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The anorectum is a rare 

anatomic location for 

primary melanoma. It portrays worse prognosis than cutaneous melanoma, 

with distant metastases being the overwhelming cause of morbidity and 

mortality. Surgery is the treatment of choice, but significant controversy 

exists over the extent of surgical resection. We report a case of primary 

anorectal malignant melanoma. A 70 year old female with history of 

bleeding per rectum. On colonoscopy she had a growth per rectum with HPE 

suggestive of malignant melanoma. Abdominoperineal resection was done 

and patient was kept under followup. Subsequently she developed pulmonary 

and hepatic metastasis. Primary anorectal melanoma is an uncommon and 

aggressive disease that carries a poor prognosis. Therefore, it is necessary to 

provide systemic treatment. To improve prognosis, it is important to detect 

anorectal melanoma at an early stage. 
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INTRODUCTION 

 

The anorectum is the third most common location of malignant melanoma after the skin and retina. The most 

common symptom is rectal bleeding, which is often mistaken for bleeding associated with haemorrhoids (Goldman 

et al., 1990; Maqbool et al., 2004; Das et al., 2003). For patients with anorectal malignant melanoma, treatment 

strategy includes surgery, chemotherapy, and radiotherapy. However, the tumor tends to be considerably resistant to 

radiotherapy and shows a poor response to chemotherapy. The choice of wide local excision (WLE) or 

abdominoperineal resection (APR) is also controversial (Goldman et al., 1990; Thibault et al., 1997; Brady et al., 

1995; Ishizone et al., 2008). The prognosis is very poor, with less than 20% survival five years after diagnosis 

(Thibault et al., 1997; Brady et al., 1995; Slingluff et al., 1992).  

 

Case Study 

 

A 70-year-old female was referred to our hospital with the chief complaint of bloody stool. Digital examination of 

the rectum revealed a nodular growth starting about 2cm from anal verge and involving almost 2/3
rd

 of the 

circumference of the lumen, upper limit of the growth cannot be reached. Colonoscopy revealed an Ulcerated, 

nodular, necrotic, circumferential growth in rectum extending to anal canal (Figure 1). Histopathological 

examination showed features suggestive of malignant melanoma of anorectal junction. Computed tomography (CT) 

showed a small unbilical hernia, perirectal fat planes were normal with no evidence of distant metastasis (Figure 2). 

The patient was treated by abdominoperineal resection (APR) (Figure 3) with dissection of lymph nodes. The 

resected specimen showed sheets of loosely cohesive, large, round to polygonal, at places spindle cells, with 

moderate to abundant cytoplasm, few cells show intracellular brownish pigmentation. The tumor was infilterating 
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through the muscular layer with involvement of perimuscular fat and 11 out of 13 lymph nodes. 

Immunohistochemical analysis results were strongly positive for the expression of S-100 protein and HMB-45.The 

final diagnosis was malignant melanoma. The patient was discharged on the 19th postoperative day after an 

uneventful course in the hospital except for perianal wound infection. Postoperative adjuvant chemotherapy was not 

performed because of advanced age. 

Three months after the resection, the patient was advised afollowup CT-scan of chest and abdomen which showed 

few hypodense lesions in liver and both the lungs suggestive of metastasis. 

 

Discussion 
 

Primary Anorectal malignant melanoma is a rare type of malignant melanoma, and widely considered to be a 

distinct clinical entity from cutaneous melanoma based on its poor prognosis. Though mucosal melanoma arising 

from various head and neck mucosal surfaces comprises over 50% of Malignant melanoma, the anorectum is a 

common anatomical site, and is the third most common location for malignant melanoma after cutaneous melanoma 

(CM) and ocular melanoma.The incidence has been reported to be 0.4%–3.0% of all malignant melanoma and 

0.1%–4.6% of all anorectal malignant tumors (Thibault et al., 1997; Chang et al., 1998; Heyn et al., 2007; Klas et 

al., 1999). Melanomas of the anorectum are the third most common after melanomas of the skin and retina. 

Malignant melanomas occur frequently in the anorectum because of the presence of abundant melanocytes in the 

mucosa of the anal canal. The reported 5-year overall survival rate is 6%–15% of patients after surgery (Thibault et 

al., 1997; Brady et al., 1995; Slingluff et al., 1992; Konstadoulakis et al., 1995; Roumen et al., 1996; Cooper et al., 

1982). Several studies have reported cases of long-term survival (Kiran et al., 2010; Whooley et al., 1998; Malik et 

al., 2002). The main determinants of prognosis are the depth of invasion and stage of the disease (Balch et al., 1979). 

Early-stage detection is important. The tumor has been reported in older patients and women, and the common 

initial symptoms are rectal bleeding and/or pain. Obvious melanin pigmentation is present in only 20% of patients 

(Morson et al., 1963). Therefore, the symptoms are often confused as those of hemorrhoids. Nonspecific symptoms 

cause delayed diagnosis, which is also caused by the similarity of histological findings to those of other 

malignancies. The clinical diagnosis may be incorrect in 80% of all cases (Morson et al., 1963; Maqbool et al., 

2004; Das et al., 2003). Because of delayed diagnosis and rapid progression, malignant rectal melanomas have been 

accompanied by distant metastases in 60% of patients at the time of final diagnosis (Thibault et al., 1997; Cooper et 

al., 1982). Immunohistochemical studies are useful methods for establishing correct diagnosis, and the diagnoses in 

our cases were confirmed by the expressions of S-100 protein and HMB-45.  

For anorectal malignant melanoma, multimodality treatments including surgery, chemotherapy, and radiotherapy 

have been used. Surgery is the main treatment. The surgical procedure varies from WLE to APR. However, the 

relative benefit of these individual procedures is unclear (Brady et al., 1995; Bullard et al., 2003). In our case, APR 

was performed because the preoperative diagnosis was poorly differentiated adenocarcinoma, and it was possible to 

perform curative surgery. There are some reports that these surgical therapies have minimal impact on prognosis, 

but they can have some effect in controlling symptoms or improving the patient’s quality of life. Correlation 

between the depth of invasion and median survival has also been reported (Balch et al., 1979), and long-term 

survival is possible after curative surgery (Kiran et al., 2010; Whooley et al., 1998; Malik et al., 2002). Therefore, 

we should choose surgical procedures according to the tumor stage. 

The tumor tends to be quite radiotherapy resistant and shows a poor response to chemotherapy (Malik et al., 2002). 

The role of adjuvant chemotherapy has not been established. The prognosis is poor regardless of any therapies, and 

the most important predictors of prognosis are disease stage, symptom duration, tumor size, and nodal status 

(Whooley et al., 1998; Pessaux et al., 2004; Yeh et al., 2006). Therefore, early detection of anorectal melanoma is 

critical for reducing the mortality rate. 

Conclusion 

Anorectal melanoma is a rare and aggressive disease. Because of nonspecific symptoms, it is easily mistaken for 

hemorrhoids. Because malignant melanoma occurs frequently in the anorectum, clinicians should suspect anorectal 

melanoma in cases presenting with blood in the stool. Furthermore, the prognosis depends on the staging, and it is 

important to detect anorectal melanoma at an early stage. There is a clear advantage to complete R0 surgical 

excision. While neither surgery nor radiation has had a clear impact on survival, adjuvant radiotherapy does appear 

to provide greater loco-regional disease control. Due to the rarity of this disease process, no prospective, randomized 

trials can definitively elucidate the ideal multimodality therapy. Ultimately, the development of further effective 

adjuvant therapy may improve the survival rate. 
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Figure 1: Colonoscopic view of growth 

 

 

 
Figure 2: CT image showing Pulmonary metastases 

 

 
Figure 3: Total specimen of APR 

 


