
• CASE REPORT •

Perforation of metastatic melanoma to the small bowel with

simultaneous gastrointestinal stromal tumor

Nathan Brummel, Ziad Awad, Shellaine Frazier, Jiafan Liu, Nitin Rangnekar

EL SEVIER

PO Box 2345, Beijing 100023, China                                                                                                                                                          World J Gastroenterol  2005;11(17):2687-2689

www.wjgnet.com                                                                                                                                              World Journal of Gastroenterology  ISSN 1007-9327

wjg@wjgnet.com                                                                                                                                                                                       © 2005 The WJG Press and Elsevier Inc. All rights reserved.

Nathan Brummel, Ziad Awad, Nitin Rangnekar, Department of
Surgery, University of Missouri School of Medicine, Columbia,
MO 65211, USA
Shellaine Frazier, Jiafan Liu, Department of Anatomical Sciences
and Pathology, University of Missouri School of Medicine, Columbia,
MO 65211, USA
Correspondence to: Nitin Rangnekar, MD, University of Missouri
School of Medicine, Department of Surgery, Mc Haney Hall 413,
One Hospital Drive, Columbia, MO 65212,
USA.  rangnekarn@health.missouri.edu
Telephone: +1-573-882-8157
Received: 2004-05-25    Accepted: 2004-08-21

Abstract

The gastrointestinal tract (GIT) is a common site of
metastases for malignant melanoma. These metastatic
tumors are often asymptomatic. We describe a case of a
58-year-old male who presented with a sudden onset of
generalized abdominal pain. The patient’s past medical
history was significant for lentigo melanoma of the right
cheek. Laparotomy was performed and two segments of
small bowel, one with a perforated tumor, the other with a
non-perforated tumor, were removed. Histology and
immunohistochemical staining revealed the perforated
tumor to be a metastatic malignant melanoma and the
non-perforated tumor was found to be a gastrointestinal
stromal tumor (GIST). The patient was discharged 7 d
postoperatively. To the best of our knowledge, this is the
first reported case in the literature of a simultaneous
metastatic malignant melanoma and a GIST. Surgical
intervention is warranted in patients with symptomatic GIT
metastases to improve the quality of life or in those patients
with surgical emergencies.
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INTRODUCTION

The gastrointestinal tract (GIT) is a common site of
metastases for malignant melanoma[1-4]. These metastatic
tumors are often asymptomatic. Occasionally, however, they

may cause symptoms. With small bowel metastases, small
bowel obstruction from intussusception due to submucosal
lesions is the most common clinical presentation[2].
Perforation, however, is rare[2]. We herein present a case of
metastatic melanoma to the small bowel presenting with
acute abdominal pain due to perforation.

CASE REPORT

A 58-year-old white male presented with a 1-d history of
sudden onset generalized abdominal pain. He denied any
previous history of abdominal pain or other GI complaints.
A plain film of the abdomen revealed dilated loops of small
bowel, CT of the abdomen and pelvis showed a partially
enhancing mass in the small bowel as well as free air under
the diaphragm.

The patient’s past medical history was significant for
lentigo melanoma of  the right cheek 12 years ago. Two and
a half years ago he underwent a right lower lobectomy for
a 5.5-cm lesion of  the right lung. Histology revealed a nodule
of metastatic malignant melanoma adjacent to the hilum
of the right lower lung lobe. One month after the lobectomy,
a CT of the head showed a focal enhancing lesion in the
posterior temporal region and a small enhancing lesion in
the left hemisphere adjacent to the falx, consistent with
metastases to the brain. Thoracic and abdominal CT
revealed a soft tissue density in the midportion of the lower
abdomen that resembled a soft tissue nodule adjacent to a
small bowel loop, likely in the mesentery. However, it could
not be determined if  the lesion was merely an unopacified
bowel loop or a metastatic nodule.

The patient underwent an emergent exploratory
laparotomy which showed perforation of a small bowel
tumor approximately 2 feet distal to the ligament of  Treitz
(Figure 1A). In addition, a similar, but nonperforated lesion
was seen approximately 2-feet distal to the first lesion (Figure
1B). Both tumors were resected and the bowel continuity
was restored using stapled anastamoses. The patient’s
recovery was uncomplicated, and the patient was discharged
7 d postoperatively.

Microscopic examination of the two masses showed two
morphologically different tumors. The proximal tumor
showed a malignant neoplasm forming nests and sheets
extending from the mucosal to the serosal bowel layers.
Individual cells showed highly pleomorphic nuclei with
prominent, sometimes multiple, nucleoli and abundant pale
eosinophilic cytoplasm (Figure 1C). Immunohistologic
staining of this tumor was positive for S100, HMB 45 and
vimentin, indicating malignant metastatic melanoma. The
second lesion also involved the full thickness of the bowel
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wall. Tumor cells were spindled and arranged in fascicles.
Individual cells showed mildly pleomorphic nuclei and
eosinophilic cytoplasm (Figure 1D). The distal tumor stained
positive for S100, vimentin, actin, CD 34 and CD 117, and
notably was negative for HMB 45, indicating that the second
tumor was a gastrointestinal stromal tumor (GIST).

DISCUSSION

Metastatic melanoma is the most common metastatic tumor
found in the GIT[1,3]. In one case series, melanoma commonly
metastasized to the liver (68%), small intestine (58%), the
colon (22%), and the stomach (20%)[5]. These metastases are
discovered before death in only between 0.9% and 4.4%
of patients with a diagnosis of primary melanoma[4,5].

GIT metastases are difficult to detect with imaging
studies. Bender et al[6], examined abdominal CT scans and
small bowel follow through studies of patients with
surgically excised GIT metastases. They found that these
imaging studies were unreliable methods of detecting GIT
metastases (CT scan: 66% sensitivity; small bowel follow
through: 58% sensitivity).

A limited number of GIT metastases causing bowel
perforation have been described in the literature. Klausner
et al[5], described a case of small bowel perforation secondary
to GIT metastases in a 49-year-old male who survived for
6 mo after bowel and tumor resection. Three additional cases
were described by Goodman et al[6]; however, only one case of
small bowel perforation was discovered intraoperatively. The
other two cases occurred in patients not considered good
surgical candidates due to the advanced nature of their disease.
These patients subsequently died from bowel perforation

and resulting infection[6]. Geboes et al[4], describes one patient
with symptomatic GIT metastases, who died from perforat-
ion. However, the location of the bowel perforation was
not reported.

Relief of symptoms can be achieved with surgical
resection of the GIT metastases. Goodman and Karakousis
reported 22 cases of symptomatic metastatic melanoma to
the GIT[7]. Sixteen of their patients underwent surgery to
relieve symptoms or for improvement in quality of life.
These patients survived an average of  4½ mo after resection
of their GI metastases. They recommended resection of
GIT metastases for uncontrolled or repeated GI hemorrhage,
recurrent severe abdominal pain suggestive of  recurrent
intussusception, and in cases of clinically evident intestinal
obstruction.

The association between mutation of the c-kit gene and
cutaneous hyperpigmentation is well known[8,9]; however, the
simultaneous presence of a metastatic melanoma and GIST
in the same patient, to the best of our knowledge, has not
been reported. One case of an omental GIST in a patient
with a history of melanoma was described[10]. The authors
hypothesize that the occurrence of both omental GIST and
melanoma could suggest an association or just a mere
coincidence. In our case report, the fact that the patient has
both a metastatic melanoma and GIST could suggest a
pathogenic role of mutation in the c-kit gene.

In conclusion, GIT metastases are common in patients
with malignant melanoma. They are often asymptomatic or
may present with non-specific symptoms. Surgical intervention
is warranted in patients with symptomatic GIT metastases to
improve quality of life or in those patients who present with

Figure 1  A: Gross photograph of proximal, ruptured tumor located approximately
2 feet distal to the ligament of Treitz. B: Gross photograph of distal, non-ruptured
tumor approximately 2 feet distal to the first lesion. C: Light microscopy (×40) of
proximal tumor, revealing malignant neoplasm forming nests and sheets. The
tumor extended from the mucosal to the serosal bowel layers. Individual cells

showed highly pleomorphic nuclei with prominent, sometimes multiple, nucleoli
and abundant pale eosinophilic cytoplasm. D: Light microscopy (×40) of distal
tumor showing tumor cells arranged in spindles and arranged in fascicles.
There was involvement of the full thickness of the bowel wall. Individual cells
showed mildly pleomorphic nuclei and eosinophilic cytoplasm.
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surgical emergencies. Routine resection of asymptomatic
GIT metastases, however, cannot be recommended.
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