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ABSTRACT
Anal canal malignant melanoma is an uncommon malignancy. It is a highly aggressive tumor that tends to spread early in
the course and present with distant metastasis. Due to the rarity of the condition, treatment is yet to be standardized. We
report a case of a 47-y ear-old male patient who presented with the history of mass coming out of anus for 6 months, which
was misdiagnosed as a case of hemorrhoids. Abdominoperineal resection was done based on tissue biopsy which
suggested it to be a primary anal canal malignant melanoma. The diagnosis was later confirmed by histopathological and
immunohistochemistry studies, which was strongly positive for HMB 45 AND Melan-A.
Keywords: Anal canal malignant melanoma, Abdominoperineal resection, HMB 45, Immunohistochemistry, Melan-A.

INTRODUCTION
Primary Anorectal malignant melanoma is a very
rare tumor with high malignant potential that tends
to spread early with poor overall outcome.[1] It
accounts for 1% of all melanomas and 0.5- 2% of all
melanomas arise in the anorectal region.[2, 3] After
skin and retina, anal canal is the third most frequent
site where melanomas are found.[4] It typically
presents in fifth or sixth decades of life, with female
preponderance.[5] To the best of our knowledge, till
date only 640 cases have been reported in the
literature.[6] A non-specific presenting symptom of
anal melanoma makes early diagnosis difficult. Early
diagnosis is crucial so that treatment can be
standardized.
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CASE REPORT
A 47-year-old male
patient presented with a
complaint of passing blood in stools associated with
mass coming out of anus since 6 months. The patient
was in follow up since then misdiagnosed as
hemorrhoids by a general practitioner. The patient
was then referred to us for further management. Past
medical and personal history of the patient was
insignificant. On rectal examination, there was a
large polypoidal pedunculated friable mass present
on the anterior surface of anal canal approx. 1 cm

from the anal verge , which was resembling
thrombosed hemorrhoids. The biopsy was taken as
mass was suspicious for malignancy. Biopsy report
suggested it to be a primary malignant melanoma.
CECT abdomen [Figure 1A.] demonstrated
heterogeneously enhancing intraluminal polypoidal
lesion of approx. size 5.7×5×4.1 cm, the length of
involvement was approx. 4 cm, fat planes were
maintained with surrounding structure with
perirectal fat stranding with few necrotic inguinal
lymph nodes and no distant metastasis. The patient
was planned for surgical intervention. Accordingly,
the patient was evaluated with complete blood count,
renal function test, liver function test, chest
radiograph, echocardiography, pulmonary function
test for major surgery. Abdominoperineal resection
was done with a permanent colostomy. Gross
examination of the specimen showed a black mass of
size 5×5×5 cm with an irregular surface which was
solid and friable, 1.5 cm from anal verge [Figure
1B]. On microscopic examination [Figure 2A-B],
tumor cells were round, polygonal and spindleshaped with abundant cytoplasm and prominent
nucleoli containing coarse black pigment suggestive
of malignant melanoma (section from the skin with
tumor mass shows epidermis with tumor infiltration)
with serosal and lymph node involvement. The
diagnosis
was
further
confirmed
by
immunohistochemistry, strongly positive for MelanA and HMB 45[Figure 2C-D]. The patient recovered
uneventfully from the surgery and then was
managed post -operatively with radiotherapy. Follow
up CECT abdomen was done after six months which
demonstrated hypodense lesion in right lobe of liver
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with features suggestive of metastasis. The patient is

now on chemotherapy.

Figure 1: CECT ABDOMEN: Heterogeneously enhancing intraluminal polypoidal lesion of approx. size 5.7×5×4.1 cm, the
length of involvement was approx. 4 cm (A). Gross examination: showed a black mass of size 5×5×5 cm with an irregular
surface which was solid and friable (B).

DISCUSSION
Anal canal malignant melanoma is an uncommon
malignancy of gastrointestinal tract. It was first
reported by Moore DW in 1857[7], since then to best
of our knowledge only 640 cases of anorectal
melanomas have been reported in the literature of
which 375 cases were anal melanoma.[6] Due to its
relative rarity, it is difficult to determine the exact
Incidence of the disease[2], Incidence rate of
anorectal melanoma is about 2.7 per million per year
in the United States.[8] It accounts for 1% of all
melanomas and 0.5- 2% of all melanomas arise in
the anorectal region.[2, 3]
Anorectal melanomas arise from the melanocytes
found in the intestinal mucosa below the dentate line
extending proximally into the rectum, hence also
identified as primary anorectal melanomas.[9,10]
Unlike cutaneous melanoma, there is no risk factor
for the development of mucosal melanoma.[2]

Anorectal melanoma patient usually presents with
per rectal bleeding, rectal pain, tenesmus, mass
coming out of anus and change in bowel habit’s.[2]
Presenting symptoms of anal canal malignant
melanoma is non-specific and most of the cases are
initially diagnosed and managed as benign
conditions, more commonly being internal
hemorrhoids. Patients of anal canal malignant
melanoma usually present in the later stage of the
disease.[11] We hereby report a case of an adult male
who presented with bleeding per rectum with an
anal mass protruding out and was managed as
internal hemorrhoid, which later turned out to be
malignant
melanoma
on
tissue
biopsy.
Approximately 61% of the patients already have
lymph node involvement or distant at the time of
diagnosis.[12] Our patient was free of distant
metastasis at the time of diagnosis, but lymph nodes
were positive for the malignant cell in pathological
specimen. This is important as overall prognosis for
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is 32%, 17% and 0% for local, regional and, distant
disease, respectively .[1]

Figure 2: Microscopy examination: Round, polygonal and spindle-shaped tumor cells with abundant cytoplasm and prominent
nucleoli containing coarse black pigment (A & B) Immunohistochemistry findings: (C) HMB-45 and (D) Melan-A.

On microscopic examination presence of melanin in
the tumor cell and on immunohistochemistry
expression of HMB 45 and Melan-A are strongly
suggestive of melanoma[14] additionally anal
melanoma will stain for S-100, Vimentin, microophthalmia-associated transcription factor proteins,
and, Carcinoembryonic antigen.[12]
Treatment of anorectal melanoma is controversial.[15]
Abdominoperineal resection [APR] with or without
inguinal lymph node dissection OR wide local
excision [WLE] are the treatment options
available.[3] But, due to the relative rarity of the
disease and lack of randomized clinical trials
consensus on preferred surgical approach has not

been reached.[5] The difference in Five-year survival
rate between patients undergoing APR versus WLE
(17% & 19%, respectively) is not significant,
Iddings et al.[16,17] As overall prognosis of anorectal
melanoma is poor, the surgical approach is to be
individualized. The postoperative role of adjuvant
chemo-radiotherapy has not been well established,
but there are studies to support the role of
radiotherapy for local control[3, 18] and, chemotherapy
in the management of metastatic disease.[3,19] Our
patients received postoperative radiotherapy after
which patient was followed up for 6 months, Repeat
CECT abdomen was done which suggested liver
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anorectal malignant melanoma is poor with overall
5 year survival rate of less than 20%[13], the five-year
survival rate depends on the extent of the disease and
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CONCLUSION
Primary Anal canal malignant melanoma is rare and
has high malignant potential. Although a rare
presentation, diagnosis of anorectal melanoma
should be one of the differential diagnoses in the
management of benign conditions, particularly
hemorrhoids. As there is no consensus regarding
management of Anorectal melanoma and its
management should be individualized.
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metastasis and patient is now being advised
chemotherapy.

