor, with a median
survival of 6---9 months.4
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Case report

A 54-year-old male patient presented to the emergency
room with asthenia and a history of dark vomiting in
the previous 24 h. He was pale with stable vital signs
and haemoglobin of 8.6 g/dL (medium corpuscular vol-
ume 80.8 fl; medium corpuscular haemoglobin concentration
26.8 pg). He denied other gastrointestinal symptoms such as
abdominal pain, previous vomiting and bleeding or altered
bowel habits. Two weeks before, he had been submitted
to surgical excision of a ulcerated dark nodular lesion of
the left leg, with approximately 6 cm, diagnosed as malig-
nant melanoma (Breslow’ depth >4 mm; T4b),4 for which he
first sought medical attention one week before due to local
pain.

Upper endoscopy showed several nodular polypoid
lesions, between 15 and 25 mm with central ulceration
and dark pigmentation (Fig. 1), along the proximal gastric
body, with no major bleeding stigmata. The biopsy specimen
confirmed metastatic malignant melanoma with immuno-
histochemistry stains positive for S-100 protein and HMB45
(Fig. 2).

A computer tomography (CT) revealed metastases to
the liver, lungs, small bowel and the gastric metastasis
(Fig. 3).
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Figure 1 Multiple nodular polypoid lesions of the gastric body, with central ulceration and dark pigmentation.

Although palliative surgery and chemotherapy were
initially considered as therapeutic options, the multidisci-
plinary decision was to manage the patient, in stage IV
disease and with fast clinical deterioration, with symp-
tomatic therapy only, and he died two weeks later.

Discussion

In patients with a history of melanoma, a high index of suspi-
cion for metastases needs to be present, and GI metastatic

Figure 2 Gastric metastasis on CT: enlarged gastric folds with
areas of nodular appearance.

Figure 3 Positive staining for HMB45.

disease must be considered in the differential diagnosis of
patients with acute anaemia and GI bleeding3 or nonspe-
cific complaints, such as abdominal pain, weight loss or
anorexia.1

Melanoma’s metastases are usually multiple ulcerated
polypoid lesions, either pigmented or amelanotic, and may
present at the time of diagnosis or years later.1

Surgical interventions for symptomatic patients with
melanoma metastases of the GI tract may be considered for
both palliation of symptoms and improvement in mortality.4

New therapeutic possibilities were recently developed, such
as vemurafenib and ipilimumab, and while they still have
limitations, they are the beginning of a new generation
of therapies.5 Therapeutic decisions, especially in stage IV
patients, should be managed by and interdisciplinary oncol-
ogy team.4
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