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ABSTRACT

Objective: Anorectal malignant melanoma is a rare tumor with poor prognosis. In this study, it was aimed to present our surgical results by reviewing 
the literature retrospectively in 11 patients who underwent surgery for ARMM in our clinic.

Material and Methods: The patients who underwent surgery for anorectal malignant melanoma in Yuksek İhtisas Training and Research Hospital be-
tween 2007-2018 were included in the study.

Results: Four patients were males and seven were females. Mean age was 54.18. The tumor was in the rectum in 4 cases, in the anorectal region in 3 cases 
and in the anal canal in 4 cases. Wide local excision was performed in 3 cases and APR was performed in 8 cases. Four of the cases were stage I, 6 were stage 
II and 1 was stage III. Mean tumor size was 4.73 cm, and mean tumor depth was 13.6 mm. Mean number of metastatic lymph nodes was 10.37. Median 
survival was 12 months.

Conclusion: Anorectal malignant melanoma is a type of tumor diagnosed in late and advanced stages due to lack of specific findings. Although ARMM 
is rare, when rectal bleeding, pain, hemorrhoids and changes in bowel habits are observed, ARMM should be kept in mind.
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IntRODuCtIOn

Anorectal malignant melanoma (ARMM) accounts for less than 1% of all colorectal 

malignancies and 1-2% of all melanomas (1). Its prognosis is very poor. Median 

survival is 24 months and 5-year survival is 10% (2). The first case presentation of 

ARMM was made by Moore in 1857 (3). Patients usually die after metastatic disease. 

Wide local excision (WLE) or abdominoperineal resection (APR) are the methods of 

surgical treatment. In a meta-analysis, it has been shown that APR had no superi-

ority to WLE on mean survival, but local recurrence was observed less in APR. Due 

to the fact that there is no difference in survival in localized disease without lymph 

node metastasis, WLE provides better life comfort and less morbidity (4).

In this study, it was aimed to present our surgical results by reviewing the literature 

retrospectively in 11 patients who underwent surgery for ARMM in our clinic.

MAtERIAL and MEtHODS

The patients who underwent surgery for anorectal malignant melanoma in Yuksek 

İhtisas Training and Research Hospital between 2007-2018 were included in the 

study. Patients with distant metastasis at the time of diagnosis and who did not 

accept surgery were excluded from the study. Data were obtained retrospectively 

from patient files. Patients were evaluated in terms of age, sex, tumor localization, 

stage, surgery, preoperative investigations, symptoms, tumor size, tumor depth, R0 

resection, lymph node metastasis and survival. Surgical approach was preferred ac-

cording to whether the patient would allow permanent colostomy or not. APR was 

recommended firstly to all of the patients included in the study. WLE was applied to 

patients who did not accept APR. Tumor stage (TNM stage) was defined according 

to the American Joint Committee on Cancer classification (AJCC, 7th edition) .
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SPSS software version 17 (SPSS Inc., Chicago, IL, USA) was used in 

this study for statistical analysis. Descriptive data were expressed 

as mean or median (range). Categorical variables were described 

using frequency distributions. Survival was calculated using the 

Kaplan–Meier method. Length of survival was calculated as the 

period from the date of initial operation to the date of death or 

last follow-up.

RESuLtS

Eleven patients who were operated on for anorectal malignant 

melanoma were included in the study. Four (36.36%) of the cas-

es were males and 7 (63.63%) were females. Mean age was 54.18 

(38-67). Rectal pain was present in 3 (27.27%) patients and rectal 

bleeding was present in 8 (72.72%) patients. Hemorrhoidecto-

my was performed in 2 of the cases due to rectal bleeding and 

pathology was reported as malignant melanoma. All patients 

underwent colonoscopy and abdominal tomography for preop-

erative evaluation. Four cases underwent PET/CT, 1 case MRI and 

2 cases EUS for staging. When evaluated for the location of the 

tumor, the tumor was in the rectum in 4 (36.36%) cases, in the 

anorectal region in 3 (27.27%) cases and in the anal canal in 4 

(36.36%) cases. Local excision was performed in 3 (27.27%) of the 

cases, and APR was performed in 8 (72.72%) of the cases. Postop-

erative complication was observed in only one patient. Ostomy 

separation was observed, and ostomy revision was performed. 

Recurrence or metastasis was observed in 4 patients postop-

eratively. Two of them had recurrence at the local excision site, 

and the other two patients had multiple liver metastasis. Ten 

(90.90%) cases died during postoperative follow-up. Median sur-

vival was 12 (1-53) months (Table 1). 5-year survival was 9.09%. 

Four (36.36%) of the cases were stage I, 6 (54.54%) were stage II 

and 1 (9.09%) were stage III. Mean tumor size was 4.73 (1.5-12) 

cm. Mean tumor depth was 13.6 (1.3-25) mm. 

R0 resection could not be performed in only 1 of the 11 patients 

included in the study. Wide local excision was performed in 3 

cases so lymph node dissection could not be performed (Figure 

1,2). Lymph node metastasis was observed in only the remaining 

6 of 8 cases. Mean number of metastatic lymph nodes was 10.37 

(0-25) (Table 2).

DISCuSSIOn

ARMMs are rare aggressive tumors that constitute 0.05% of all 

colorectal tumors (5). They are observed more frequently in the 

6th decade and more in females than males (6). Similar results 

were observed in our study with the literature. In one study, 

ARMM has been observed in 65% of the anal canal and anoractal 

table 1. Demographic characteristics of the cases

no. Age Sex Symptom Preop examination Site Surgery

Complica-

tion

Recurrence or 

Metastasis

Survival 

(Month)

1 42 Male Rectal 

bleeding

Colonoscopy, CT Anorectal 

region

APR (2007) - - 7

2 56 Female Rectal 

bleeding

Colonoscopy, CT Anal canal APR (2008) - - 12

3 67 Female Rectal pain Colonoscopy, CT Anorectal 

region

WLE (2009) - + 6

4 43 Male Rectal 

bleeding

Colonoscopy, CT, 

PET/CT

Anorectal 

region 

APR (2009) - + 12

5 65 Female Rectal 

bleeding

Colonoscopy, CT, 

MRI

Rectum APR (2009) Ostomy 

seperation

+ 17

6 67 Male Rectal 

bleeding

Colonoscopy, CT Rectum APR (2011) - - 1

7 56 Female Rectal 

bleeding

Colonoscopy, EUS, 

CT

Anal canal APR (2012) - + 21 (lost in 

follow-up)

8 38 Female Rectal 

bleeding

Colonoscopy, CT, 

PET/CT

Rectum APR (2014) - - 53

9 61 Male Rectal 

bleeding

Colonoscopy, CT, 

PET/CT

Anal canal WLE (2017) - - 17

10 46 Female Rectal pain Colonoscopy, CT, 

PET/CT

Anal canal WLE (2017) - - 16

11 55 Female Rectal pain Colonoscopy, EUS, 

CT

Rectum APR (2013) - - 9
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region, in 35% of the distal rectum, and in our study, the tumor 

was observed in 36% of the distal rectum (7). Male sex, perineu-

ral invasion, depth of invasion, lymph node metastasis and dis-

tant metastasis are poor prognostic factors and indicates that 

the patient’s survival will be short.

More than 40% of the patients with submucosal infiltration in 

ARMM have lymph node metastasis. 5-year survival in patients 

with lymph node metastasis is close to 0%. Lymphatic spread is 

to inguinal and/or iliac lymph nodes and perirectal lymph nodes 

(5). Negative surgical margins in primary mucosal malignant 

melanoma increase mean survival (6). 

Abdominal ultrasonography, endorectal ultrasonography (EUS), 

computed tomography (CT), magnetic resonance (MRI) and 

PET/CT are used for staging in ARMM. EUS is used to determine 

the depth of invasion, abdominal CT is used to detect liver and 

lung metastasis and MRI is used to determine liver metastasis 

and depth of invasion (8). PET-CT is recommended for staging in 

the studies. Due to high metabolic rate of tumor cells and high 

FDG uptake in malignant melanoma patients, it is an effective 

method for staging and is superior to other imaging methods 

(5).

Traditionally, APR is the best treatment option because it pro-

vides more local control in ARMM. However, there are retrospec-

tive studies showing that mean survival in patients undergoing 

wide local excision is similar to APR (7). Patients undergoing WLE 

have more local recurrence, but in the absence of distant metas-

tases, local recurrence can be eliminated by re-excision. In addi-

tion, when WLE is performed, a better quality of life is achieved, 

fewer complications are observed and colostomy does not 

cause difficulties in life compared to APR patients (4). 

When there is mesorectal and mesenteric lymph node metasta-

sis, R0 resection cannot be performed with WLE. Therefore, stag-

ing is important before selecting the surgical method. Although 

MRI and endorectal ultrasonography are effective in evaluating 

mesenteric lymph node metastasis in rectal tumor, it is not suffi-

cient to evaluate lymph node metastasis in anorectal malignant 

melanoma. In the study of Wang et al., when tumor size is over 3 

cm, WLE should not be performed because of the possibility of 

lymph node metastasis (9).

Rectal hemorrhage is the most common symptom in ARMM 

and occurs in 53% - 89% of the cases. Other symptoms are sus-

pected hemorrhoids, pain, anal mass, changes in bowel habits, 

and itching. High LDH and YKL-40 levels also increase the suspi-

cion of anorectal malignant melanoma. A very small number of 

patients are examined with mass in the inguinal region (10). In 

our study, 72.72% of the patients presented with rectal bleed-

ing complaints. Due to the rarity of ARMM and non-specific 

clinical findings, misdiagnosis is very common. Early symptoms 

of ARMM may be misdiagnosed with benign lesions such as 

thrombosed hemorrhoids, hemorrhoids and rectal adenomas. 

The reasons for misdiagnosis are that clinicians do not have suf-

ficient knowledge, lack of specific clinical findings and difficult 

pathological diagnosis (11).

Patients present at advanced stages due to nonspecific clinical 

findings in ARMM. In the study of Hicks et al., half of the cases 

have been diagnosed in stage II and stage III. In the same study, 

median tumor thickness was 5.5 mm, and in more than half of 

Figure 1. Excision area after wide local excision.

Figure 2. WLE specimen excised in the anal canal.
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the patients, tumor depth was deeper than 4.0 mm (12). In our 

study, the rate of stage I patients was found to be 36.36%. Mean 

tumor depth was 13.6 mm. We believe that mean survival time 

is lower than the literature due to the higher stage of the pa-

tients and more tumor depth in our study.

To conclude, ARMM is a rare and rapidly progressing disease 

with poor prognosis. ARMM is diagnosed at advanced stages 

due to lack of specific symptoms and has a low survival rate. 

Radical surgery provides longer survival advantage in ear-

ly-stage tumors. ARMM should be kept in mind in patients with 

rectal bleeding, rectal pain and palpable mass or hemorrhoids 

since the most important factor in survival is the early diagnosis 

of the disease.
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table 2. Histopathological features of the cases

Patient no. Stage tumor Size (cm) tumor Depth (mm) R0 Resection Lymph node Metastasis

1 II 3.5 15 + 6

2 II 3.3 18 + 16

3 I 2.5 12 - -

4 II 4 25 + 9

5 II 6 9 + 3

6 III 12 20 + 24

7 I 1.5 8 + 0

8 II 6 21 + 0

9 I 2 1.3 + -

10 I 1.8 1.3 + -

11 II 9.5 19 + 25



67Pişkin et al.

Turk J Surg 2021; 37 (1): 63-67

Primer anorektal malign melanomları: tek bir merkezde 11 olgunun retrospektif analizi

Erol Pişkin1, Osman Aydın1, Abdullah Şenlikçi2, Mehmet Yiğit Özgün1, Volkan Öter1, Erdal Birol Bostancı1

1 Ankara Şehir Hastanesi, Cerrahi Gastroenteroloji Kliniği, Ankara, Türkiye
2 Ankara Eğitim ve Araştırma Hastanesi, Cerrahi Gastroenteroloji Kliniği, Ankara, Türkiye

ÖZET

Giriş ve Amaç: Anorektal malign melanom kötü prognozu olan nadir bir tümördür. Bu çalışmada, kliniğimizde ARMM ameliyatı geçiren 11 hasta-
da literatürü retrospektif olarak inceleyerek cerrahi sonuçlarımızı sunmayı amaçladık.

Gereç ve Yöntem: 2007-2018 yılları arasında Yüksek İhtisas Eğitim ve Araştırma Hastanesinde anorektal malign melanom nedeniyle ameliyat 
edilen hastalar çalışmaya dahil edildi.

Bulgular: Dört hasta erkek, yedi hasta kadındı. Yaş ortalaması 54,18 idi. Tümör 4 olguda rektumda, 3 olguda anorektal bölgede ve 4 olguda anal kanalda 
idi. Üç olguya geniş lokal eksizyon, 8 olguya APR uygulandı. Olguların dördü evre I, 6’sı evre II ve 1’i evre III idi. Ortalama tümör boyutu 4,73 cm ve orta-
lama tümör derinliği 13,6 mm idi. Ortalama metastatik lenf nodu sayısı 10,37 idi. Ortanca sağ kalım 12 aydı.

Sonuç: Anorektal malign melanom, spesifik bulguların olmaması nedeniyle geç ve ileri evrelerde teşhis edilen bir kanser türüdür. ARMM nadir olmasına 
rağmen, rektal kanama, ağrı, hemoroid ve barsak alışkanlıklarındaki değişiklikler gözlendiğinde ARMM akılda tutulmalıdır.

Anahtar Kelimeler: Anorektal malign melanom, abdominoperineal rezeksiyon, geniş lokal eksizyon, prognoz
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