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An aggressive case of anorectal melanoma

Um caso agressivo de melanoma anorretal
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Introduction

All melanomas originate from the melanocyte. They may
arise not only from the skin, but also from mucosal epithe-
lium lining of the respiratory, alimentary and genitourinary
tracts. Anorectal melanoma accounts for 1---3% of all anal
tumors and 0.3% of all melanoma. The majority of cases
arise from the mucocutaneous junction (dentate line).1,2

It usually occurs in the 5th or 6th decades of life. The
most common presenting complaints are bleeding, anal pain
or mass, pruritus, tenesmus and change in bowel habits.
Weigh loss, anemia and fatigue may indicate metastatic dis-
ease. At presentation, 60% of the patients have lymph node
involvement and 30% have distant metastases.

This very rare tumor can be classified into three different
stages of disease progression: localized disease (I), regional
lymph node involvement (II) and distant metastases disease
(III), which account for a median survival of 24, 17 and
8 months respectively.3

Surgical resection is the gold standard treatment.
Chemotherapy and radiation therapy alone have not been
shown to be effective, but may provide some benefit when
used as adjuvants. Despite treatment, the prognosis remains
poor.4
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Case report

This case presents a 55-year-old female patient with a past
medical history significant for hemorrhoids and prior depres-
sion who was admitted to our medical facility for syncope.
As associated symptoms, she reported intermittent rectal
bleeding, usually after a bowel movement, and involuntary
weigh loss over the past 6 months.

Due to family history of colorectal cancer in her father
at the age of 47, she had had a total colonoscopy the
year before which confirmed just internal hemorrhoids. She
also had had CEA and CA 19.9 measurements two months
prior to admission and both markers were within normal
range.

On physical examination, conjunctiva pallor was noted
and digital rectal exam revealed a 5 cm rectal mass palpated
3 cm from the anal verge. Admission laboratory studies were
significant for iron-deficiency anemia. Chest X-ray showed
multiple bilateral pulmonary cannon ball nodules suggestive
of metastasis (Fig. 1).

Flexible sigmoidoscopy was performed. A dark polypoid
lesion measuring 5 cm in diameter was identified at the
anorectal junction (Fig. 2). Histologically, tumor cells con-
tained apparent brown pigment and were positive for S-100
protein and Melan-A immunohistochemical staining. These
findings were consistent with the diagnosis of anorectal
melanoma.

Tumor staging included standard head, thoracic, abdom-
inal and pelvic CT imaging. Multiple bilateral pulmonary
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Figure 1 Chest X-ray showing multiple canon ball nodules.

metastases of varying sizes were observed on thoracic CT
(Fig. 3). In addition, head CT revealed six lesions involv-
ing the frontal and temporal lobes bilaterally, some showing
necrotic degeneration. The greatest was 3 cm in diameter
and presented extensive surrounding edema, causing lateral
ventricular displacement (Fig. 4).

She was immediately placed on high dose corticosteroid
therapy and prophylactic antiepileptic drugs. On day 5, she
developed rapid focal progressive neurological deterioration
with confusion, aphasia, right hemiparesis and sphincter
control loss. Due to the advanced tumor stage, she was dis-
charged and referred to a palliative care center just one
week after admission. She passed away 8 weeks after the
initial diagnosis.
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Figure 2 Polypoid lesion identified with flexible sigmoi-
doscopy.

Figure 3 Thoracic CT confirming bilateral pulmonar metasta-
sis.

Figure 4 Head CT showing a right frontal and temporal lobe
lesion.
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