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intRoDuCtion
Malignant melanoma of gastrointestinal (GI) tract, either 
primary or metastatic, is an uncommon entity that usually 
remains undiagnosed in living patients, probably as a result 
of an asymptomatic course or nonspecific symptoms.1,2 
Small bowel, colon and stomach are the commonest sites of 
GI metastasis from cutaneous malignant melanoma (cMM) 
and basically represent an autoptic finding. The gallbladder 
involvement is rare, usually inscribed in a context of diffuse 
metastatic disease, and its description in a living patient 
has been barely described in literature.3,4 We describe a 
case of 78-year-old male with metastasis of gallbladder, 
stomach and small bowel from cutaneous primary malig-
nant melanoma.

Case pResentation
A 78-year-old male came to Scientific Institute Hospital 
“Casa Sollievo della Sofferenza” for diffuse abdominal pain. 
His past medical history revealed a total excision of a dorsal 
cMM 4 years before with no evidence of metastatic disease 
at the time of diagnosis. Physical examination of the patient 
appeared to be good in terms of general health and nutritional 
status: abdomen was soft, with no palpable masses. There was 

no evidence of melaena and laboratory results were normal. 
The hepatobiliary ultrasound evidenced multiple intracho-
lecystic nodules involving the gallbladder fundus, body and 
neck; the parietal lesions appeared like hyperechoic masses 
of variable sizes (≥1 cm), with minimal to absent acoustic 
shadowing. The rest of abdomen was poorly explorable due 
to abdominal adiposity (Figure  1). Contrast-enhanced CT 
(CECT) of the abdomen confirmed the gallbladder parietal 
lesions and revealed multiple solid masses (up to 5 cm) with 
early contrast-enhancement (CE) and progressive washout 
located in the stomach, duodenum and ileum. Diffuse peri-
toneal nodules, mesenteric lymph nodes and pelvic ascites 
were detected, too (Figures  2–5). Chest CT scan showed 
bilateral solid pulmonary nodules with no pleural effusion 
(Figure 6). The possibility of metastatic lesions was consid-
ered. Esophagogastroduodenoscopy described multiple, 
friable, parietal masses of stomach and duodenum with 
melanosis. Histopathological and immunohistochemical 
analyses confirmed metastatic melanoma in bioptic material 
and the patient underwent palliative treatment.

DisCussion
Melanoma is a malignant tumor arising from pigment-con-
taining cells, known as melanocytes, which are mainly 
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abstRaCt

Malignant melanoma development in gastrointestinal (GI) tract may be primary or secondary. Although small bowel, 
colon and stomach represent common GI sites affected from metastatic cutaneous malignant melanoma (cMM), more 
than 90% of the cases are identified only during autoptic examinations. Therefore, the diagnosis in a living patient of 
gallbladder metastasis from cMM is considered extremely rare. We aimed to describe a case of metastatic melanoma 
involving the gallbladder, the stomach and the small bowel in a 78-year-old male with diffuse abdominal pain and a 
history of cMM of the back, which was radically resected 4 years before. Abdominal ultrasound showed intrachole-
cystic multiple nodulations. CT, besides confirming the gallbladder nodules, revealed multiple masses in the stomach, 
duodenum and ileum. Malignant melanoma lesions were confirmed by histopathological and immunohistochemical 
analyses of bioptic material obtained from endoscopic examination. In patients with history of melanoma, careful 
inspection of GI tract should be prompted adopting adequate imaging techniques and endoscopy in order to better 
influence treatment planning and prognosis.
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located in the cutaneous tissue. Primary tumors commonly 
occur on the skin (over 90%), and have a strong association with 
excessive sunlight exposure. However. they can also develop 
from other tissues containing melanocytes such as meninges, GI, 
mucosa and eyes.4,5 The incidence of cMM is rapidly increasing 
in Europe and USA; according to recent reports, approximately 

13,2000 new cases of melanoma are globally diagnosed each year 
and the mortality still remains high.4 According to post-mortem 
records, GI metastasis from cMM are not uncommon (50–60% 

Figure 1. Hepatobiliary ultrasound. Hyperechoic masses 
involving the gallbladder fundus, body and neck; the parietal 
lesions with minimal to absent acoustic shadowing.

Figure 2. (a–d) CECT, contrast-enhanced CT of the abdomen. Multiple nodular lesions in the gallbladder show early intense 
enhancement followed by progressive washout.

Figure 3. Abdominal CECT. Multiple solid masses in the 
stomach with early intense enhancement followed by progres-
sive washout. CECT, contrast enhanced CT
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of cadaveric studies in MM patients) and usually represent the 
expression of an advanced and widespread disease; small bowel, 
colon and stomach are the most frequent localizations, while the 
gallbladder has been described in 4–20% of cadavers.3,4 Consid-
ering that only 1–9% of overall GI metastasis from cMM are 
diagnosed ante-mortem, the identification of gallbladder metas-
tasis from cMM in a living patient is extremely rare.4,6,7

Melanoma is a malignant tumor arising from pigment-con-
taining cells, known as melanocytes, which are mainly located 
in the cutaneous tissue. Primary tumors commonly occur on 
the skin (over 90%), and have a strong association with exces-
sive sunlight exposure. However. they can also develop from 
other tissues containing melanocytes such as meninges, GI, 
mucosa and eyes.4,5 The incidence of cMM is rapidly increasing 
in Europe and USA; according to recent reports, approximately 
13,2000 new cases of melanoma are globally diagnosed each 
year and the mortality still remains high.4 According to post-
mortem records, GI metastasis from cMM are not uncommon 

(50–60% of cadaveric studies in MM patients) and usually 
represent the expression of an advanced and widespread 
disease; small bowel, colon and stomach are the most frequent 
localizations, while the gallbladder has been described in 4–
20% of cadavers.3,4 Considering that only 1–9% of overall GI 
metastasis from cMM are diagnosed ante-mortem, the identi-
fication of gallbladder metastasis from cMM in a living patient 
is extremely rare.4,6,7

GI metastasis normally have an asymptomatic course or 
non-specific symptoms; clinical presentation is related to 
complications such as hemorrhage, obstruction, perforation, 
intussusception, vomiting, weight loss and, rarely, cholecystitis 
in case of gallbladder involvement.6,7 Imaging is crucial for the 
diagnosis of metastatic disease: secondary lesions can appear 
as flat and infiltrative or as polypoid lesions.3,8 Ultrasound is 
the first technique for abdomen investigation and is capable 
of detecting intra cholecystic nodules, gastrointestinal masses 
and parietal thickening. Ultrasound aspects include single or 
multiple hyperechoic masses with minimal to absent acoustic 
shadowing probably due to their low density.9 Biliary ducts can 
present dilation, most often the common hepatic duct. On basic 
CT scan lesions can appear as isodense to hyperdense (compared 
to muscle density) nodules protruding into gastrointestinal 
tract; due to their hypervascularity, on CECT they often show 
intense enhancement in early arterial phase followed by progres-
sive wash-out.3,10 On MRI, lesions typically show T1 signal 
hyperintensity and T2 signal hypointensity. Since lesions may 
be obscured by the enhancing biliary and gallbladder mucosa, 
gadolinium contrast administration is not necessarily helpful. 
Magnetic resonance cholangiopancreatography and endoscopic 
retrograde cholangiopancreatography aspects include polypoid 
filling defects or irregular narrowing of the extrahepatic duct.11 
GI endoscopy can identify three different types of melanoma 
lesions: the ulcerated mucosal masses, the necrotic lesions with 
melanosis and the amelanotic lesions.4 The differential diagnosis 
for gallbladder melanoma include adenocarcinoma, metastatic 
disease and cholesterol polyps. Malignant polypoid lesions 
usually measure larger than 1 cm in diameter and compared with 
benign lesions they show early and progressive washout. Unlike 
tumefactive sludge or stone, melanoma metastasis are vascular-
ized and without mobility.11 Management options depend on the 
extension of disease in terms of location and number of lesions. 
The prognosis of metastatic melanoma of the gallbladder is very 
poor, with survival rate of 8.4 months.3,4

Figure 4. Abdominal CECT. Nodules in small bowel (arrows) 
with early intense enhancement followed by progressive 
washout. Peritoneal nodules (arrowhead) and mesenteric 
lymph nodes (thin arrow). CECT, contrast enhanced CT.

Figure 5. Abdominal CECT. Mesenteric lymph nodes (arrow) 
and pelvis ascites (thin arrow). CECT, contrast enhanced CT.

Figure 6. Thoracic CT. Pulmonary, solid, and bilateral nodules 
with no pleural effusion.
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ConClusions
Although GI involvement in metastatic melanoma is not 
uncommon, it usually has an asymptomatic course and more 
than 90% of the cases remain undiagnosed ante-mortem. Indeed, 
the diagnosis of gallbladder involvement in a living patient is 
extremely rare. In patients with history of melanoma, careful 
inspection of GI tract should be prompted adopting adequate 
imaging techniques and endoscopy in order to better influence 
treatment planning and prognosis.

leaRninG points

1. Gastrointestinal (GI) malignant melanoma may be 
primary or secondary.

2. The most common sites of GI metastases from cutaneous 
malignant melanoma are small bowel, colon and stomach.

3. GI malignant melanoma shows an asymptomatic course 
and more than 90% of the cases remain undiagnosed ante-
mortem.

4. The diagnosis of gallbladder involvement in a living 
patient is extremely rare.

5. In patients with history of melanoma, careful inspection of 
GI tract should be prompted adopting adequate imaging 
techniques and endoscopy in order to better influence 
treatment planning and prognosis.

ReFeRenCes

 1. Schuchter LM, Green R, Fraker D. Primary 
and metastatic diseases in malignant 
melanoma of the gastrointestinal tract. Curr 
Opin Oncol 2000; 12: 181–5. doi: https:// doi. 
org/ 10. 1097/ 00001622- 200003000- 00014

 2. Serin G, Doğanavşargil B, Calişkan C, 
Akalin T, Sezak M, Tunçyürek M. Colonic 
malignant melanoma, primary or metastatic? 
Case report. Turk J Gastroenterol 2010; 21: 
45–9. doi: https:// doi. org/ 10. 4318/ tjg. 2010. 
0048

 3. Marone U, Caracò C, Losito S, Daponte A, 
Chiofalo MG, Mori S, et al. Laparoscopic 
cholecystectomy for melanoma metastatic 
to the gallbladder: is it an adequate surgical 
procedure? Report of a case and review of the 
literature. World J Surg Oncol 2007; 5: 141. 
doi: https:// doi. org/ 10. 1186/ 1477- 7819- 5- 141

 4. Ettahri H, Elomrani F, Elkabous M, Rimani 
M, Boutayeb S, Mrabti H, et al. Duodenal 
and gallbladder metastasis of regressive 

melanoma: a case report and review of 
the literature. J Gastrointest Oncol 2015; 6: 
E77–81. doi: https:// doi. org/ 10. 3978/ j. issn. 
2078- 6891. 2015. 048

 5. King DM. Imaging of metastatic  
melanoma. Cancer Imaging 2006; 6:  
204–8. doi: https:// doi. org/ 10. 1102/ 1470- 
7330. 2006. 0033

 6. Onak Kandemır N, Bahadir B, Bektaş S, 
Barut F, Yurdakan G, Doğan Gün B, et al. 
Malignant melanoma associated with 
congenital melanocytic nevus and diagnosed 
with intestinal metastases: two case reports. 
Turk J Gastroenterol 2011; 22: 77–82. doi: 
https:// doi. org/ 10. 4318/ tjg. 2011. 0161

 7. Lo AA, Peevey J, Lo EC, Guitart J, Rao MS, 
Yang GY. Isolated gallbladder intramucosal 
metastatic melanoma with features 
mimicking lymphoepithelial carcinoma. Int J 
Surg Pathol 2015; 23: 409–13. doi: https:// doi. 
org/ 10. 1177/ 1066896915588932

 8. Higgins CM, Strutton GM. Malignant 
melanoma of the gallbladder – does 
primary melanoma exist? Pathology 1995; 
27: 312–4. doi: https:// doi. org/ 10. 1080/ 
00313029500169203

 9. Daunt N, King DM. Metastatic melanoma in 
the biliary tree. Br J Radiol 1982; 55: 873–4. 
doi: https:// doi. org/ 10. 1259/ 0007- 1285- 55- 
659- 873

 10. Damian DL, Fulham MJ, Thompson E, 
Thompson JF. Positron emission tomography 
in the detection and management of 
metastatic melanoma. Melanoma Res 1996; 
6: 325–30. doi: https:// doi. org/ 10. 1097/ 
00008390- 199608000- 00008

 11. Wong VK, Lubner MG, Menias CO, Mellnick 
VM, Kennedy TA, Bhalla S, et al. Clinical 
and imaging features of noncutaneous 
melanoma. AJR Am J Roentgenol 2017; 208: 
942–59. doi: https:// doi. org/ 10. 2214/ AJR. 16. 
16800

http://birpublications.org/bjr
https://doi.org/10.1097/00001622-200003000-00014
https://doi.org/10.1097/00001622-200003000-00014
https://doi.org/10.4318/tjg.2010.0048
https://doi.org/10.4318/tjg.2010.0048
https://doi.org/10.1186/1477-7819-5-141
https://doi.org/10.3978/j.issn.2078-6891.2015.048
https://doi.org/10.3978/j.issn.2078-6891.2015.048
https://doi.org/10.1102/1470-7330.2006.0033
https://doi.org/10.1102/1470-7330.2006.0033
https://doi.org/10.4318/tjg.2011.0161
https://doi.org/10.1177/1066896915588932
https://doi.org/10.1177/1066896915588932
https://doi.org/10.1080/00313029500169203
https://doi.org/10.1080/00313029500169203
https://doi.org/10.1259/0007-1285-55-659-873
https://doi.org/10.1259/0007-1285-55-659-873
https://doi.org/10.1097/00008390-199608000-00008
https://doi.org/10.1097/00008390-199608000-00008
https://doi.org/10.2214/AJR.16.16800
https://doi.org/10.2214/AJR.16.16800

