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A 65-year-old man underwent surgical excision with
lymph node dissection for a scalp melanoma in 2011. In
2018, he presented to his melanoma oncologist for routine
follow-up and subsequently underwent an upper endos-
copy for reflux symptoms. His upper endoscopy revealed
a pigmented lesion in the esophagus, biopsy specimens
that showed malignant melanoma. Positron emission
tomography/CT and magnetic resonance imaging of the
brain revealed no evidence of distant metastases. He was
referred for further endoscopic evaluation and treatment.

Upper endoscopy (Figs. 1A-C) revealed a 5-mm brown
elevated lesion (Figs. 1A and B) accompanied by a flat
pigmented area (Fig. 1C) in the mid-esophagus, 30 cm
from the incisors. EUS with a 20-MHz miniprobe revealed

a hypoechoic mass confined within the mucosal layer
without submucosal invasion (Fig. 2).

On the basis of these findings, endoscopic submucosal
dissection (ESD) was performed to remove the lesion
(Video 1, available online at www.VideoGIE.org). First,
thermal marking was performed with a needle-type ESD
knife (DualKnife; Olympus America, Center Valley, Pa,
USA). Then, a horizontal mucosal incision was performed
along the distal margin of the lesion. Following the hori-
zontal mucosal incision at the proximal side of the lesion,
submucosal tunneling was performed. Finally, ESD was
completed by dissecting bilateral sides of the submucosal
tunnel. The total procedure time was 41 minutes from
lesion marking to completion of ESD. The defect site was

Figure 1. Upper endoscopic view showing a 5-mm darkly pigmented elevated lesion (A, B) accompanied by a flat pigmented area (C) in the
mid-esophagus, 30 cm from the incisors.
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inspected, and small visible vessels were cauterized with
coagulation forceps (Coagrasper; Olympus America).
Finally, the area was injected with triamcinolone to prevent
stricture formation (Fig. 3). The specimen measured
35 mm (Figs. 4A-C).

Pathologic examination confirmed malignant melanoma
confined to the mucosal layer, with surrounding melanosis
involving the lamina propria. Both lateral and vertical mar-
gins were negative on histologic evaluation (Figs. 5A-C).
Anti-PD1 immunotherapy with nivolumab was then started
by the patient’s melanoma oncologist.

DISCUSSION

Melanoma is the 5th most common malignancy in the
United States, with an increasing incidence over the past
20 years. It is estimated that there will be 96,480 new cases
in 2019, contributing to an estimated 7230 deaths.1,2

Although treatment of localized melanoma relies heavily
on lesion resection, disseminated metastatic melanoma,
which often has a poor prognosis, is usually treated with
systemic immunotherapy. The most common sites of
distant metastasis from melanoma involve bone, brain,
lungs, and liver.3 Metastasis to the GI tract is not
uncommon4,5 and can present with abdominal pain, GI
bleeding, and small-bowel obstruction.6 Both primary and
metastatic melanoma of the esophagus are rare entities;
primary esophageal melanoma accounts for less than 1%
of all primary esophageal malignancies, and esophageal
metastatic melanoma accounts for less than 5% of all
melanomas metastatic to the GI tract.7-9 The distinction be-
tween primary and metastatic melanoma involving the
esophagus can be challenging. In this case, the patient
had a history of malignant melanoma of the skin; the
esophageal nodule was discrete without any adjacent mel-

anocytosis (which is usually seen in primary esophageal
melanoma) and was therefore considered secondary
involvement of the esophagus by the prior cutaneous pri-
mary after extensive pathologic review.

Complete excision of localized metastatic melanoma
(metastasectomy) can result in prolonged overall and
relapse-free survival and is recommended for carefully
selected patients.10-12 Although successful endoscopic
removal of early-stage primary esophageal malignant mela-
noma with EMR13,14 and ESD15 have been reported, to our
knowledge this is the first case report of a metastatic
melanoma to the esophagus for which complete resection
was performed with ESD. In this case, ESD was chosen to
remove the lesion in en-bloc fashion with wide horizontal
and vertical margins. EMR can be considered to remove small
esophageal melanomas; this may carry a high risk for incom-
plete resection and positive margins. On the other hand, sur-
gery can result in high morbidity and mortality.16-19

CONCLUSION

Metastatic melanoma to the esophagus is rare. EMR may
not provide adequate negative margins, whereas esopha-
gectomy can be associated with significant morbidity.
ESD can provide complete resection with negative margins
for precise pathologic assessment and better quality of life.
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Figure 2. EUS view showing a hypoechoic mass confined to the mucosal
layer (layers 1 and 2) with no evidence of submucosal invasion.

Figure 3. Mucosal defect after endoscopic submucosal dissection
showing no evidence of perforation. The resection bed was subsequently
injected with triamcinolone.
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Figure 5. A, Melanoma tumor nodule, highlighted by red box, with squamous mucosa on either side (H&E, orig. mag. �1). B, Discrete tumor nodule
with superficial ulceration (H&E, orig. mag. �100). C, Tumor cells are epithelioid in shape and show prominent nucleoli and melanin pigment. (H&E,
orig. mag. �200).

Figure 4. A, Resected specimen measuring 35 mm in diameter. B, Elevated portion of the lesion. C, Flat area showing diffuse pigmentation involving the
intrapapillary capillary loop.
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Abbreviation: ESD, endoscopic submucosal dissection.

REFERENCES

1. Cronin KA, Lake AJ, Scott S, et al. Annual report to the nation on the
status of cancer, part I: national cancer statistics. Cancer 2018;124:
2785-800.

2. 2019 Estimates. Cancer Statistics Center. American Cancer Society.
Available at: https://cancerstatisticscenter.cancer.org/?_ga=2.190357410.
821044622.1551731061-1686201674.1524710630#!/. Accessed April 11,
2019.

3. Tas F. Metastatic behavior in melanoma: timing, pattern, survival, and
influencing factors. J Oncol 2012;2012:647684.

4. Capizzi PJ, Donohue JH. Metastatic melanoma of the gastrointestinal
tract. Compr Ther 1994;20:20-3.

5. Blecker D, Abraham S, Furth EE, et al. Melanoma in the gastrointestinal
tract. Am J Gastroenterol 1999;94:3427-33.

6. Patel JK, Didolkar MS, Pickren JW, et al. Metastatic pattern of malig-
nant melanoma: a study of 216 autopsy cases. Am J Surg 1978;135:
807-10.

7. Caputy GG, Donohue JH, Goellner JR, et al. Metastatic melanoma of the
gastrointestinal tract: results of surgical management. Arch Surg
1991;126:1353-8.

8. Schneider A, Martini N, Burt ME. Malignant melanoma metastatic to
the esophagus. Ann Thorac Surg 1993;55:516-7.

9. Eng J, Pradhan GN, Sabanathan S, et al. Malignant melanoma metasta-
tic to the esophagus. Ann Thorac Surg 1989;48:287-8.

10. Karakousis CP, Velez A, Driscoll DL, et al. Metastasectomy in malignant
melanoma. Surgery 1994;115:295-302.

11. Sosman JA, Moon J, Tuthill RJ, et al. A phase 2 trial of complete resec-
tion for stage IV melanoma: results of Southwest Oncology Group Clin-
ical Trial S9430. Cancer 2011;117:4740-6.

12. Hsueh EC, Essner R, Foshag LJ, et al. Prolonged survival after complete
resection of disseminated melanoma and active immunotherapy with
a therapeutic cancer vaccine. J Clin Oncol 2002;20:4549-54.

13. Kimura H, Kato H, Sohda M, et al. Flat-type primary malignant mela-
noma of the esophagus treated by EMR: case report. Gastrointest En-
dosc 2005;61:787-9.

14. Miyatani H, Yoshida Y, Ushimaru S, et al. Slow growing flat-type pri-
mary malignant melanoma of the esophagus treated with cap-
assisted EMR. Dig Endosc 2009;21:255-7.

15. Ueyama H, Yao T, Matsumoto K, et al. Flat-type primary malignant mel-
anoma of the esophagus. Endosc Int Open 2016;4:E687-9.

16. Jiang W, Zou Z, Liu B. Primary malignant melanoma of the esophagus:
a case report and review of the literature. Oncol Lett 2015;9:2036-40.

17. Wang M, Chen J, Sun K, et al. Primary malignant melanoma of the
esophagus treated by endoscopic submucosal dissection: a case
report. Exp Ther Med 2016;12:1319-22.

18. Wang S, Tachimori Y, Hokamura N, et al. Diagnosis and surgical out-
comes for primary malignant melanoma of the esophagus: a single-
center experience. Ann Thorac Surg 2013;96:1002-6.

19. Gao S, Li J, Feng X, et al. Characteristics and surgical outcomes for pri-
mary malignant melanoma of the esophagus. Sci Rep 2016;6:23804.

Division of Gastroenterology, Hepatology and Endoscopy, Brigham and
Women’s Hospital, Boston, Massachusetts, USA (1); Department of
Gastroenterology and Hepatology, Linkou Chang Gung Memorial
Hospital, Taoyuan City, Taiwan (2); Department of Pathology, Brigham
and Women’s Hospital, Boston, Massachusetts, USA (3).

Copyright ª 2019 American Society for Gastrointestinal Endoscopy.
Published by Elsevier Inc. This is an open access article under the CC BY-
NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

https://doi.org/10.1016/j.vgie.2019.07.011

4 VIDEOGIE Volume -, No. - : 2019 www.VideoGIE.org

Video Case Report Bazarbashi et al

http://refhub.elsevier.com/S2468-4481(19)30193-6/sref1
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref1
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref1
https://cancerstatisticscenter.cancer.org/?_ga=2.190357410.821044622.1551731061-1686201674.1524710630#!/
https://cancerstatisticscenter.cancer.org/?_ga=2.190357410.821044622.1551731061-1686201674.1524710630#!/
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref3
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref3
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref4
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref4
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref5
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref5
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref6
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref6
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref6
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref7
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref7
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref7
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref8
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref8
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref9
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref9
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref10
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref10
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref11
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref11
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref11
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref12
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref12
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref12
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref13
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref13
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref13
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref14
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref14
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref14
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref15
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref15
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref16
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref16
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref17
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref17
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref17
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref18
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref18
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref18
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref19
http://refhub.elsevier.com/S2468-4481(19)30193-6/sref19
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1016/j.vgie.2019.07.011

	Endoscopic submucosal dissection of esophageal metastatic melanoma
	Discussion
	Conclusion
	Disclosure
	References


