Case Report

Palliative radiation therapy for primary gastric melanoma
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Introduction: Primary gastric melanoma is an exceedingly rare cause of upper gastrointestinal bleeding
(GI bleeding). Prior reports of primary gastric melanoma have mostly been treated with surgery with
utilization of radiation therapy being unreported. Radiation therapy has been used to palliate bleeding of
other cancers including lung, bladder, cervix, and more recently primary gastric cancers.

Case presentation: This case documents an 87-year-old male who presented with fatigue and melena,
and was found to have severe anemia. Endoscopy with biopsy revealed an isolated focus of melanoma. After
discharge, he presented two days later and was found to have continued bleeding. Because he was deemed a
poor surgical candidate he elected to undergo palliative radiation therapy for bleeding control.

Discussion: The diagnosis of primary verses metastatic melanoma is a topic of debate. Case reports of
patients with no known extra-gastric primary have undergone surgical treatment with varying outcomes.
Patients with metastatic gastric melanoma have relied on chemotherapy and radiation in addition to surgery,
with radiation being used in the palliative setting. The use of radiation to control bleeding in other cancers
including primary gastric adenocarcinoma has been previously studied. This case documents the utilization
of radiation therapy in bleeding due to primary gastric melanoma.

Conclusions: Radiation therapy can provide adequate bleeding palliation in patients with primary gastric

melanoma.
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Introduction

Malignant melanoma is known to metastasize to visceral
organs with the gastrointestinal tract (GI tract) being one
of the more common sites (1). Less common, however,
is primary malignant melanoma of the GI tract. Gastric
melanoma can often present with vague symptoms;
however, a more alarming presentation is that of an upper
gastrointestinal bleeding (GI bleeding) (2,3). Case reports
of primary gastric melanoma, presenting with upper GI
bleeding or otherwise, have demonstrated surgery as the
primary method of treatment (2-9), while the utility of
radiation in the management of primary gastric melanoma
has been unreported. Radiation therapy has been known to
palliate bleeding of cancers of the lung, bladder and cervix
(10-13), and more recently palliation of bleeding to primary
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gastric adenocarcinoma has been studied (14-17). The role
of radiation therapy in patients with bleeding secondary
to primary gastric melanoma has not yet been defined.
We report a case of gastric melanoma with no identifiable
cutaneous primary, treated with palliative radiation therapy
for control of bleeding.

Case presentation

An 87-year-old Hispanic male presented at an outside
institution with a one month history of fatigue, 10-pound
weight loss, and melena. He was found to have severe
anemia (Hgb 6.7) requiring transfusion. Initial CT of
the abdomen and pelvis showed a possible gastric mass.
Esophagogastroduodenoscopy (EGD) was performed
revealing an 8 cm pedunculated mass at the greater

www.thejgo.org 7 Guastrointest Oncol 2014;5(1):E22-E26



Journal of Gastrointestinal Oncology, Vol 5, No 1 February 2014

Figure 2 Axial image of AP and PA X-ray beams treating the

gastric melanoma.

curvature of the stomach, partly black, partly green, partly
white. Endoscopic ultrasound showed an isohypoechoic
heterogenous mass with visible stalk. Biopsies were
taken and showed extensive, ulcerated, poorly-
differentiated spindle and epithelioid cell tumor with
immunohistochemistry positive for S100 and Melan-A,
negative for CD117, AE1/AE3, CDX2, and BRAF mutation
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negative. The diagnosis of gastric malignant melanoma was
made and the patient was scheduled to be seen by a surgical
oncologist.

"Two days after discharge from the outside facility, he
presented to our institution with worsening fatigue and
melena, his hemoglobin on presentation was 7.8. His
bleeding was controlled and he underwent at PET/CT
scan, dermatologic physical exam and ophthalmologic exam
to evaluate for a primary melanoma. Dermatologic and
ophthalmologic exam did not reveal a primary, PET/CT
was only positive for a gastric mass with an SUV of 17. He
was diagnosed with T4NOMO Stage IIB primary gastric
melanoma.

Due to the patient’s age and functional status, he was
deemed unresectable and was offered palliative radiotherapy
to control bleeding and anemia. He received a dose of 16 Gy
to the stomach in four fractions. Following this treatment he
remained hemodynamically stable for four months; at that time
he presented to the emergency department with worsening
fatigue, complete blood count revealed a hemoglobin of
7.0 and patient underwent further transfusion. He was offered
a second course of palliative radiotherapy during which he
received an additional 9 Gy to the stomach in three fractions
(Figures 1,2). At the time of this writing he has tolerated his
second course of therapy without complication.

Discussion

This case documents upper GI bleeding as a clinical
presentation for primary gastric melanoma, a presentation
that has been documented previously (2,3); other unique
presentations of primary gastric melanoma include a non-
healing ulcer with benign mucosa on initial biopsy (4),
and progressive axilla swelling (18). Literature review of
other cases of primary gastric melanoma and metastatic
gastric melanoma reveals that the presentation is often
vague with nonspecific symptoms of anorexia, dysphagia,
nausea, vomiting, epigastric pain, fatigue, and weight loss
(5-7,9,19,20). The vague symptoms and nonspecific resentation
of gastric melanoma can lead to a delay in diagnosis.

There is still significant controversy surrounding even
the diagnosis of primary malignant melanoma of the GI
tract. Arguments in support of the idea that GI melanomas
are metastatic lesions even in the absence of a primary are
based on the natural history of melanoma. The fact that the
GI tract is the most common site of metastases of cutaneous
melanoma (21) and that the stomach epithelium is devoid
of melanocytes is the foundational argument supporting
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the assertion that all gastric melanoma is metastatic (4,8).
Additionally, several cases of spontaneous regression of a
primary cutaneous melanoma with subsequent visceral and
nodal metastases have been reported (22,23). An autopsy
study on small bowel melanoma concluded that even in
the absence of a known primary, small bowel melanoma
most likely represents metastatic disease (24). Alternative
explanations that argue for the development of primary GI
melanomas include the migration of neural crest cells through
the omphalomesenteric canal (an explanation that is applicable
to melanoma of the ileum only) (25), and the neoplastic
transformation of APUD cells (amine precursor uptake and
decarboxylation cells) in noncutaneous sites (26,27).

The lack of clarity of GI melanoma pathogenesis has
led to the development of criteria for diagnosing a primary
GI malignant melanoma. These include: no concurrent
or prior excision of melanoma or atypical melanotic lesion
from the skin, lack of involvement of other organs, lack of
in situ change in overlying or adjacent GI epithelium, and
12 month disease-free survival after diagnosis (28).

Management of primary gastric melanoma is primarily
surgical. A review of nine cases of gastric melanoma in
which no known extra-gastric primary was identified reveals
that eight of the nine cases were treated with surgery.
Three of the cases were treated with partial gastrectomy
and splenectomy (2,4,6), two cases were treated with partial
gastrectomy alone (5,8), one with total gastrectomy (7),
one with gastrectomy, pancreatectomy, splenectomy, and
transverse colectomy (9), and one stated to be “palliative
resection” (3). Only one case was treated with adjuvant
therapy and that patient received 12 months of adjuvant
interferon (4). The primary gastric melanoma case that
was not treated surgically was treated with dacarbazine and
cisplatin-based chemo due to peripancreatic and axillary
nodal metastases (18).

Those with no identifiable primary lesion had variable
outcomes. In the case treated with partial gastrectomy and
splenectomy followed by 12 months of adjuvant interferon,
the patient showed no evidence of disease on EGD two
years post-operative (4). Another case treated with partial
gastrectomy and splenectomy showed a similar outcome
with the patient being disease free at 16 months post-op (6),
and one case reported patient survival with no evidence
of disease at five years post-total gastrectomy (7). Of the
surgical cases with poorer outcomes, one patient with
comorbid dermatomyositis died due to post-operative
complications following a partial gastrectomy (5), one
patient succumbed to metastases 12 months following a
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distal gastrectomy (8), and another patient died 11 months
post-operative following a gastrectomy, pancreatectomy,
splenectomy, and transverse colectomy for a locally invasive
gastric melanoma (9). Two cases were lost to follow up (2,3).

In contrast to the surgery-based management of gastric
melanoma with no known primary, chemotherapy and
radiation therapy play a larger role gastric melanoma with a
known extra-gastric primary. One case of metastatic gastric
melanoma was treated with a wedge resection of the cardia,
but the patient ultimately underwent palliative whole brain
radiation for recurrent metastases (29). In another case the
patient received neoadjuvant temozolomide chemotherapy
followed by a wedge resection of the stomach (29). Three
other cases of metastatic gastric melanoma were managed
with chemotherapy alone, one reported controlled
disease after one course of dacarbazine, nimustine, and
cisplatin (30), and two other reports did not state which
chemotherapy agents were used (19,31).

Radiation therapy has been used to control bleeding in
a variety of cancers. Studies have shown radiation therapy
to be beneficial in controlling hemoptysis in lung cancer,
hematuria in bladder cancer, and vaginal bleeding in
cervical cancer (10-13), more recently studies on radiation
therapy to treat gastric bleeding have been reported.
One retrospective study demonstrated a 54% response
to bleeding in patients with locally advanced or recurrent
gastric cancer who were treated with radiation therapy
alone (17). Another retrospective study demonstrated a 70%
response to bleeding in patients who received radiation
therapy with or without concurrent chemotherapy (16).

Subsequent studies have focused on the effects of radiation
dose in symptomatic palliation. A 2009 retrospective study
showed that patients with bleeding from primary gastric
cancer who received a dose of greater than or equal to 40 Gy
in 16 fractions have statistically significant improvement in
control of bleeding compared to those who received less than
40 Gy in 16 fractions (15). Most recently a study on patients
who received 30 Gy in 10 fractions showed a 73 % hemostasis
rate. Additionally this study demonstrated that those treated
with chemotherapy and radiation had a significant longer
time to rebleeding when compared to those who received
radiation therapy alone (14).

The case presented marks the first use of standalone
radiation therapy as a palliative therapy for persistent upper
GI bleeding secondary to primary gastric melanoma. In the
case presented, palliative radiation therapy of 16 Gy in four
fractions provided four months of symptomatic relief. In
addition, the patient tolerated a second course of therapy of
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9 Gy in three fractions for his rebleeding and is currently
asymptomatic.

In conclusion, malignant melanoma of the stomach with
no identifiable extra-gastric primary is a rare occurrence
with surgery being the current mainstay of therapy. In
symptomatic patients who are poor surgical candidates,
palliative radiation therapy can provide symptomatic relief
and improve quality of life.
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