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Surgery for gastrointestinal malignant melanoma: 
Experience from surgical training center
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Abstract
AIM: To characterize clinical features, surgery, out-
come, and survival of malignant melanoma (MM) of 
the gastrointestinal (GI) tract in a surgical training cen-
ter in Bangkok, Thailand.

METHODS: A retrospective review was performed for 
all patients with MM of the GI tract treated at our insti-
tution between 1997 and 2007.

RESULTS: Fourteen patients had GI involvement ei-
ther in a metastatic form or as a primary melanoma. 
Thirteen patients with sufficient data were reviewed. 
The median age of the patients was 66 years (range: 
32-87 years). Ten patients were female and three were 
male. Seven patients had primary melanomas of the 
anal canal, stomach and the sigmoid colon (5, 1 and 1 
cases, respectively). Seven patients underwent cura-
tive resections: three abdominoperineal resections, 
two wide local excisions, one total gastrectomy and 

one sigmoidectomy. Six patients had distant metastatic 
lesions at the time of diagnosis, which made cura-
tive resection an inappropriate choice. Patients who 
underwent curative resection exhibited a longer mean 
survival time (29.7 mo, range: 10-96 mo) than did pa-
tients in the palliative group (4.8 mo, P  = 0.0006).

CONCLUSION: GI MM had an unfavorable prognosis, 
except in patients who underwent curative resection 
(53.8% of cases), who had a mean survival of 29.7 mo.
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INTRODUCTION
Malignant melanoma (MM) of  the gastrointestinal (GI) 
tract is a rare condition, especially in Eastern countries. 
However, its incidence is rising with unclear reason[1]. It 
may be either primary or metastatic. GI metastasis of  
MM is frequently found during autopsy (50%-60% of  
cases), but a small proportion of  melanoma patients are 
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diagnosed with GI metastasis while living (2%-5% of  
patients)[2,3]. The most common sites of  the metastasis 
are the stomach and small intestine. Meanwhile, pri-
mary MM can arise in any GI mucosal site, but is most 
common in the anorectal region and esophagus.

The prognosis of  GI MM is very poor with a 5-year 
survival of  < 10%[4]. Surgery is still the mainstay of  
treatment. Recent studies have reported a trend toward 
less radical resection because there is no significant ad-
vantage of  aggressive surgery over limited surgery in 
terms of  local disease control, recurrence, and survival 
time[4,5]. 

In Thailand, MM is less common than in western 
countries and the data are limited. This study, therefore, 
was conducted to evaluate clinical features, surgical op-
tions, and outcome including recurrence and survival of  
MM of  the GI tract in a surgical training center in Bang-
kok, Thailand.

MATERIALS AND METHODS
A retrospective review was conducted on patients diag-
nosed with MM of  the GI tract who were admitted to 
Siriraj Hospital between 1997 and 2007. Patients were 
identified from the hospital computer database us-
ing an ICD-10 system. Patients’ charts were reviewed 
retrospectively for patient characteristics, presenting 
symptoms, physical examination findings, imaging re-
sults, operative records, presence of  complications, 
recurrence, follow-up time, survival time, and cause of  
death. Diagnosis was confirmed in all patients by histo-
logical study and immunochemistry for S-100 protein or 
HMB45 monoclonal antibody. Survival time was defined 
as the number of  months from the time of  diagnosis 
of  GI MM to the time of  death or the last follow-up 
evaluation. The long-term follow-up data were col-
lected by direct contact with patients or their relatives. 
A Kaplan-Meier method was used for statistical analysis 
of  survival outcome. This study was approved by Siriraj 
ethics committee, Mahidol University (EC1 2550/307).

RESULTS
Between 1997 and 2007, there were 14 patients diag-
nosed with MM of  the GI tract in Siriraj Hospital. One 
patient was excluded from this study due to insufficient 
data in the medical records; thus, only 13 cases were in-
cluded in this study. Ten patients were female and three 
were male. The median age of  the patients at presenta-
tion was 66 years (range: 32-87 years). Seven patients 
had a primary GI MM (anorectal, n = 5; sigmoid colon, 
n = 1; and stomach, n = 1), whereas the others (three 
patients, 23.1%) had metastatic MM of  the GI tract. The 
primary melanoma sites of  these three patients were 
ocular, thumb, and ovary. There were three patients who 
had advanced GI MM of  unknown primary origin.

The most common presenting symptom was ab-
dominal pain (5 patients, 38.5%), followed by intra-ab-

dominal mass in four patients (30.8%). Other presenting 
symptoms included obstructive jaundice, small bowel 
obstruction, bowel habit change, and tenesmus. The 
anorectal region was the most common site of  GI MM 
(7 patients, 53.8%), followed by the stomach (3 patients, 
23.1%) (Table 1).

Seven patients (53.8%) underwent curative resection, 
which consisted of  three abdominoperineal resections, 
two wide local excisions, one total gastrectomy, and one 
sigmoidectomy. There was no perioperative mortality in this 
study. Meanwhile, another six patients (46.2%) had distant 
metastatic lesions at the time of  diagnosis. They therefore 
received only palliative surgical treatment such as colostomy, 
small bowel resection, and enteroenterostomy anastomosis. 
Patients who underwent curative resection exhibited a 
longer mean survival time (29.7 mo, range: 10-96 mo) than 
patients in the palliative group (4.8 mo, range: 4-12 mo) 
(Figure 1). Survival was significantly increased in patients 
who underwent curative resection (P = 0.0006).

DISCUSSION
In Thailand, MM is a rare disease. The estimated incidence 
rate of  cutaneous melanoma in Thailand is 0.4 and 0.1 
per 100 000 in men and women, respectively[5]. Incidence 
of  MM of  the GI tract is exceedingly rare[6]. There have 
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Table 1  Characteristic of patients with MM of the GI tract

Curative 
group

Palliative 
group

All

n 7 6 13
Median age (range) (yr) 66 (32-87) 57 (42-78)   66 (32-87)
Gender (M/F) 2/5 1/5 3/10
Presenting symptoms  n (%)
   Abdominal pain 1 4   5 (38.5)
   Intra-abdominal mass 4 0   4 (30.8)
   Obstructive jaundice 0 1   2 (15.4)
   Small bowel obstruction 0 1 1 (7.7)
   Bowel habit change 1 0 1 (7.7)
   Tenesmus 1 0 1 (7.7)
Investigation  n (%)
   Abdominal CT 5 3   8 (61.5)
   Endoscopy 1 1   2 (15.1)
   Upper GI study 0 1 1 (7.7)
   Barium enema 1 0 1 (7.7)
Origin of GI MM   n (%)
   Primary 7 0   7 (53.8)
   Secondary 0 3   3 (23.1)
   Unknown primary 0 3   3 (23.1)
Site of the tumor  n (%)
   Anorectal 5 2   7 (53.8)
   Stomach 1 2   3 (23.1)
   Jejunum 0 1 1 (7.7)
   Pancreas 0 1 1 (7.7)
   Sigmoid colon 1 0 1 (7.7)
Survival times (mo)
   Mean 29.7    4.8 17
   Range 10-96 4-12 4-96

MM: Malignant melanoma; GI: Gastrointestinal; CT: Computed tomo-
graphy.
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been only a few reported cases of  documented anorectal 
MM in Thailand[7]. MM of  the GI tract can be either 
primary or metastatic. Primary GI melanoma must be 
differentiated from metastatic disease by previous history 
of  melanoma and complete physical examination.

Patients often present with bleeding, pain or intestinal 
obstruction. If  the patients present with GI bleeding, an 
endoscopy with magnification might be the procedure 
of  choice to diagnose MM of  the GI tract[8-10]. Multiple 
black, depressed lesions (1 ± 5 mm in diameter) with 
a “bull’s eye” appearance are usually viewed in the GI 
mucosa[9]. In the present study, approximately half  of  the 
patients presented with pain. A lower number of  patients 
presented with gross GI bleeding and obstruction.

MM of  the GI tract remains a fatal disease. Patients 
often present with advanced disease. In our study, 
almost half  of  the patients had metastatic disease at 
the time of  presentation. The prognosis of  GI MM is 
poor. The mean survival time of  patients with a local or 
locoregional disease who underwent curative resection 
was only 29.7 mo. Several investigators have reported 
that the overall survival varies from 12 to 18 mo, with a 
5-year survival of  < 10%[11]. When systemic metastasis 
has occurred, mean survival is only 6-8 mo[12,13]. 

As a result of  the poor prognosis of  this disease, 
operative intervention has been discouraged. However, 
several recent studies have demonstrated better survival 
outcome in the patients who had complete surgical 
resection[14-19]. Our experiences compare favorably with 
those of  other centers. Our study demonstrated seven 
patients with GI MM who underwent curative resection 
with a mean survival comparable to that in other 
centers. Several adjuvant treatment of  GI MM such as 
chemotherapy, radiotherapy and immunotherapy have 
been utilized in many countries, but no such treatment was 
given in our center because of  their unclear effectiveness. 
One recent randomized trial has demonstrated no survival 
benefit of  adjuvant therapy[20].

In conclusion, patients with GI MM had a poor prog-

nosis, especially in nonoperable cases. Surgical resection 
of  the tumor resulted in a longer survival time. In selected 
patients with local or locally advanced disease, surgery 
should be performed where possible.
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Figure 1  Kaplan-Meier curve demonstrating survival of patients with 
malignant melanoma of the gastrointestinal tract, who underwent curative 
resection and palliative resection.
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