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Anal melanoma: the importance of its diagnosis

Melanoma anal: la importancia en su diagnéstico
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ABSTRACT

Anal melanoma constitutes less than 1% of malignant
colorectal tumors, the vast majority of which are diagnosed
late due to their presentation without specific clinical
symptoms, which leads to poor therapeutic results and
a consequent decrease in the survival rate. We present
the case of a female patient with no relevant history,
whose main symptom was the presence of a painful anal
mass and rectal bleeding; a colonoscopy was performed
with a histopathological report of anal melanoma, so she
underwent surgery by laparoscopic abdominoperineal
resection. The importance of this neoplasm lies in the
fact that it represents a tremendous diagnostic and
therapeutic challenge for the surgeon, being fundamental
to an adequate clinical history and exhaustive physical
examination.

INTRODUCTION

nal tumors are rare neoplasms of the

digestive tract; anal cancer accounts for
4% of all malignant neoplasms of the lower
gastrointestinal tract." Approximately 80% are
of squamous origin, 10% are adenocarcinoma,
and the remaining percentage is distributed
in other types of malignant tumors such as
sarcoma, lymphoma, and melanoma.? The
latter, which may or may not be pigmented,
is found in any part of the body, but its most
common occurrence is in the skin, followed by
the eye and the anus.

As for the location of rectal melanomas,
most lesions are seen at the level of the dentate
line of the anal canal and tend to extend into
the submucosa, and only 20-30% are found

RESUMEN

El melanoma anal constituye menos de 1% de tumores
malignos colorrectales, en la gran mayoria con un diagnés-
tico tardio debido a su presentacion sin sintomas clinicos
especificos, lo que conlleva pobres resultados terapéuticos
y consecuente disminucion en la tasa de supervivencia. Se
presenta el caso de un paciente femenino sin antecedentes
de importancia, cuyo sintoma principal fue presencia de
masa anal dolorosa y rectorragia, se realiza colonoscopia
con reporte histopatolégico de melanoma anal, por lo
que es intervenida quirurgicamente mediante reseccion
abdominoperineal por via laparoscopica. La importan-
cia de esta neoplasia radica en que representa un gran
reto diagnostico y terapéutico para el cirujano, siendo
fundamental una adecuada historia clinica y exhaustiva
exploracion fisica.

in the rectum.? It is commonly confused with
other benign perianal pathology because it
manifests clinically with rectal bleeding, pain,
or perianal lumpiness, commonly attributed
to hemorrhoidal disease.* Less frequently, this
tumor debuts with palpable inguinal adenopathy
or even distant metastasis, presenting a late
diagnosis.” Physical examination by digital rectal
examination together with anoscopy is the
basis for an adequate diagnosis. Colonoscopy
is fundamental for diagnosis since it allows us
to biopsy suspicious lesions and thus regulate
therapeutic conduct.®

The treatment of choice is surgical resection,
although the type of surgery and the extent of
resection remain controversial.” According to
staging, it has been classified into three stages:
stage | is a localized disease, stage Il involves
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Figure 1: Colonoscopy showing an elevated tumor in the rectal ampulla of polypoid aspect of approximately 20 mm,

with hyperemic, edematous, and friable mucosa.

regional lymphatic infiltration, and stage Ill is
a disease with distant metastases.® Inguinal
lymphadenectomy has not been shown to
improve prognosis, and, in addition, itinvolves
high morbidity. Therefore, techniques such as
selective sentinel lymph node biopsy seem
promising, although experience is still limited.”
As for non-surgical treatment, some partial
improvements have been reported recently,
especially in palliative or salvage treatment
after surgery.'® There is no standard treatment
for these patients, mainly because of the low
incidence and devastating prognosis, with an
overall survival rate of five years of 20%.""

PRESENTATION OF THE CASE

A 79-year-old female patient with no previous
history of importance went to the general
medicine outpatient clinic for presenting
transrectal bleeding and diarrheal bowel
movements of approximately one week of
evolution, which was managed as hemorrhoidal
disease, and topical treatment was provided
for two months. However, she persisted with
the same symptomatology in addition to the
sensation of an anal mass and pain at the same
level, so she went to the coloproctology service,
where a physical examination found a typical
perianal region without evidence of lesions;
rectal examination revealed an induration of
approximately 5 X 5 centimeters in the anal
canal at left lateral level, so a colonoscopy was

performed that showed evidence of an elevated
tumor in the rectal ampulla of polypoid
appearance of approximately 20 mm with
hyperemic, edematous and friable mucosa.
A biopsy was taken with a polypectomy
loop (Figure 1), with a histopathological
report of undifferentiated and ulcerated
malignant neoplasm of the anorectal region;
an immunohistochemistry study was performed
with positive results for Melan A and HMB
95, and a diagnosis of an ulcerated malignant
melanoma was made. Extension studies were
performed with simple thoracoabdominal-
pelvic computed tomography scan and
intravenous contrast, without evidence of
metastatic disease or inguinal adenopathies,
reporting thickening of the walls of the rectum
up to 50 mm with annular morphology. An
MRI showed a lesion in the lower rectum/anal
canal, without changes in perirectal fat, without
alterations in adjacent mucosa.

It was decided to schedule for surgical
resolution by abdominoperineal resection.
Before the procedure, a biopsy of the right
sentinel inguinal node was performed with a
negative report of malignant neoplasm, and
abdominoperineal resection was performed.
A laparoscopic approach was chosen,
performing a diagnostic laparoscopy without
evidence of distant tumor activity, proceeding
to dissection of the mesorectum together
with dissection of the inferior mesenteric
artery and vein with advanced energy and
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cutting at the level of the vascular pedicle
with stapler, performing colostomy at the
proximal end without complications. In the
perineal phase, sphincter muscles, ligaments,
and perirectal fat were sectioned, completing
the rectum dissection in the perineal portion
without placing drains facing in planes. The
anatomopathological study of the rectosigmoid
resection specimen (Figure 2) confirmed the
presence of a malignant nodular melanoma
of anorectal mucosa, with a diameter greater
than five centimeters, infiltrating up to the
submucosa and with metastatic lesions in
two of ten lymph nodes of the mesorectum;

Figure 2: Product of abdominoperineal resection.
Nodular tumor with a diameter greater than five
centimeters of anorectal mucosa.
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surgical margins were free of neoplasia. The
histopathology image showed spindle-shaped
cells with atypical nuclei and melanic pigment
inside (Figure 3). The patient was sent to
medical oncology, indicating that she was a
candidate for immunotherapy with adjuvant
pembrolizumab; however, the treatment was
not authorized, so she was only kept under
periodic surveillance. Currently, eight months
after surgery, she continues to be followed up
by the Coloproctology service, with adequate
evolution without showing alterations at the
colostomy level and free of disease.

DISCUSSION

Anorectal melanoma is a rare neoplasm with
a poor prognosis. An adequate clinical history
is necessary and physical examination of the
anal region should not be avoided in patients
with symptoms of perianal disease due to
its significant importance in making an early
diagnosis and allowing an optimal surgical
treatment. When a patient has a rapidly
growing, pigmented anal mass associated
with transrectal bleeding, a high suspicion of
anal melanoma should be considered. The
evaluation should always include a biopsy of
the lesion and a search for advanced disease
by computed tomography (CT) extension
studies of the chest, abdomen, and pelvis, as
the liver, lung, and bone are the most frequent

Figure 3: Histology images. A) Diffuse submucosal infiltration by neoplasm composed of spindle cells with atypical
nucleus and melanotic pigmentation. B) Immunohistochemistry with positivity for Melan A and HMBI5 in the
cytoplasm of cells.
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dissemination sites.'? In this case, there was a
delay in diagnosis approximately three months
from the onset of symptoms; however, it did
not present as an advanced disease, and
surgical intervention was achieved. Surgical
treatment options include abdominoperineal
resection, wide local excision, biopsy-
fulguration, or both, although no statistically
significant survival differences have been
found.® According to a study by Brady and
collaborators, local recurrence was 8% in the
group with abdominoperineal amputation and
20% in the group treated locally; therefore, they
recommended abdominoperineal amputation
as the treatment of choice in these cases.* In
the case presented, the patient underwent
surgery by laparoscopic abdominoperineal
resection, with subsequent referral to the
medical oncology department, where she
remains under surveillance. According to
Wong and colleagues, they conclude that
adjuvant therapy, either by radiotherapy,
chemotherapy, or immunotherapy, has not
shown changes in the survival rate,'” so the
treatment of choice is surgical treatment, with
abdominoperineal resection as the best choice
in controlling locoregional recurrence of the
disease and allowing a better quality of life.”

CONCLUSIONS

Melanoma is an aggressive neoplasm. lIts
anorectal location is the most infrequent,
accounting for < 4% of colorectal malignant
neoplasms; however, this does not exempt
the importance of an adequate clinical history
and exhaustive physical examination. In the
first contact consultation, it can be easily
underdiagnosed because it presents with
symptoms like those of benign anal pathology,
with transrectal bleeding, anal pain, and the
presence of a palpable mass in the same region,
making it a clinical presentation compatible
with hemorrhoidal disease or, in general, with
benign perianal pathology. The objective of
this report was to highlight the importance
of the anorectal physical examination; if it is
not ignored, patients can be referred to the
specialist in time and form for an adequate
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protocolization through colonoscopy and
biopsy, being able to offer the best surgical
treatment for each patient.
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