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CASE REPORT

COLONIC MALIGNANT MELANOMA MIMICKING COLON CARCINOMA

SUBRAMANIAN VENKATARAMAN, SHAJAN PETER AND ANNA B. PULIMOOD

Department of Gastrointestinal Sciences, Christian Medical College and Hospital,Tamil Nadu, India

Primary melanoma originating in the gastrointestinal tract is rare and is usually in the anorectum. We describe a solitary
left colonic melanoma in a 59-year-old man and review the pertinent literature. Isolated colonic melanoma is a rare
diagnosis, and the published literature seems to suggest better outcomes in this group of patients with surgical excision,
unlike metastasis elsewhere in the gastrointestinal tract. It is unclear how melanomas arise in tissues with no pigmented
cells, as in the colon. It is possible that regressed primaries elsewhere could have been the underlying primary lesion in
such patients.
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INTRODUCTION

Solitary large bowel melanoma is very rare. Even with a
known primary disease site, melanoma metastatic to the
colon is infrequent.1,2 We describe a case of malignant mela-
noma involving the descending colon with symptoms mim-
icking carcinoma colon. The patient had a pigmented
polypoidal mass in the distal descending colon and histology
confirmed the diagnosis. An extensive search did not reveal
a primary site.

CASE REPORT

A 59-year-old male presented with a 5-month history of fresh
blood mixed with stools and anorexia. He had lost almost
15 kg in the last 5 months. He gave no history of vomiting.
There was no family history of colon carcinoma. On physical
examination, he had a distended abdomen with shifting dull-
ness. No other significant findings were noted. His computed
tomography (CT) abdomen showed a 8 ¥ 6 cm mass in the
descending colon and peripancreatic nodes. Colonoscopy
revealed a 6-cm polypoidal, dark pigmented exophytic mass
in the descending colon close to the splenic flexure (Fig. 1).
The colonic mucosal biopsy showed infiltration by nests and
sheets of malignant cells, many of which contained dark
brown pigment (Fig. 2). The pigment was shown to be mela-
nin using Manson’s Fontana stain and a melanin bleach. On
immunohistochemistry the cells stained positive for S-100
(Fig. 3) and negative for cytokeratin, confirming the diagno-
sis of malignant melanoma Ascitic fluid smears showed pig-
ment-laden macrophages. An extensive search did not reveal
any cutaneous or ocular melanoma. In view of his poor phys-
ical condition, disseminated malignancy and his Eastern
cooperative oncology group (ECOG) performance status of

3, he was not considered fit for aggressive chemotherapy. He
opted to take palliative care at his local hospital.

DISCUSSION

Symptomatic metastatic melanoma to the gastrointestinal
tract is rare occurring in an estimated 1–4% of patients with
malignant melanoma.1,2 When autopsy studies are included,
the incidence of gastrointestinal metastasis increases to
approximately 60%.2 Metastatic disease to the colon consti-
tutes approximately 15% (range 0–33%) of melanomas that
have metastasis to the gastrointestinal tract.3 Known meta-
static colonic melanomas typically present as extensive
colonic disease with associated substantial disease outside
the colon.4

Absence of documented primary has been noted in several
cases of gastrointestinal metastasis: three of 15 cases in one
series1 and seven of 32 cases in another series5 had reported
unknown primaries in patients with melanomas involving the
gastrointestinal tract. However, these authors did not distin-
guish the gastrointestinal sites associated with the unknown
primary lesion. Isolated colonic lesion with no known pri-
mary as in the present case has been reported only once
earlier in a patient with a right colonic melanoma.3 Review
of the medical literature revealed two cases of solitary
colonic melanomas included in a small series6 and another
case with a melanoma involving the descending colon in a
patient who had undergone excision of a cutaneous mela-
noma 5 years earlier.7 Metastatic melanoma has also been
reported as a solitary lesion in the caecum.8,9

An extensive search did not pick up any primary site in
our patient. Primary mucosal melanomas are not unknown
and in a large case series approximately 25% of them seemed
to arise from the gastrointestinal tract distal to the pharynx.10

Most of the primary tumors occur in the anorectum, esoph-
agus, gallbladder and biliary tree11 and rarely in the small
intestine.12 The colon has never been considered a site for
primary malignant melanoma, as the colon does not have
pigmented cells.13 However, it has been argued on the basis
of animal studies using chick embryos that melanocytes can
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migrate to the gut and that the gut is capable of supporting
melanocytes, but there was an unknown filtering mechanism
that prevented them reaching the gut.3 Thus, neural crest cells
with the potential to differentiate and managing to reach the
gut could explain the origin for a primary gastrointestinal
melanoma.3 A more plausible explanation for the absence of
a primary could be spontaneous regression of a melanoma.
Melanomas not infrequently regress and 12.3% of cutaneous
melanomas showed at least partial regression in a large
study.14

Therapy of colonic metastasis is aimed at palliation to
avoid obstruction.11 However, surgical excision of isolated
colonic melanomas in a few patients has shown relatively
good results with one patient surviving to 38 months and the
other lost to follow up at 13 months in one series6 and
another patient having a 5years disease-free survival.3

Isolated colonic melanoma is a rare diagnosis, and the
published literature seems to suggest better outcomes in this
group of patients with surgical excision unlike metastasis
elsewhere in the gastrointestinal tract. The present case, like
that reported by Poggi et al.,3 could be a rare primary colonic
melanoma or an isolated metastatic melanoma of the colon
with a regressed primary.
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Fig. 1. Colonoscopic picture showing a 6-cm polypoidal
ulcerated growth (original magnification ¥ 8).

Fig. 2. Nests of tumor cells with pleomorphic hyperchromatic
nuclei and brown pigmentation in the cytoplasm (original
magnification ¥ 200).

Fig. 3. Immunohistochemical stain with anti-S100 antibody
showing positive staining in the tumor cells (original
magnification ¥ 40).
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