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PRIMARY GASTRIC MELANOMA:
UNEXPLAINED ABDOMINAL PAIN AND
WEIGHT LOSS WITH GASTRIC MASS NOTED ON /rphadenopathy, endoscopy,
INITIAL COMPUTED TOMOGRAPHY.
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B4 | 66 years old gentleman presented with nonspecific abdominal pain symptoms and weight loss to the primary care
Q physician. He was referred to the gastroenterology department after CT abdomen pelvis showed a a gastric mass with
E lymphadenopathy.Further endoscopy and immunochemistry revealed primary gastric melanoma to be the diagnosis.
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INTRODUCTION

Melanoma represents 1-3% of all malignant cancers and
typically appears in sites where melanocytes are commonly
found such as skin, eyes, meninges, anal region, and most
commonly in the rectum and sigmoid colon. Primary gastric
melanoma are a rare type of cancer, and most melanomas
identified in the stomach represent metastasis from
cutaneous sources.

Case Study

A 66-year-old male patient with a background of renal artery
aneurysm presented with a 4-week history of abdominal pain
and significant weight loss to the GP. General practioner
requested a 2 — week wait investigation which included
computed tomography (CT) of the abdomen and pelvis and
extended to chest.

Investigations

CT abdomen and pelvis showed abdominal lympha-
denopathy along the lesser curvature of the stomach and the
coeliac axis (Figure 1) raising suspicion of gastric
malignancy. Imaging was extended to thorax.Subsequent CT

showed lung lesion as well as the lesion within stomach.
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Figure 1: Lymphadenopathy Along Lesser Curvature Of
Stomach

Following the findings on the CT scan, endoscopy was
subsequently conducted, revealing a large 30mm nodular
submucosal lesion in the proximal body of the stomach on the
lesser curvature (Figure 2). There were surface ulceration on
white light and small surface cork screw vessels on narrow
band imaging, suggestive of a neuro-endocrine tumor with
malignant trasnformation.

Figure 2: Axial CT Showing Mass Along Lesser Curvature
|

Immunohistochemistry was done, which established a

Figure 3:Positive ImmunostainingWith S100 Protein

DISCUSSION

Melanoma is an aggressive cancer type commonly seen
where melanocytes are present, which include the skin, eyes,
meninges, and anal region. Gastrointestinal melanoma is
most often the result of metastatic disease, with up to 60% of
patients with metastatic melanoma having gastrointestinal
(CI) involvement on autopsy."”

Primary Gastric Melanoma is extremely rare, with very cases
being described thus far. Abdominal pain, weight loss,
hematemesis, malaena and occasionally anemia are the
common presenting symptoms. ™

Imaging played a key role in diagnosis, common CT features
include a discrete mass in the body of the stomach or gastric
wall thickening and surrounding lymphadenopathy.” They
may also enhance on contrast studies given the melanomas
are vascular. However, CT cannot differentiate between
gastric melanoma and other gastric tumours."

MRI features of melanoma are highlighted by melanin which
is paramagnetic.OnT1,lesions appear hyperintense whereas
on T2, they are hypointense. Furthermore PET/CT with
fluorodeoxyglucose(°F (FDG) is useful for staging, localizing
distantspread.

This case was further investigated with upper gastrointestinal
endoscopy (Figure 2) and diagnosis of gastric melanoma was
confirmed by biopsies and positive immunostaning with S-
100 protein (Figure 3) and premelanosome glycoprotein
monoclonal antibody HMB-45. !

Gastric melanoma is a rare malignant tumor of the digestive
system with poor prognosis. ¥ Early detection is the key for
management. However, most melanomas present with
metastasis given their vague presentation. Systemic
treatment can be considered if suitable, otherwise palliative
radiotherapy is an option for control symptoms.
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