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Abstract  Small intestinal metastasis of any malignancy is rare. Cutaneous or ocular malignant melanomas are the 
most common tumors that metastasize to gastrointestinal tract. Patient often present several years after the initial 
evaluation and treatment for a previous cutaneous malignant melanoma with intestinal obstruction symptoms. Rarely, 
small bowel melanomas occur with clinical picture of acute abdomen due to perforation. We present a 68 year old 
female patient with a 4 month history of recurrent colicky abdominal pain, distention, vomiting associated with 
weight loss and passage of small pellet stool. Imaging studies using abdominal ultrasound and CT scan revealed a 
large lobulated hypo echoic mass between the gastric antrum and pancreas. She had an exploratory laparatomy for 
bowel obstruction. Surgical pathology of the excised mass with resected obstructed jejunum revealed a metastatic 
malignant melanoma. Reported cases of metastatic small bowel melanoma are becoming increasingly common and 
should be considered in patients with a previous history of primary cutaneous malignant melanoma. 
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1. Introduction 
Malignant melanoma (MM) is a relatively common 

neoplasm that not long ago was considered almost 
uniformly deadly with the great preponderant arising in 
the skin [1]. Reported cases of small bowel melanoma are 
becoming increasingly more common and this is 
consistent with the understanding that melanoma is the 
most common extra-abdominal source of small bowel 
metastasis [2]. Reported incidences ranging from 35%-
50% have been documented for metastatic spread of 
melanoma to the gastrointestinal-tract [3]. Distant 
metastases may also be found in the liver, lungs, bone and 
central nervous system including within other tumors 
[4,5,6] and the heart [6]. 

Symptoms of metastasis of MM to the small intestine 
include chronic abdominal pain with features of intestinal 
obstruction [7]. MM is the most common cancer that 
metastasize to the GI trait with frequent involvement of 
the small intestine [7,8,9,10]. Chemokine receptor CCR9 

and its ligand CCL25 have been implicated as signals that 
allow malignant melanoma to preferentially metastasize to 
the small intestine [11]. Imaging modalities used to detect 
these small bowel lesions include computed 
tomography(CT) scans and upper gastrointestinal series 
with small bowel follow –through. Given the low 
sensitivity of these older generations of imaging 
modalities, newer helical CT scanners, 18F-2 fluoro-2-
deoxy-D-glucose-positron emission tomography (FDG 
PET)/CT and capsule endoscopy are now being 
recommended [11]. 

It is important for the surgeon to recognize metastatic 
small bowel melanoma as a cause of intestinal obstruction, 
especially in patients with a previous history of cutaneous 
MM [12]. 

2. A Case Report 
A 68 year old retired civil servant presented with a 

history of recurrent colicky abdominal pain, distension, 
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vomiting, weight loss and passage of small pellet stools of 
4 months duration. The pain was located at the 
epigastrium and became progressively worse in the last 
few days prior to presentation. The vomiting was bilious 
and non-projectile. There was no associated fever, melena, 
hematemesis or other systemic symptoms. Five years ago, 
she had an excision of a melanoma involving her right 
fourth finger. She has had a previous exploratory 
laparotomy about 10 months before presentation for acute 
intestinal obstruction due to proximal jejuno-jejunal 
intussusceptions where small bowel resection and end to 
end anastomosis was done. Biopsy showed hemorrhagic 
necrosis of resected bowel. Examination showed a middle 
aged female in painful distress with normal vital signs. 
The abdomen, however, was asymmetrical with features 
of incisional hernia, epigastric tenderness and a slightly 
mobile, hard and tender epigastric mass of about 10 cm in 
diameter. An initial assessment of recurrent intestinal 
obstruction and soft tissue sarcoma was made. Preliminary 
investigation with full blood count (FBC), blood sugar 
profile, urea, electrolytes and creatinine (U, E & Cr), 
urinalysis, chest X-ray and barium enema were normal. 
Imaging studies using abdominal ultrasound and CT scan 
revealed a large lobulated hypo echoic mass between the 
gastric antrum and pancreas. Patient had an exploratory 
laparatomy with excision of the mass and resection of 
obstructed jejunum. Surgical pathology of the mass and 
resected jejunum show infiltration of the intestinal tissue 
by malignant cells with prominent melanin pigmentation, 
marked cytologicatypia and abundant mitotic figure 
(Figure 1A). Special studies with S-100 protein (Figure 
1B), Vimentin (Figure 1C) and Dermin (Figure 1D) 
confirmed metastatic MM. Patient died shortly after 
surgery. 

 

Figure 1. A composite panel of four pictures showing the characteristics 
histological features of malignant melanoma in this case: A) a high 
power magnification of the lesion shows infiltration of intestinal tissue 
by malignant cells with prominent melanin pigmentation (H&E X100); B) 
the lesion shows strong nuclear and cytoplasmic reactivity for S-100 
protein. (S-proteinX100); C) Vimentinimmunoreactivity in melanoma 
(VimentinX100); D) Desmin non reactivity to melanoma (DesminX100) 

3. Discussion 
Malignant melanoma is primarily a cutaneous disorder 

with the ability to metastasis, either locally to neighboring 

areas of subcutaneous tissues or also local lymph-nodes 
[6]. Distance metastasis has been reported especially to 
the GI tract, liver, central nervous system and bone 
[3,4,5,6]. 

With regard to gastro intestinal metastasis, small bowel 
metastasis is by far most common and MM is responsible 
for the most frequent cause of gastro intestinal metastasis 
[13]. Though it appears that small bowel metastasis of 
melanoma is quite common, it is only of recent that the 
number of case reports in the literature increased 
significantly to mirror this observation. [13,14]. 

Our patient presented approximately five years after the 
diagnosis of a cutaneous malignant melanoma. There still 
exits a broad interval between diagnosis of primary 
malignant melanoma and identification of gastro internal 
metastasis anywhere between 2 to 180 months. [15]. 

These patients tend to present with nausea and vomiting, 
abdominal pain, weight loss or present with intestinal 
obstruction or bleeding. [14]. This patient presented with 
colicky abdominal pain, distention, vomiting and weight 
loss. 

Diagnosis of metastatic malignant melanoma was 
established at surgical pathology. Further staining 
modality done to confirm the diagnosis include S-100, 
Dermin and Vimentin. Immunohistochemically, the 
typical melanoma is reactive for Vimentin, S-100 protein, 
HMB-45, Melan- A and tyrosinase [16,17,18] and 
negative for Dermin. Of these, vimentin is the most 
consistent with HMB-45 being more specific marker [19]. 
We could not stain for HMB-45 in our centre. 

Surgical intervention of the intestinal obstruction via 
laparatomy is the standard management [20,21]. The 
patient had exploratory laparatomy done with excision of 
the mass and resection of obstructed jejunum. Metastatic 
melanoma has a very poor-prognosis. The averages mean 
survival being 6 to 8 months [22]. Most patients usually 
have widespread metastasis at presentation coupled with 
the fact that small bowel metastasis are usually clinically 
silent with acute presentation due to intestinal obstruction 
or intussusceptions being rare. [7,14,20]. Patient died 
shortly after operation. No autopsy was done, the 
possibility of other metastasis could not be ruled out in 
this patient. 

4. Conclusion 
Small bowel metastatic malignant melanoma is 

increasingly being reported. We present here a case of 
intestinal obstruction secondary to metastatic malignant 
melanoma. The patient was previously treated for 
cutaneous malignant melanoma approximately 5 years 
prior to this presentation. Imaging studies using 
abdominal ultrasound and CT scan revealed a mass 
between the gastric antrum and pancreas and its surgical 
pathology was consistent with metastatic malignant 
melanoma of the intestine. 

A suspicious of metastatic malignant melanoma to 
intestine should always be considered as a differential 
diagnosis of intestinal obstruction in patient with previous 
history of cutaneous MM. The emphasis in the individual 
should be to further investigate their symptoms through 
imaging with subsequent laparotomy or laparoscopy. 
Surgical resection which has shown increase overall 
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survival seems to be of little effect on our patient has she 
died shortly after operation. The possibility of other 
metastasis should be considered for this poor prognosis. 
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