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INTRODUCTION 

Only about 1% of all anorectal malignancies comprise 

melanomas which typically present in the fifth or sixth 

decade of life, seen predominantly in woman. Patients 

present with local symptoms like rectal bleeding and a 

changed defecation pattern.  

CASE REPORT 

A 70 year old female patient complaining of foul 

smelling diarrhoea with presence of mucus and pus since 

a duration of 4 months and a history of decreased appetite 

was taken to the surgical department. Antero-posterior 

resection of anal canal and rectum with end colostomy 

was performed and the specimen of intestine was 

submitted to pathological examination. 

The specimen was fixed overnight in 10% formal saline 

after cutting open the intestine and parallel incisions with 

toast-racking were placed for proper fixation. After gross 

visual inspection, 2x2x0.5 cm tissue bits were taken from 

the representative areas in the mass proper, the junction 

of mass with surrounding mucosa and the resected 

margins. After further fixation in formalin and 

dehydration in increasing strengths of alcohol, clearing 

with xylene, followed by paraffin impregnation and 

embedding, section cutting by rotary microtome was 

done. The sections were cut 3-4 microns thick. They were 

then stained with Harris haematoxylin and eosin. The 

sections were mounted in DPX and subjected to thorough 

microscopic evaluation under increasing powers of 

compound microscope. The slides were examined from 

upper end of left side to lower right margin in zig zag 

fashion and qualitative examination of architectural 

arrangement and cytological features viz cytoplasm and 

the nucleus with numerical evaluation of nucleoli and 

mitotic figures was performed. 

Gross examination revealed a 30x10x5 cm segment of 

intestine. The mucosal surface showed a polypoid, 

irregular, poorly circumscribed, fungating mass with 

ulcerated surface and broad infiltrative base, gray brown 

in colour with areas of black pigmentation involving the 

rectum and anal canal. The growth, measuring 7x7x3 cm 

was situated 1 cm away from the resected anal margin 
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and 23 cm from the proximal margin. Anal skin appeared 

uninvolved grossly. There were areas of haemorrhage and 

necrosis. The mass was friable with areas of softening. 

The proximal bowel was constricted. The mass appeared 

to involve the serosa as well. The surrounding mucosa 

had not lost its sheen. A total of 13 lymph nodes were 

dissected out from the pericolic fat. 

 

Figure 1: Gross examination revealed a 30x10x5 cm 

segment of intestine.  

Microscopic examination of sections from the large 

polypoid mass revealed an irregular lesion with invasive 

margins, composed of sheets of ovoid to spindle shaped 

cells with moderately abundant, homogenous cytoplasm 

and large, vesicular, pleomorphic nuclei with tapering 

ends, irregular nuclear margins, coarse granular 

chromatin, nuclear grooves and prominent eosinophilic 

nucleoli. The spindle shaped cells had tapering ends. 

Multinucleated tumour giant cells were also seen. 

Melanin pigment was seen in abundance, predominantly 

intracellular with melanin incontinence in areas. Stroma 

was scant and barely visible. Mitotic activity was high 

with 3-4 atypical mitoses per high power field. Apoptotic 

bodies, areas of haemorrhage and necrosis were also 

noted. The tumour was seen to infiltrate through the 

muscular layer upto the perimuscular fat. Eleven out of 

the thirteen resected nodes were involved by the tumour. 

Resected ends were free of tumour.  

 

Figure 2: Microscopic examination of sections from 

the large polypoid mass.  

 

Figure 3: Microscopic examination of sections from 

the large polypoid mass.  

DISCUSSION 

Primary melanoma of the anus and rectum was first 

reported by Moore
1
 in 1857. It is a rare and highly 

aggressive malignancy of the elderly, which often affects 

females more commonly in the 5
th

 and 6
th

 decade
2,4,6-8 

and 

less commonly in the 7
th

 decade. Anorectal malignancies 

are predominantly adenocarcinomas and squamous cell 

carcinomas.
3
 Melanomas constitute only approximately 

0.5% of all colorectal and anal cancers.
2,4

 Approximately 

one melanoma is seen for every 250 adenocarcinomas of 

anorectal region.
13

 Anorectal region is the third most 

common location of melanoma involvement, skin being 

the first followed by ocular region.
2,4

 Lesions may affect 

the anal canal, rectum or both. Majority of melanomas 

occur within 6 cm of the anal rim.
4,5

 

Caucasians have a 1.7 fold higher prevalence compared 

to African Americans.
7 

Incidence is reported as 0.4% per 

million
6
 with 1.8 fold increase in the last 2 decades, 

probably due to improved diagnostic modalities.
7
 Patients 

may present with rectal bleeding, associated with pain or 

discomfort, change in bowel habits, prolapsed tumour 

mass and haemorrhoids.
3,4,9-11

 Grossly, the lesions may be 

polypoid, with or without pigmentation, and can be 

ulcerated as well. Obvious melanin pigmentation is 

present in about 20% of patients.
9,11,12,14

 The tumour is 

located usually in or close to pectinate line, and may 

grow towards rectal ampulla. It may extend along the 

submucosa proximally towards rectum, simulating a 

primarily rectal tumour.
13

 

Microscopically, the typical prototype of malignant 

melanoma is easily identified because of its prominent 

melanin pigmentation, invasion of surrounding tissue, 

marked cytologic atypia, nuclear grooves, folds and 

pseudoinclusions, large eosinophilic nucleoli and 

abundant mitotic figures, some of them atypical. 

However, this may not always be so. Malignant 

melanoma is notorious for the great microscopic 

variability it may exhibit. The cells may be epithelioid, 

spindle shaped or extremely bizarre, ranging from the 

size of a small lymphocyte to multinucleated giant forms. 

Cytoplasm may be eosinophilic, basophilic, foamy or 
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signet ring type, rhabdoid, oncocytic or completely clear. 

Melanin production may be massive enough to obscure 

the cellular details.
13

 

Chute et al. reported 4 histologic cell types: epithelioid, 

spindle cell, lymphoma-like and pleomorphic.
14

 The 

mitotic rate averaged 2.8 mitotic figures per high-power 

field in 17 cases of a primary anorectal malignant 

melanoma.
14 

Prognosis is poor
16-18

 with the 5-year 

survival rate reported to be less than 20%, and a median 

survival of 24 months.
15

 Poor prognostic factors include 

the stage of the disease at the time of diagnosis, tumour 

thickness (Breslows >2 mm), symptom duration of more 

than 3 months, and nodal status. Perineural invasion and 

amelanotic histology are also bad prognostic factors.
12

 

Mesenchymal nodes are preferentially involved but 

inguinal node involvement is a poor prognostic 

feature.
9,19-21

   

CONCLUSION 

Spindle melanotic melanoma is a rare occurrence in the 

7
th

 decade. A thorough gross examination of the excised 

surgical specimen in immediate in situ stage followed by 

representative sampling, serial dehydration in ascending 

grades of alcohol, clearing in hydrocarbon xylene, 

embedding in molten paraffin wax, fine sectioning by 

rotary microtome, followed by uniform nuclear and 

cytoplasmic staining and finally, meticulous evaluation of 

the histopathological sections leads to a comprehensive 

diagnosis and formulation of expert opinion in the 

coordinated management of patient by the clinician.  

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: Not required 

REFERENCES 

1. Moore R. Recurrent melanosis of the rectum, after 

previous removal from the verge of the anus, in a 

man-aged sixty-five. Lancet. 1857;1:290. 

2. Singer M, Mutch MG. Anal melanoma. Clin Colon 

Rectal Surg. 2006;19:78-87.  

3. Van Schaik PM, Ernst MF, Meijer HA, Bosscha K. 

Melanoma of the rectum: a rare entity. World J 

Gastroenterol. 2008;14(10):1633-5. 

4. Maliha Khan, Nora Bucher, Ahmed Elhassan, Aram 

Barbaryan, Alaa M. Ali, Nasir Hussain, et al. 

Primary anorectal melanoma. Case Rep Oncol. 

2014;7:164-70. 

5. Zhang S, Gao F, Wan D. Effect of misdiagnosis on 

the prognosis of anorectal malignant melanoma. J 

Cancer Res Clin Oncol. 2010;136:1401-5. 

6. McLaughlin CC, Wu XC, Jemal A, Martin HJ, 

Roche LM, Chen VW. Incidence of noncutaneous 

melanomas in the U.S. Cancer. 2005;103:1000-7. 

7. Coté TR, Sobin LH. Primary melanomas of the 

esophagus and anorectum: epidemiologic 

comparison with melanoma of the skin. Melanoma 

Res. 2009;19:58-60. 

8. Ballo MT, Gershenwald JE, Zagars GK, Lee JE, 

Mansfield PF, Strom EA, et al. Sphincter-sparing 

local excision and adjuvant radiation for anal-rectal 

melanoma. J Clin Oncol. 2002;20:4555-8. 

9. Yeh JJ, Shia J, Hwu WJ, Busam KJ, Paty PB, 

Guillem JG, et al. The role of abdominoperineal 

resection as surgical therapy for anorectal 

melanoma. Ann Surg. 2006 Dec;244(6):1012-7. 

10. Reid A, Dettrick A, Oekenful C, Lambrianides AL. 

Primary rectal melanomas. JSCR. 2011;11:2. 

11. Yap L, Neary P. A comparison of wide local 

excision with abdominoperineal resection in 

anorectal melanoma. Melanoma Res. 

2004;14(2):147-50. 

12. Ramalingam G, Gan E, Kutt-Sing W. Laparoscopic 

abdominoperineal resection for anorectal melanoma: 

a case report and review of the literature. Surg 

Laparosc Endosc Percutan Tech. 2009;19(4)e149-

51. 

13. Juan Rosai. Anorectal melanoma and rectal tumour. 

In: Juan Rosai, eds. Rosai and Ackerman’s Surgical 

Pathology. 9th ed. US: Mosby; 2004: 166-167, 865. 

14. Chute DJ, Cousar JB, Mills SE. Anorectal malignant 

melanoma: morphologic and immunohistochemical 

features. Am J Clin Pathol. 2006;126:93-100. 

15. Ni S, Huang D, Chen X, Huang J, Kong Y, Xu Y, et 

al: c-kit gene mutation and CD117 expression in 

human anorectal melanomas. Hum Pathol. 

2012;43:801-7. 

16. Thibault C, Sagar P, Nivatvongs S, Ilstrup DM, 

Wolff BG. Anorectal melanoma: an incurable 

disease? Dis Colon Rectum. 1997;40(6):661-8. 

17. Brady MS, Kavolius JP, Quan SH. Anorectal 

melanoma: a 64-year experience at Memorial Sloan-

Kettering Cancer Center. Dis Colon Rectum. 

1995;38:146-51. 

18. Ishizone S, Koide N, Karasawa F, Akita N, 

Muranaka F, Uhara H, et al. Surgical treatment for 

anorectal malignant melanoma: report of five cases 

and review of 79 Japanese cases. Int J Colorectal 

Dis. 2008 Dec;23(12):1257-62. 

19. Whooley BP, Shaw P, Astrow AB, Toth IR, 

Wallack MK. Long-term survival after locally 

aggressive anorectal melanoma. Am Surg. 

1998;64(3):245-51.  

20. Balch CM, Soong SJ, Murad TM, Ingalls AL, 

Maddox WA. A multifactorial analysis of 

melanoma. II. Prognostic factors in patients with 

stage I (localized) melanoma. Surgery. 

1979;86(2):343-51.  

21. Pessaux P, Pocard M, Elias D, Duvillard P, Avril 

MF, Zimmerman P, et al. Surgical management of 

primary anorectal melanoma. Br J Surg. 2004 

Sep;91(9):1183-7. 

 

 

 

Cite this article as: Afsar N, Abid Z, Mustafa Khan 

M, Wase A, Swathi M. Spindle anorectal melanotic 

melanoma in a 70 year old woman. Int J Sci Rep 

2015;1(6):258-60. 


