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Abstract
Melanoma develops from pigment containing cells. Melanocytes commonly occurs in skin. Commonly it occurs on the legs in 

females and on the back in the males [1]. Melanoma of anorectum is a rare disease constitutes only 0.5% to 4% of the all malignancies 
of anorectal malignancies with very poor prognosis, 10 to 19 months after surgical operations. A 32-year female presented with 
chief complaint of continuous rectal bleeding for last 1 year. Colonoscopy shown sessile growth extending from 8 to 12 O’clock with 
irregular surface 2cm from anal verge, seen up to caecum. All melanoma originates from derivative of neural crest, During foetal 
development melanocytes migrated in different sites of the body like skin, retina, uveal tract and mucosal surface [4,5]. 90% of 
melanoma are cutaneous melanoma. Many studies recommended systematic chemotherapy and radiation. Chemotherapy agents 
like cisplatin, vinblastine, dacarbazine. Interferon alpha and interleukin 2 are shown efficacy against melanoma [13] Ano Rectal 
melanoma is a rare disease and having poor prognosis. Patient may ignore the symptoms as having haemorrhoids, fistula due to 
symptoms like bleeding per rectum, pain during defecation. Biopsy should be followed by Immunohistochemistry examination for 
confirmation of diagnosis. Surgical approach, radiotherapy, chemotherapy can be considered depending on extent of the disease.
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Melanoma develops from pigment containing cells. Melanocytes 
commonly occurs in skin. Commonly it occurs on the legs in females 
and on the back in the males [1]. Melanoma of anorectum is a rare 
disease constitutes only 0.5% to 4% of the all malignancies of 
anorectal malignancies with very poor prognosis, 10 to 19 months 
after surgical operations [2]. AnoRectal malignant melanoma 
spread along submucosal plane so it is sometimes difficult to be 
considered an effective approach [3].

Case Report

A 32-year female presented with chief complaint of continuous 
rectal bleeding for last 1 year. She was consulting in her local area 
where colonoscopy, biopsy has been done. On PR examination 

polypoidal growth felt above 2cm of anal verge which bleeds on 
touch, upper limit was not reachable. She was operated 1 year back 
for haemorrhoids.

Colonoscopy shown sessile growth extending from 8 to 12 
O’clock with irregular surface from anal verge, of 2cm to caecum.

Contrast-Enhanced Computed Tomography (CECT) whole 
abdomen shown. An irregular heterogeneously enhancing lesion 
of size 9x7.7x7.2cm noted in ureterovesical region involving 
uterine cervix and vagina. The uterus is displaced superiorly and 
posteriorly. The lesion is infiltrating anterior rectal wall for a length 
of 5.6cm with intraluminal extension and anal canal. The fat plane 
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lost  with posterior wall of urinary bladder. Urinary bladder is 
partially distended with Foley’s in situ. The lateral aspect of the 
lesion is closely abutting bilateral internal iliac vessels and loss of 
fat plane with right obturator internus. The lesion is infiltrating 
right ischiocoecygeus muscle. Multiple enlarged heterogeneously 
enhancing lymph node in right external iliac (2 cm) and left internal 
iliac (2.6 cm). Multiple discrete subcentimetrie Lymph nodes in left 
common iliac aortocaval and paraaortic regions. Enlarged right 
presacral lymph nodes of 5mm size.

Figure 1: Coronal section of CT scan showing tumor size. 

Figure 2: Sagittal section of CT Scan showing tumor.

Figure 3: Colonscopy showing sessile growth extending of 2 cm 
from 8’O clock to 12’O clock with irregular surface from anal 

verge.

USG whole abdomen and X-Ray chest were normal, no evidence 
of metastasis is seen. Biopsy examination shown alveolar sarcoma 
and advised immuno histo chemistry.

Morphology

Section shows ulcerated mucosa with a tumor composed of 
sheet, nodules, and masses of atypical polygonal cells. Tumor 
cells are spindle to oval with irregular nuclear margins, coarse 
dark chromatin, a prominent amphophilic nucleolus and small to 
moderate amount of pale cytoplasm. Necrosis is present. Foci of 
mitotic figures are appreciated.

Figure 4: Immuno histochemistry examination Melan  
A-Positive.
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Figure 5: Immuno histochemistry examination Ki 67-40%.

Figure 6: Immuno histochemistry examination  
HMB45-Positive.

Figure 7: Immuno histochemistry examination S100 Diffused 
positive.

Discussion

All melanoma originates from derivative of neural crest, during 
foetal development melanocytes migrated in different sites of 
the body like skin, retina, uveal tract and mucosal surface [4,5]. 
Most common melanoma are cutaneous melanoma 90%. In other 
10% of melanoma ocular melanoma contributes about 5%, 2% 
melanoma of unknown origin, mucosal melanoma contributes only 
1% [5]. In the rectum melanocytes are found at transition zone and 
squamous zone. About 65% of AnoRectal melanoma are located 
within anal canal and at anal verge usually they are far from the 
deviation line [3,5]. The disease usually starts from 4th decade. In 
female incidence increases in 5th and 6th decade of life [6]. Common 
presenting symptoms may be bleeding per rectum, feeling of mass or 
discomfort altered bowel habits, other symptoms may be tenesmus, 
pruritis, prolapsed hemorrhoids. In metastatic presentation weight 
loss, anaemia, fatigue may be additional symptoms [3,5], Lesion 
commonly present at anorectum followed by anal canal and anal 
verge [7]. Colonoscopy is required for evaluation and biopsy from 
lesion. Endoscopic anorectal ultrasound may be used for evaluation 
of size, depth and nodal status [3]. Contrast enhanced CT scan or 
MRI are useful for assessment of tumor and metastasis. Study show 
that CT scan was used to diagnose primary melanoma of rectum, 
the finding was bulky, extraluminal, fungating masses to distal 
rectum, expanding and narrowing the lumen without obstruction 
with perineal infiltration and enlarged lymph nodes [8]. Patient was 
initially diagnosed as alveolar type of sarcoma. After immuno histo 
chemistry diagnosis confirmed as melanoma. Generally surgical 
examination is considered as a primary treatment. Standard 
operation for anorectal melanoma is offered abdomino perineal 
resection. It can ensure safer resected margin and contract of 
lymphatic spread. In smaller tumor wide local examination can be 
considered. Study reported that aggressive treatment of primary 
anorectal lesion with APR associated with improved outcome. 5 
year disease free survival was better in patient s offered APR than 
treated with local procedures only. Another study shown majority 
of patients treated with APR prior to 1997 and patients underwent 
local examination, there was no difference in 5-year survival rate 
[9].

Study done in Swedish National Cancer registry with 251 
patients shown same median survival with patients undergo APR 
and local examination. Overall, 5-year survival rate was 11.2% 
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[10,11]. Retrospective studies shown a statistically significant 
improvement in local regional control in patients s treated with APR 
than local excision alone (74% VS 34%) [6] without radiotherapy.

Recent studies shown that sphincter saving local examination 
with adjacent loco regional radiotherapy to primary tumor and 
regional lymph node achieved same locoregional control as 
compared to APR 70% vs >74% [12].

Conclusion

Many studies recommended systematic chemotherapy and 
radiation. Chemotherapy agents like cisplatin, vinblastine, 
dacarbazine. Interferon alpha and interleukin 2 are shown efficacy 
against melanoma [13]. Other combinations like “Dartmouth 
regimen” includes dacarbazine, Cisplatin, Carmustine and 
Tamoxifen study shown increase in response rate with this 
region although it was not statistically significant [14]. Ano Rectal 
melanoma is a rare disease and having poor prognosis. Patient 
may ignore the symptoms as having haemorrhoids, fistula due 
to symptoms like bleeding per rectum, pain during defecation. 
Biopsy should be followed by Immunohistochemistry examination 
for confirmation of diagnosis. Surgical approach as radiotherapy, 
chemotherapy can be considered depending on extent of the 
disease.
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