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Introduction

Anorectalmelanoma (AM) is a type of cancerwith an incidence
rate of 4.8 per 10 million per year, accounting for only 0.4–1.6
percent of all malignant melanomas.1 The condition typically

affects femaleswhoareover60yearsoldandofwhiteethnicity.
The diagnosis of AM can be challenging due to the non-specific
symptoms, and itmay bemistaken for other conditions such as
hemorrhoids, polyps, or colorectal cancer.1,2

After suspecting or confirming the diagnosis, a compre-
hensive evaluation should be conducted to eliminate the
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Abstract Objective This study aims to report the case of a 69-year-old female patient with a
diagnosis of anorectal melanoma (AM) established by immunohistochemistry.
Methods Clinical case report, a descriptive and qualitative study.
Results The patient had a nodular and ulcerative lesion in the anal region, the imaging
exams revealed an expansive lesion that affected the rectum and the vaginal wall. The
chosen course of treatment was initial surgical intervention, the surgery and postop-
erative course progressed without complications, and the anatomopathological
examination confirmed the diagnosis of invasive malignant melanoma of the distal
rectum of anorectal transition. The anatomopathological examination confirmed the
diagnosis of invasive malignant melanoma located in the distal rectum of the anorectal
transition. Immunohistochemistry analysis showed infiltrative melanoma with micro-
satellites, as well as peri and intratumoral lymphocytic infiltrate, angiolymphatic
invasion, and perineural invasion. The surgical resection margins, ovaries, posterior
vaginal wall, and parametrium showed no signs of neoplastic involvement. Following
the surgery, the patient began immunotherapy, which she is still undergoing.
Conclusions The survival rate of AM can be improved through various diagnostic and
therapeutic modalities. However, further exploration of this topic through clinical
studies is necessary to enhance both diagnosis and treatment.
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possibility of metastasis, as 20–40% of cases have regional
spread or metastasis during the initial diagnosis. Surgical
intervention is the mainstay of treatment for anorectal
melanoma. However, the prognosis remains bleak despite
resection. Patients with recurrent or metastatic disease have
a median survival rate of less than 10 months.1–3

Clinical Case

A 69-year-old female patient with no previous comorbid-
ities, medication use, history of smoking, alcoholism, or
allergies was admitted to the coloproctology service due to
the presence of a nodular ulcerative lesion in the anal region.

Despite being asymptomatic, the patient’s son was diag-
nosed with colorectal cancer at the age of 46. As a result, she
underwent laboratory tests, colonoscopy, and imaging tests
for screening upon admission. The laboratory results showed
an increased fecal calprotectin level of 283 mcg/g and a
positive antinuclear factor. During the colonoscopy, an ele-
vated formation was observed on the internal anal border.
The formation was roughly 3 cm in diameter, rounded and
hardened, and covered with fibrin. Due to the risk of bleed-
ing, a biopsy was not performed during the exam (►Fig. 1).

Pelvicmagnetic resonance imaging revealed a 25�19�16
mmexpansive lesion that affected themucosaand submucosa
of thedistal rectum, adjacent to the anal border. The lesionhad
a transmural component that infiltrated the serosa of the
anterior rectum and compromised the posterior vaginal
wall, forming a nodular image measuring 32�26�18mm.

The chest CT scan showed a 16�16mm nodule in the left
lower lobe, which was possibly a secondary lesion. The
patient was referred for thoracic surgery and underwent a
CT-guided lung biopsy within a month, which yielded nega-
tive results for malignancy. The CT scan of the abdomen and
pelvis did not reveal any new information.

Following the anal lesion biopsy, the results showed an
undifferentiated neoplasmpossibly indicating sarcoma ormel-
anoma. Subsequently, immunohistochemistry and a PET-CT
scan were ordered. In January 2022, the immunohistochemis-
try results indicated an infiltratingmelanoma in the squamous
mucosa of the distal rectum. Upon discussion with clinical
oncology, it was determined that neoadjuvant chemotherapy
and radiotherapy would not be beneficial, and upfront surgery
was initiated.After themelanomadiagnosiswasconfirmed, the
patient reported experiencing vaginal bleeding.

Three months following admission, the patient underwent
laparoscopic abdominoperineal amputation of the rectum
(►Fig. 2) along with pelvic lymphadenectomy, partial vulvec-
tomy, bilateral oophorectomy, and terminal colostomy. During
surgery, therewasnoevidenceof intraperitoneal lesion or free
fluid in the cavity. A perineal amputation was performed,
which involved the removal of the sphincter complex, anal
canal, and extended to the posterior wall of the vagina and
vulva. The reason for selecting extended surgery in this patient
wasdue to the involvementof thevaginalwall and theanterior
rectal serosaby thetransmural infiltrative lesion, inaddition to
the vaginal bleeding and the risk of lung metastasis.

Following the surgery, the patient was admitted to the
intensive care unit for one day and stayed in the hospital
ward for four days with no complications.

The pathology report confirmed the diagnosis of invasive
malignant melanoma in the anorectal transition area of the
distal rectum. The tumor measured 1.9 cm at its maximum

Fig. 1 Colonoscopy.
A - Colonoscopy showing ulcerated lesion in distal rectum
B - Colonoscopy of distal rectum
C - Retrovision of distal rectum

Fig. 2 Product of rectosigmoidectomy. A and B - Anatomical speci-
men: anorectal segment with melanoma in the distal rectum
C - Anatomical specimen: posterior wall of the vagina

J Coloproctol Vol. 43 No. 3/2023 © 2023. Sociedade Brasileira de Coloproctologia. All rights reserved.

Anorectal Melanoma Diagnosis: Case Report and Review Rocha et al.222



extent and invaded the perirectal fat. The growth pattern was
infiltrativewithmicrosatellite present, and therewas peri and
intratumoral lymphocytic infiltrate. The tumor had invaded
the angiolymphatic and perineural spaces. The surgical resec-
tion margins proximal and distal to the tumor were free of
neoplastic involvement. Ten lymph nodes were examined,
three of which showed evidence of neoplasiawith extra-nodal
extension. The ovaries, posterior vaginal wall, parametrium,
and proximal margin of the rectosigmoidectomy were free of
neoplastic involvement.

The patient received two cycles of α-interferon immuno-
therapy and remained stable on screening tests for six
months. However, a recent discovery of a nodule in the right
adrenal gland prompted the initiation of radiotherapy.

Discussion

Melanoma of the anus usually arises from the anal canal and
can spread to adjacent lymph nodes, as well as distant
locations such as the lungs, liver, and brain.2

Frequently, patients exhibit nonspecific symptoms such
as rectal bleeding, anal pain, constipation, diarrhea, changes
in bowel habit, tenesmus, pruritus, and a palpable anal mass.
Hemorrhoids are the most common symptom. On average,
patients experience symptoms for 4–5months before receiv-
ing a diagnosis, and up to 8–16% of patients are only diag-
nosed after undergoing hemorrhoidectomy surgery.1–3 In
this study, the patient was diagnosed within a relatively
short period of time despite being asymptomatic. The patient
sought medical attention after noticing a nodule near the
anal border, and within six months underwent surgical
treatment after further investigation.

A definitive diagnosis is usually established by biopsy and
immunohistochemistry. Lesions are characterized by histo-
logical examinationand themain features are epithelioid cells,
high pleomorphism in the nucleus, and melanin granules.2

The optimal management approach for treatingmelanoma
remains unclear as there are no established guidelines from
randomized trials. Current treatment options include surgery,
radiation therapy, chemotherapy, and immunotherapy.4,5

The primary treatment for localized disease is still surgi-
cal resection, and the presence or absence of lymphatic
metastasis has not been found to have a significant impact
on prognosis.4,5

Surgical treatments include abdominoperineal resection
(APR) and extended local excision (WLE). WLE is a preferred
choice due to itsminimalmorbidity and preservation of local
function, including the anal sphincter. However, it may not
be suitable for advanced cases with metastasis involving
adjacent organs or complications like obstruction and bleed-
ing. On the other hand, APR can treat adjacent organs and
address complications such as bleeding, obstruction, and
infiltration of the anal sphincter, but is associatedwith a high
rate of morbidity and functional impairment.5–7

For patients with early and limited disease, WLE is typi-
cally the preferred treatment option when feasible, as it
preserves local function, although APR is associated with
lower local recurrence rates. In this particular case, it was

decided to perform an APR due to the transmural component
of the lesion and the symptom of vaginal bleeding that the
patient developed after the diagnosis.6

Although APR was traditionally considered the best treat-
ment option for initial disease without regional invasion,
recent studies have compared conservative and radical
approaches and reported not only no difference in survival,
but also growing evidence suggesting that survival outcomes
may be the same as those seen in patients undergoing local
excision only, with the benefit of lower perioperative
morbidity.5,6

When primary tumors are large or distant metastases are
present, palliative surgery options such as local segmental
resection or bypass colostomy for bowel obstruction may be
considered.5

In the last few decades, various adjuvant therapies have
emerged as options, including immunotherapy using α-
interferon, brachytherapy utilizing 117-Cesium, and chemo-
therapy involving dacarbazine, vincristine, and nimustine
hydrochloride.5

The use of radiotherapy and chemotherapy did not yield
favorable results in improving survival rates or enhancing
the quality of life for patients. However, for individuals with
mucosal melanomas and positive nodal involvement, α-
interferon demonstrated a potential benefit by prolonging
overall survival, indicating that immunotherapy may serve
as a suitable adjuvant or neoadjuvant option.5,7

In summary, AM carries a poorer prognosis due to delayed
diagnosis, highlighting the need for further investigation in
clinical studies to establish early diagnosis and treatment
guidelines. Also, successful treatment outcomes require effec-
tive communication between surgical and clinical oncology
teams.
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