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A Rare Case of Primary Gastric Melanoma

Maciej Wiewiora1 & Katrzyna Steplewska2 & Jerzy Z. Piecuch3
& Jerzy Piecuch1

Received: 22 February 2019 /Accepted: 11 September 2019
# The Author(s) 2019

Abstract
Primary melanomas in the gastrointestinal tract are extremely rare, with an estimated prevalence of 0.5 to 1 case per million.
Primary mucosal melanomas of gastric origin account for approximately 1–3% of all primary melanomas in the gastrointestinal
tract. We present the case of a patient who underwent surgery due to primary gastric melanoma.
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Introduction

Malignant melanoma is a cancer originating from pigment
cells and is most often located in the skin. Melanoma
malignum is rarely found in the alimentary tract, and malig-
nant gastrointestinal melanomas are usually metastatic [1].
Primary gastrointestinal melanomas (PGIMs) occur at a fre-
quency of 0.5 to 1 case per million, depending on race and
latitude. Primary gastric melanomas (PGM) account for
12.7% of all PGIMs [2, 3].

We present the case of a patient who underwent surgery
due to PGM.

The Case Report

A 66-year-old woman was diagnosed with anaemia and
weight loss. The patient’s history included chronic gastritis,
kidney stones and coronary heart disease. She had previously
undergone implantation of a cardiac pacemaker, implantation
of a biological valve in the aorta and excision of her gallblad-
der. The endoscopic examination revealed a stomach tumour

that was approximately 5 cm in diameter. Histopathological
examination of the tumour samples suggested the diagnosis of
malignant melanoma [IHC: CK (−), CHR (−), SYN (−),
HER2 (−), VIM (+), HMB45 (+)]. Due to an initially insuffi-
cient amount of tissue, the endoscopic examination was re-
peated, and more samples were taken. The samples revealed
that the tumour was composed of epithelioid cells that lacked
cohesive features, had abundant cytoplasm, and had nuclei
containing vacuoles and large nucleoli. The tumour cells were
positive for Melan A expression and negative for CK AE1/
AE3 expression (Fig. 1a, b). Thus, the diagnosis of malignant
melanomawas confirmed. The patient had dermatological and
ophthalmological consultations as well as imaging examina-
tions that excluded the presence of melanoma outside the gas-
trointestinal tract. Computed tomography (CT) of the abdom-
inal cavity showed the stomach corpus tumour without infil-
tration of adjacent organs or enlarged lymph nodes (Fig. 2a).
There were also no other nodular changes found in the remain-
ing part of the digestive tract. CT of the chest excluded mela-
noma metastases to the lungs. The patient underwent surgery,
resection of the stomach, spleen and greater omentum and D2
lymphadenectomy with additional excision of the lymph
nodes of the liver cavity were performed (Fig. 2b, c). The
oesophagus was anastomosed with the jejunum end to end
with mechanical sutures (stapler EEA 25) on the Roux-en-Y
loop. The postoperative histopathological examination re-
vealed a white, solid, ulcerated tumour (5 × 5 × 1.7 cm) on
the anterior wall of the stomach. The tumour had infiltrated
the mucous membrane and the surface layer of the muscle
membrane. The neoplastic infiltration consisted of epithelioid
cell clusters with abundant cytoplasm, intranuclear vacuoles
and prominent nuclei and a 12M/10HPF mitotic index. The
tumour cells showed Melan A expression and no cytokeratin
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(AE1/AE3) expression. Based on the histopathology and im-
munohistochemistry, malignant melanoma was diagnosed.
No features suggesting angioinvasion or neuroinvasion were
found. A melanoma metastasis was found in one lymph node
of the greater curvature. The surgical margins, greater omen-
tum and spleen were free from melanoma infiltration. The
postoperative course had no complications. After the oncolog-
ical consultation, it was determined that she qualified for che-
motherapy. Due to the patient’s lack of consent, further treat-
ment was not pursued. Currently, 18 months after the surgery,
no recurrence of the disease has been observed.

Discussion

PGIM is a very rare gastrointestinal cancer with unidentified
aetiology. There are two theories regarding the formation of
primary melanoma lesions in the alimentary tract. The first
points to the possibility of the transformation of nerve cells
from the APUD family (amine precursor uptake and decar-
boxylation) into melanocytes, which then undergo neoplas-
tic transformation [4]. The second theory assumes the possi-
bility of melanocyte precursor migration into the digestive
tract. This hypothesis is based on observations of benign
melanosis, which may be accompanied by the development
of gastrointestinal tumours [5]. The diagnosis of PGMcan be
difficult because the clinical symptoms are nonspecific, and
it is difficult to distinguish from other cancers andmetastatic
melanomas, which account for the vast majority of

melanomas detected in the gastrointestinal tract, of which
approximately 20% are metastases in the stomach [3]. The
clinical criteria for the diagnosis of PGIM include the ab-
sence of simultaneous or previously removed melanomas
or atypical melanocytic skin lesions and melanomametasta-
ses outside the gastrointestinal tract [6]. Due to the invasive
nature of the disease, the survival of patients with PGIM is
still unsatisfactory and is usually shorter than 1 year. The
average survival time from the diagnosis of the disease for
patients with gastrointestinal melanoma is approximately
17 months, and for those with PGM, it is only 5 months.
The basic method of treatment is surgery. It has been demon-
strated that the survival times for patients who undergo sur-
gery compared to those who do not are 12 months and
2 months, respectively [3]. The use of adjuvant chemothera-
py may improve the results of treatment [7], whereas radio-
therapy may be considered a method of palliative treatment
[8].
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Fig. 1 Histopathological
examination of the tumour
samples before surgery. a Tumour
cells showing Melan A
expression (magnification × 200).
b Tumour cells without CK AE1/
AE3 expression (magnification ×
400)

Fig. 2 CT of the abdominal
cavity and intraoperative view.
The tumour of the anterior
stomach wall. a Cross-section—
CT. b Tumour modelling the
stomach wall. c Excised stomach
with a tumour (arrow), the spleen
and the greater omentum
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