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Abstract— Primary Anorectal melanoma (PARM) is a rare 

and aggressive malignant neoplasm. It accounts for less than 

two percent of melanomas and it is the third most common 

location of melanoma, after the skin and retina. There have only 

been a few cases reported and there is no consensus of 

treatment. Unlike the generally favorable prognosis of 

early-stage cutaneous melanomas, the prognosis of anorectal 

melanoma is extremely poor, with a median survival of less than 

two years. We report a case of a 77-year-old male metastatic 

anorectal melanoma patient presenting with progression of 

disease over 6 months of a PD1 inhibitor treatment course. 

 

 
Index Terms— Primary anorectal melanoma, rectal 

examination, Immunohistochemistry, therapeutic challenges. 

 

I. INTRODUCTION 

Melanoma is a malignant melanocytic neoplasm [1]. It arises 

mainly in the skin, but it can arise rarely as a primary 

neoplasm in other locations such as uvula of the eye, nervous 

system, gastrointestinal tract (GIT), and genitourinary tract. 

Anorectal melanoma (ARM) represents only 1.3% of all 

melanomas in general [2] and <1% of all colorectal 

malignancies [1]. It is a highly aggressive tumor with poor 

prognosis since its 5-year survival rate is <10% [2]. This low 

survival is due to the late diagnosis of most tumors and 

aggressive biology of ARM [3]. When these tumors are 

recognized, they are often misdiagnosed as hemorrhoids or 

other benign anorectal pathology [4]. National Clinical 

Cancer Network (NCCN) guidelines on melanoma do not 

currently include recommendations for treatment of ARM 

[5]. Without guidelines, and due to the rare nature of the 

tumor, no clear treatment strategy has emerged as the gold 

standard for treatment of this rare but aggressive disease.  

II. CASE REPORT 

We report a case of PARM in a 65-year-old man presenting 

rectal pain during 3 months with occasional bleeding. The 

patient was in good condition with no weight loss and past 

medical and family history unremarkable. 
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Physical examination revealed a solid polypoid hyperemic 

palpable mass in the anorectal canal resembling hemorrhoids. 

Flexible sigmoidoscopy revealed a smooth, 3- × 2-cm dark 

brown nodule at the anorectal canal. 

Excisional biopsy was performed and sent for histopathologic 

evaluation. Sections of the biopsy specimen demonstrated an 

ulcerated, multinodular pigmented epithelioid and spindled 

neoplasm with extensive necrosis involving the anal skin and 

mucosal interface. Immunohistochemical staining was 

strongly and diffusely positive for HMB-45 and Melan A and 

multifocally positive for S100, confirming the diagnosis of 

malignant melanoma. 

Computed tomographic (CT) imaging of the chest, abdomen, 

and pelvis showed anorectal process (figure 1) and metastasis 

to the liver and lung. Oncology was consulted and the patient 

was started on immunotherapy with Pembrolizumab. 

Unfortunately, the patient succumbed to metastatic disease 

and passed away in six months. 

 

 

 

 

Figure 1: Abdomino-pelvic computed tomography (CT) 

showing an anorectal process 

 

III.  DISCUSSION 

 

Anorectal melanoma is a rare disorder and an extremely 

aggressive tumor. About 1% of all anorectal carcinomas are 

melanomas. In fact, it is a fatal disease since the patients have 

2-year period and 6-month period mean survival without and 
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with the presence of metastasis, respectively, regardless of 

the treatment [1,6]. In most cases, the cause of death is mostly 

due to the distant metastasis [1]. Mucosal melanoma tends to 

develop later in life relative to cutaneous melanoma, with a 

median age at diagnosis of 70 versus 55 years [7-9]. Unlike 

cutaneous melanoma, the risk factors for anorectal melanoma 

are largely unknown. Epidemiologic data suggest that there is 

an increased risk among women, Caucasians, patients with 

human immunodeficiency virus, activating mutations in KIT, 

and a personal or family history of melanoma [10,9, 11-13]. 

Up to 30 percent of anorectal melanomas can be amelanotic 

and, thus, are often widely metastasized at the time of initial 

diagnosis [14]. 

Lymphatic spread to the inguinal, inferior mesenteric, 

hypogastric or para-aortic nodal is common [13]. Most 

patients with distant metastases have hepatic metastases, 

followed by pulmonary and bone metastases [15,16]. 

Clinically, most of the anorectal melanoma cases are 

presented with bleeding per rectum [1,17]. Other signs and 

symptoms include anorectal pain, tenesmus, pruritus, 

changes in bowel habits, and sings and symptoms related to 

the metastasis [1,2,4]. Since anorectal melanoma share the 

same signs and symptoms of some common inflammatory 

and neoplastic anorectal lesions [1,2,17], the diagnosis of 

such disease is extremely difficult and needs a high index of 

suspicion [1,18]. 

 

The initial evaluation of patients with anorectal melanoma 

should include a total body skin check to rule out a primary 

cutaneous melanoma that has metastasized [3]. A careful 

rectal examination should be performed. 

Radiological studies are helpful tools in evaluating the 

original neoplasm, the presence of possible metastasis, and 

the therapeutic response of the neoplasm to the treatment; 

however, it cannot be used to confirm the diagnosis [2]. 

Endoscopically, most of the cases arise at the transitional 

zone between the rectum and the anal canal [1] and there is no 

major difference between those originate from the rectum, 

and those originate from the anal canal regarding the survival 

rate [19]. 

Grossly, the tumor is usually present as a large, expensive 

nodular mass with variable involvement of anal squamous 

epithelium and rectal mucosa [20]. The presence of melanin 

pigment may help in the diagnosis histologically and both 

pigmented and amelanotic melanoma are reported in the 

literature [21−24]. Variable histomorphology like epithelioid, 

spindle-cell, pleomorphic, and small round cells either alone 

or in combination are reported [25,22, 24]. 

Hence, routine haematoxylin & eosin (H&E) stain may not be 

determiner enough to reaffirm the diagnosis of ARM [22].  

Immunohistochemistry (IHC) is obligatory and IHC markers 

such as S-100, HMB-45, Melan A, and SOX-10 are used to 

confirm the diagnosis of melanoma [26,21,25,22-24]. 

 

The various mimickers of ARM can be epithelioid sarcoma, 

spindle cell sarcoma, gastrointestinal stromal tumor, 

lymphoma, small round cell sarcoma, and undifferentiated 

adenocarcinoma [21,25, 22,24]. 

 

Patients without lymph node metastasis have a survival 

advantage with a 5-year survival rate of 20 versus 0% in 

patients with metastasis. Survival of patients with recurrent 

or metastatic disease is <10 months [27]. There is an 

important deterioration of the prognosis for tumors superior 

to 20 mm. A worse prognosis was also associated with 

tumour thickness, tumour necrosis and perineural invasion 

[28]. An amelanotic lesion has a worse prognosis [29]. 

Sarac et al observed that genital mucosal melanomas had the 

most favorable and ARM had the worst outcome [30]. The 

age and stage at first the medical examination may act as 

independent prognostic factors while gender and mutational 

status did not affect survival in mucosal melanoma [30]. 

 

The management plan is different from case to case since 

there is no specific guideline for those conditions due to their 

rarity [2]. Different treatment modalities were used in those 

patients, including surgery (both wide local excision and 

abdominoperineal resection), chemotherapy, radiotherapy, 

and targeted therapy, but none of them shows improvement 

regarding to the survival of the patients [1,2]. 

At the time of diagnosis, up to one-third of patients have 

metastatic disease [31]. For these patients, treatment with 

radiation or chemotherapy might be an option. 

There is currently no standard systemic chemotherapy 

regimen that exists for metastatic anorectal melanoma. 

The use of targeted therapy has revolutionized the treatment 

of cutaneous melanoma. As in cutaneous melanoma, 3 to 15 

percent of mucosal melanomas harbor the BRAF V600 

mutation, and thus, might respond well to combined BRAF 

and MEK inhibition [32]. 

There are limited data on the use of immunotherapy in 

patients with anorectal melanoma. In a retrospective study 

using National Cancer Database (NCDB) data from 2004 to 

2015, two-year overall survival was significantly improved 

for patients receiving immunotherapy versus not (49.21% vs. 

42.47%; p=0.03), but the percentages of patients alive at five 

years were not significantly different between the two groups 

[33]. Furthermore, a retrospective study by Shoushtari et al 

[34] showed that response rates to programmed cell death 

receptor (PD-1) blockades in patients with mucosal 

melanomas were comparable to the response rates observed 

for cutaneous melanoma. There have not yet been studies 

looking at PD-1 blockade usage specifically for anorectal 

melanomas, but the response rates for other mucosal 

melanomas is promising. 

 

IV. CONCLUSION 

 

Anorectal melanoma is an extremely rare subtype of 

melanoma with a poor prognosis. This disease entity presents 

significant diagnostic and therapeutic challenges. To avoid 

diagnostic pitfalls, early detection is key and should always 

be in the differential diagnosis of benign and malignant lower 

gastrointestinal disorders. Without good evidence to drive 

treatment decisions, surgical and non-surgical management 

remains highly variable across the world. With the use of 

personalized molecular analysis, all patients with anorectal 

melanoma should have their tumors assayed for the presence 

of gene mutations. In the future, randomized controlled 

studies comparing different treatment modalities for 

anorectal melanomas are needed to determine optimal 

management and therapeutic protocols. 

 



                                                                                   World Journal of Innovative Research   (WJIR) 

                                                                     ISSN: 2454-8236, Volume-11, Issue-1, July 2021 Pages 96-98 

  

  

                                                                                    98                                                                             www.wjir.org 

 

ACKNOWLEDGMENT 

We thank our oncologist’s colleagues at national institute 

of oncology of Rabat who provided care and support for the 

patient. 

 

REFERENCES 

 [1]. Iacobuzio-Donahue CA, Montgomery EA, Goldblum JR. 

Gastrointestinal and Liver Pathology E-Book: A Volume in the 

Series: Foundations in Diagnostic Pathology. London, United 

Kingdom: Churchill Livingstone; 2011. 

[2]. Malaguarnera G, Madeddu R, Catania VE, Bertino G, Morelli 

L, Perrotta RE, et al. Anorectal mucosal melanoma. Oncotarget 

2018;9:8785-800. 

[3]. Patrick RJ, Fenske NA, Messina JL. Primary mucosal 

melanoma. J Am Acad Dermatol 2007; 56: 828-834 [PMID: 

17349716 DOI: 10.1016/j.jaad.2006.06.017] 

[4]. Zhang S, Gao F, Wan D. Effect of misdiagnosis on the prognosis 

of anorectal malignant melanoma. J Cancer Res Clin Oncol 2010; 

136: 1401-1405 [PMID: 20130908 DOI: 

10.1007/s00432-010-0793-z] 

[5]. National Comprehensive Cancer Network. Cutaneous 

Melanoma: Clinical Practice Guidelines in Oncology. 2019 

[6]. Baniyaseen KA, Saeed M, Albonni AO, Abdulshakour BM, 

Dairi G, Al-Allaf FA, et al. Primary anorectal amelanotic melanoma: 

The first case report from Saudi Arabia. Middle East J Dig Dis 

2019;11:166-73. 

[7]. Callahan A, Anderson WF, Patel S, et al. Epidemiology of 

anorectal melanoma in the United States: 1992 to 2011. Dermatol 

Surg. 2016;42(1):94–99. 

[8]. Tuong W, Cheng LS, Armstrong AW. Melanoma: 

epidemiology, diagnosis, treatment, and outcomes. Dermatol Clin. 

2012;30(1):113–124. 

[9]. Cagir B, Whiteford MH, Topham A, et al. Changing 

epidemiology of anorectal melanoma. Dis Colon Rectum. 

1999;42(9):1203–1208. 

[10]. Chang AE, Karnell LH, Menck HR. The national cancer data 

base report on cutaneous and noncutaneous melanoma: a summary 

of 84,836 cases from the past decade. The American College of 

Surgeons Commission on Cancer and the American Cancer Society. 

Cancer. 1998;83(8):1664–1678. 

[11]. Cote TR, Sobin LH. Primary melanomas of the esophagus and 

anorectum: epidemiologic comparison with melanoma of the skin. 

Melanoma Res 2009;19(1):58–60. 

[12]. Cazenave H, Maubec E, Mohamdi H, Grange F, et al. Genital 

and anorectal mucosal melanoma is associated with cutaneous 

melanoma in patients and in families. Br J Dermatol. 

2013;169(3):594 599. 

[13]. Nam S, Kim CW, Baek SJ, et al. The clinical features and 

optimal treatment of anorectal malignant melanoma. Ann Surg Treat 

Res. 2014;87(3):113–117. 

[14]. Carvajal RD, Spencer SA, Lydiatt W. Mucosal melanoma: a 

clinically and biologically unique disease entity. J Natl Compr Canc 

Netw.2012;10(3):345–356. 

[15]. Perez DR, Trakarnsanga A, Shia J, et al. Locoregional 

lymphadenectomy in the surgical management of anorectal 

melanoma. Ann Surg Oncol. 2013;20(7):2339–2344. 

[16]. Tien HY, McMasters KM, Edwards MJ, Chao C. Sentinel 

lymph node metastasis in anal melanoma: a case report. Int J 

Gastrointest Cancer. 2002;32(1):53–56. 

[17]. Balicevic D, Tomic K, Bekavac-Beslin M, Kovacevic I, Mijic 

A, Belicza M, et al. Synchronous anorectal melanoma. World J 

Gastroenterol 2006;12:3453-5. 

[18]. Choi BM, Kim HR, Yun HR, Choi SH, Cho YB, Kim HC, et 

al. Treatment outcomes of anorectal melanoma. J Korean Soc 

Coloproctol 2011;27:27-30. 

[19]. Bello DM, Smyth E, Perez D, Khan S, Temple LK, Ariyan CE, 

et al. Anal versus rectal melanoma: Does site of origin predict 

outcome? Dis Colon Rectum 2013;56:150-7. 

[20]. Scolyer RA, Prieto VG. Mucosal melanoma of digestive 

system. In: Lokuhetty D, White VA, Watanabe R, Cree IA, editors. 

WHO classification of Tumours Editorial Board. Digestive System 

Tumours. 5th edition. Lyon: IARC; 2019. p502-503. 

[21]. Nunez Herrero L, Chaucer B, Zafar W, Davalos F, Salman S, 

Naing S. Primary Malignant Melanoma of the Rectum: a Case 

Report of an Extremely Rare Gastrointestinal Cancer. J Gastrointest 

Cancer. 2016;47:494–6. 

[22]. Coyne JD, O'Byrne P. Malignant melanoma of the rectum 

presenting as cloacogenic polyp: a case report. Ann R Coll Surg 

Engl. 2020;102:e67–9. 

[23]. Dai JJ, Qu CS, Wang W, Wang YB, Mao XW, Li QS, Chen JF. 

Primary anorectal malignant melanoma: a case report. Int J Clin Exp 

Pathol. 2020;13:272–6. 

[24]. Atak I. Anorectal Malignant Melanoma: Retrospective 

Analysis of Six Patients and Review of the Literature. Prague Med 

Rep. 2018;119:97–106. 

[25]. Charifa A, Zhang X. Morphologic and Immunohistochemical 

Characteristics of Anorectal Melanoma. Int J Surg Pathol. 

2018;26:725–9. 

[26]. Kobakova I, Stoyanov G, Popov H, Spasova-Nyagulova S, 

Stefanova N, Stoev L, et al. Anorectal Melanoma – a 

Histopathological Case Report and a Review of the Literature. Folia 

Med (Plovdiv). 2018;60:641–6. 

[27]. Singer M, Mutch M. Anal melanoma. Clin Colon Rectal Surg 

2006;19:78–87. 

[28]. Stefanou A, Nalamati S. Anorectal melanoma. Clin Colon 

Rectal Surg 2011;24:171–6. 

[29]. Reid A, Dettrick A, Oakenful C, Lambrianides AL. Primary 

rectal melanoma. JSCR 2011;11:2. 

[30]. Sarac E, Amaral T, Keim U, Leiter U, Forschner A, Eigentler 

TK, Garbe C. Prognostic factors in 161 patients with mucosal 

melanoma: a study of German Central Malignant Melanoma 

Registry. J Eur Acad Dermatol Venereol. 2020 Feb 20. 

doi:10.1111/jdv.16306. Epub ahead of print. 

[31]. Tchelebi L, Guirguis A, Ashamalla. Rectal melanoma: 

epidemiology, prognosis, and role of adjuvant radiation therapy. J 

Cancer Res Clin Oncol. 2016;142(12):2569–2575. 

[32]. Johnson DB, Carlson JA, Elvin JA, et al. Landscape of 

genomic alterations and tumor mutational burden in different 

metastatic melanoma subtypes. J Clin Oncol. 

2017;35(15):9536–9536. 

[33]. Taylor JP, Stem M, Yu D, et al. Treatment strategies and 

survival trends for anorectal melanoma: is it time for a change? 

World J Surg. 2019;43(7):1809–1819. 

[34]. Shoushtari AN, Munhoz RR, Kuk D, et al. The e_ cacy of 

anti-PD-1 agents in acral and mucosal melanoma. Cancer. 

2016;122(21):3354–3362. 

 

 

 

 
 
 

 

 

 


