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Abstract
Anorectal melanoma is a rare and aggressive malignancy with a challenging diagnosis and management. We
present the case of a 69-year-old male with a history of chronic constipation and recent weight loss, who
presented with symptoms suggestive of anorectal pathology. Despite initial diagnostic challenges, including
an unsuccessful colonoscopy due to inadequate bowel preparation, the subsequent radiographic evaluation
revealed a large bowel obstruction secondary to a protruding anorectal mass. Abdominal X-ray demonstrated
significant colonic dilation while contrast-enhanced CT scan revealed a large hypodense mass protruding
from the anal canal. Surgical intervention led to the excision of the mass, and histopathological
examination confirmed malignant melanoma. Immunohistochemistry markers, including HMB 45, Melan A,
and S100, supported the diagnosis. This case underscores the importance of considering anorectal
melanoma in patients presenting with atypical anorectal symptoms, despite its rarity. Early recognition and
intervention, supported by appropriate imaging modalities, are critical for optimizing patient outcomes in
such cases.
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Introduction
Anorectal mucosal melanoma (AMM) is an extremely rare and aggressive neoplasm, comprising only 0.4% to
1.6% of all melanomas and 0.5% of all anorectal cancers [1]. It predominantly affects older individuals,
usually in their sixth to eighth decades of life, and is more commonly observed in white females [2].
Malignant melanoma commonly occurs in the anorectum as the third most frequent location, following the
skin and retina. The presentation of AMM is often nonspecific, with symptoms such as pain, bleeding, anal
mass, tenesmus, or constipation. Consequently, the diagnosis is frequently delayed, leading to a poor
prognosis [3]. AMM is frequently misdiagnosed as hemorrhoids, polyps, or colorectal cancer due to its rarity
and atypical symptoms [3]. Surgical resection is the mainstay of treatment for AMM, although the optimal
procedure remains a subject of debate. Both wide local excision (WLE) and abdominal perineal resection
(APR) are viable options [4]. The necessity of regional lymphadenectomy is a topic of debate; however, it is
advised to conduct a sentinel lymph node biopsy for all localized melanomas. There is limited research
conducted on this rare condition, resulting in a scarcity of available data for physicians and researchers.
Timely and accurate diagnosis, followed by multidisciplinary management, plays a crucial role in improving
the quality of life and prognosis of patients affected by AMM [5].

Case Presentation
A 69-year-old male presented to the hospital with complaints of incomplete evacuation of stool and
swelling protruding from the perianal region, which had been occurring intermittently for the past four
months. The patient had a history of passing hard stools and straining but recently developed loose stools
after taking Ayurvedic medication for constipation. Additionally, he reported a history of incontinence for
stool and a significant weight loss of 12 kilograms over three months. The patient had hypertension and no
other comorbidities. There was no history of carcinoma in the family, but the patient was a chronic tobacco
chewer for the last 25 years.

Upon examination, external skin tags were observed at the 6 and 12 o'clock positions, along with a palpable
fissure at the same location. The sphincter tone was lax, and there was no active bleeding. Proctoscopy
revealed a grade 2 prolapsed internal hemorrhoid at the 10 o'clock position. Routine blood investigations
were within normal limits. Further investigation was done by a diagnostic colonoscopy after giving laxatives
for bowel preparation. However, despite the preparation, the patient continued to complain of an inability to
evacuate stool. A colonoscopy could not be performed due to inadequate bowel preparation. While straining
the patient suddenly experienced bright red bleeding per rectum and a mass protruding from the anal verge.
Upon examination, a firm, globular, nontender, irreducible pedunculated mass measuring approximately 6 x
4 cm was found extending from the 2 to 5 o'clock positions (Figure 1).
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FIGURE 1: Protrusion of the anorectal mass
The protruding mass from the anal canal shows black pigmentation.

Contrast-enhanced CT scan of the abdomen and pelvis revealed a large bowel obstruction with significant
dilatation of the ascending, transverse, descending, sigmoid colon, and rectum. The scan also identified a
large, hypodense, oval-shaped eccentric mass along the left lateral wall of the anal canal, which protruded
outside the anal verge. The mass measured 4.7 x 6.1 x 7.8 cm, with thickening of the mesorectal fascia on the
left side. No perirectal lymph nodes were detected in the scan (Figures 2, 3).
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FIGURE 2: Coronal section showing a large bowel obstruction
The black arrow indicates a fully loaded transverse colon
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FIGURE 3: The transverse section shows a mass at the anorectal
junction
The black arrow indicates a mass in the anorectal junction.

Due to dynamic obstruction caused by the protruding mass, the patient was taken up for emergency surgery,
and excision of the rectal mass with mucosal flap closure was performed. A specimen of excision biopsy was
sent for a histopathology examination (Figures 4, 5).
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FIGURE 4: Pedenculated rectal mass below the dentate line
The image indicates a mass raising from the left lateral wall of the anal canal.
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FIGURE 5: Excised specimen of the anorectal mass
The medial surface of the tumor shows black pigmentation.

Histopathological examination of multiple sections from the polypoidal mass revealed neoplastic cells
arranged in sheets and nests. These cells appeared large, pleomorphic, hyperchromatic, and had prominent
nucleoli with eosinophilic cytoplasm. A brownish pigment was noted in cells located below the lining
stratified squamous epithelium. The neoplastic cells infiltrated the muscle layer and abutted the resection
margin. Additionally, the surface of the polypoidal lesion showed areas of hemorrhage and mixed
inflammatory cell infiltration. The histopathology examination of the excised specimen confirmed the
diagnosis of malignant melanoma (Figures 6, 7).
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FIGURE 6: Histopathological examination
The black arrow indicates brown pigment below the stratified squamous epithelium. Neoplastic cells are arranged
in the sheets and nests pattern.
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FIGURE 7: Melan A positive
Melan A is a cytoplasmic stain that detects a melanocyte-specific cytoplasmic protein. This image indicates Melan
A is positive for this tumor.

After confirmation of this rare malignancy, the patient was evaluated for the metastatic state of the disease.
Positron emission tomography-computed tomography (PET-CT) revealed no hypermetabolic activity seen
anywhere in the body except for the anorectal junction. The tumor showed positive immunohistochemistry
(IHC) markers for HMB 45, Melan A, and focal positivity for S100. 

After confirmation of the diagnosis of anorectal melanoma without any metastasis, abdominal perineal
resection was done with permanent colostomy. The patient was started on intravenous chemotherapy with
dacarbazine after four weeks of surgery.

The combination of clinical presentation, histopathology findings, and positive IHC markers helps establish
a definitive diagnosis of anorectal melanoma.

Discussion
Melanocytes, originating from the neural crest or mucocutaneous junctions, play a crucial role in melanin
synthesis and exhibit antioxidant activity in mucosal areas [6-8]. The anal canal is derived from the handout
proximally by the upper limit of the anal transition zone. The anal canal has three zones: colorectal zone,
transitional zone, and squamous zone. Melanocytes can be found in the annual squamous zone, sometimes
in the anal transitional zone, but never in the colorectal zone. Melanocytes migrate via the umbilical-
mesenteric canal and later distribute into specialized cells that undergo malignant transformation [9]. The
malignant transformation of anorectal areas, such as in anorectal melanoma (AM), may be associated with
oxidative stress or immunosuppression in these regions [6]. Alternatively, theories propose that AM, along
with gastrointestinal melanoma, may arise from Schwannian neuroblastic cells of the autonomic intestinal
innervation system or cells of the amine-precursor uptake and decarboxylation (APUD) system of the gut [7].
The APUD system comprises cells derived from the neuroectoderm that migrate during embryogenesis to
form various structures, including the skin [7,10]. These cells are involved in the uptake and production of
biologically active amines [7]. While AM often occurs in patients aged >50 years, the exact etiology and
mechanisms underlying its development require further exploration [6,7].

Early diagnosis of anorectal melanoma (AM) is challenging due to its hidden location and lack of specific
symptoms, leading to delayed diagnosis and poor prognosis [11]. AM is often characterized by large tumoral
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masses (>3-4 cm) and presents with changes in bowel habits, bowel obstruction, rectal bleeding, anal pain,
and rectal tenesmus [12,13]. Clinical examination reveals polypoid, ulcerated, non-pigmented lesions with
an irregular surface, sometimes showing black or brown spots [14]. The amelanotic presentation of AM can
mimic other gastrointestinal diseases, resulting in misdiagnosis [14]. Accurate instrumental investigations,
such as rectal examination, endoscopic ultrasonography, proctosigmoidoscopy, and histological evaluation
with immunohistochemistry (HMB-45, S-100, Melan-A, Vimentin), are crucial for diagnosis [14].
Supplementing colonoscopy with endoscopic ultrasound and MRI aids in assessing tumor infiltration and
staging [6,15]. The lack of standardized diagnostic protocols highlights the need for improved diagnostic
methods to enhance sensitivity and specificity in detecting AM [16]. Metastases occur via lymphatic and
hematogenous routes, and it has been reported that 38% of patients already have metastatic disease at the
time of diagnosis. Lymphatic spread to mesenteric nodes is more common than to inguinal nodes while
lungs, liver, and bones are the most frequent sites of distant metastases [17].

Diagnosing mucosal melanoma can be challenging due to delayed presentation, ulceration, and the absence
of pigmentation. Junctional changes may not be present in ulcerated lesions, making it difficult to
differentiate between primary and metastatic disease [14,18]. The histologic types of AM include epithelioid,
spindle-cell, lymphoma-like, and pleomorphic AM [18]. Immunohistochemical analysis, particularly with
S100, Melan-A, HMB-45, and tyrosinase, is crucial for accurate diagnosis [18]. S100 is highly sensitive but
lacks specificity while Melan-A, HMB-45, and tyrosinase show higher specificity for melanocytic lesions [18].
Pan-cytokeratin is usually negative, but rare cases of melanoma expressing epithelial markers can occur
[18]. Caution is needed to avoid misdiagnosis with poorly differentiated rectal carcinoma [18]. SOX10 is a
nuclear transcription factor that plays an important role in melanocytic cell differentiation. It has been
shown to be a sensitive marker of melanoma. The sensitivity and specificity for SOX10 in the diagnosis of
melanoma are 1.0 and 0.93, respectively [19]. Additionally, numerous studies have revealed the cause of this
cancer as related to various somatic driver mutations, including alterations in KIT-a proto-oncogene
encoding for a transmembrane receptor tyrosine kinase. Although accounting for only 3% of all melanomas,
mutations in c-KIT are mostly derived from acral, mucosal, and chronically sun-damaged melanomas [20]. c-
Kit is positive in about 75% of AMs and can aid in diagnosis [18].

Surgery is the primary treatment for mucosal melanoma (AM), but it does not significantly improve overall
survival. Abdominoperineal resection (APR) does not show survival benefits compared to local excision,
although it may improve disease-free survival for loco-regional control [21,22]. The extent of surgical
excision does not influence long-term outcomes, and local excisions can be recommended for selected cases
to improve quality of life [22]. Although regional lymphadenectomy's role is debated, sentinel lymph node
biopsy is recommended for all localized melanomas. This helps in proper staging [23]. Adjuvant radiotherapy
can be used for local disease control, but lymph node irradiation is controversial due to the risk of
lymphedema [22]. Systemic therapies for AM lack consensus. Traditional chemotherapy, including
dacarbazine and temozolomide, shows limited efficacy with partial responses and short response durations
[23,24]. Combination chemotherapy regimens have not demonstrated significant survival benefits over
single-agent therapy [25]. The MSLT-II study established the current standard of care for patients with stage
III melanoma in favor of sentinel lymph node dissection, followed by sonographic observation for five years.
In addition to surgery, we also offer one year of adjuvant therapy with either a checkpoint inhibitor
or BRAF/MEK-inhibitors (only where the tumor exhibits the BRAF-V600E/K mutation) to patients with high-
risk stage III and completely resected stage IV melanoma [26]. Targeted therapies, specifically tyrosine
kinase inhibitors (TKIs) for c-Kit mutations, have shown effectiveness, including imatinib and sorafenib
[27,28]. Immune checkpoint inhibitors like ipilimumab, nivolumab, and pembrolizumab have shown promise
in AM treatment [29,30]. Combination therapies involving chemotherapy, targeted therapy, and immune
checkpoint inhibitors are important options for AM patients [9,30].

Conclusions
Anorectal melanoma (AM) is a rare and aggressive neoplasm with nonspecific symptoms, often leading to
delayed diagnosis and poor prognosis. An accurate diagnosis of AM requires a combination of clinical
examination, histopathological examination, and immunohistochemistry analysis using markers such as
HMB 45, Melan A, and S100. Surgical resection is the mainstay of treatment, with the optimal procedure still
under debate. Adjuvant radiotherapy and systemic therapies, including chemotherapy, targeted therapy, and
immune checkpoint inhibitors, may be considered in advanced cases. Prompt diagnosis and
multidisciplinary management are crucial in improving outcomes for patients with anorectal melanoma.

Here, we presented a rare case of anorectal melanoma that was treated with surgical excision followed by
chemotherapy. This case underscores the importance of considering anorectal melanoma in patients
presenting with atypical anorectal symptoms, despite its rarity. Early recognition and intervention,
supported by appropriate imaging modalities, are critical for optimizing patient outcomes in such cases.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services

2024 Dnyanmote et al. Cureus 16(3): e56128. DOI 10.7759/cureus.56128 9 of 11

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Weyandt GH, Eggert AO, Houf M, Raulf F, Bröcker EB, Becker JC: Anorectal melanoma: surgical

management guidelines according to tumour thickness. Br J Cancer. 2003, 89:2019-22.
10.1038/sj.bjc.6601409

2. 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, 83:1664-78. 10.1002/(sici)1097-
0142(19981015)83:8<1664::aid-cncr23>3.0.co;2-g

3. Thibault C, Sagar P, Nivatvongs S, Ilstrup DM, Wolff BG: Anorectal melanoma--an incurable disease? . Dis
Colon Rectum. 1997, 40:661-8. 10.1007/BF02140894

4. Schaefer T, Satzger I, Gutzmer R: Clinics, prognosis and new therapeutic options in patients with mucosal
melanoma. A retrospective analysis of 75 patients. Medicine (Baltimore). 2017, 96:5753.
10.1097/MD.0000000000005753

5. Jensen C, Kin C: Black is the new black: prolapsing primary anorectal melanoma . Dig Dis Sci. 2017, 62:2991-
3. 10.1007/s10620-017-4527-9

6. Bharti K, Nguyen MT, Skuntz S, Bertuzzi S, Arnheiter H: The other pigment cell: specification and
development of the pigmented epithelium of the vertebrate eye. Pigment Cell Res. 2006, 19:380-94.
10.1111/j.1600-0749.2006.00318.x

7. Zecca L, Zucca FA, Wilms H, Sulzer D: Neuromelanin of the substantia nigra: a neuronal black hole with
protective and toxic characteristics. Trends Neurosci. 2003, 26:578-80. 10.1016/j.tins.2003.08.009

8. Postow MA, Hamid O, Carvajal RD: Mucosal melanoma: pathogenesis, clinical behavior, and management .
Curr Oncol Rep. 2012, 14:441-8. 10.1007/s11912-012-0244-x

9. Malaguarnera G, Madeddu R, Catania VE, et al.: Anorectal mucosal melanoma . Oncotarget. 2018, 9:8785-
800. 10.18632/oncotarget.23835

10. Heppt MV, Roesch A, Weide B, et al.: Prognostic factors and treatment outcomes in 444 patients with
mucosal melanoma. Eur J Cancer. 2017, 81:36-44. 10.1016/j.ejca.2017.05.014

11. McBrearty A, Porter D, McCallion K: Anal melanoma: a general surgical experience. J Clin Case Rep. 2015,
5:493.

12. van Schaik PM, Ernst MF, Meijer HA, Bosscha K: Melanoma of the rectum: a rare entity . World J
Gastroenterol. 2008, 10:1633-5. 10.3748/wjg.14.1633

13. Khan M, Bucher N, Elhassan A, Barbaryan A, Ali AM, Hussain N, Mirrakhimov AE: Primary anorectal
melanoma. Case Rep Oncol. 2014, 13:164-70. 10.1159/000360814

14. Parra RS, Almeida AL, Badiale GB, Moraes MM, Rocha JJ, Féres O: Melanoma of the anal canal . Clinics (Sao
Paulo). 2010, 65:1063-5. 10.1590/s1807-59322010001000026

15. Mihajlovic M, Vlajkovic S, Jovanovic P, Stefanovic V: Primary mucosal melanomas: a comprehensive review .
Int J Clin Exp Pathol. 2012, 5:739-53.

16. Chute DJ, Cousar JB, Mills SE: Anorectal malignant melanoma: morphologic and immunohistochemical
features. Am J Clin Pathol. 2006, 126:93-100. 10.1309/DVWL-TV8F-FKC3-L80H

17. Stoidis CN, Spyropoulos BG, Misiakos EP, Fountzilas CK, Paraskeva PP, Fotiadis CI: Diffuse anorectal
melanoma; review of the current diagnostic and treatment aspects based on a case report. World J Surg
Oncol. 2009, 7:64. 10.1186/1477-7819-7-64

18. Singer M, Mutch MG: Anal melanoma. Clin Colon Rectal Surg. 2006, 19:78-87. 10.1055/s-2006-942348
19. Mohamed A, Gonzalez RS, Lawson D, et al.: SOX10 expression in malignant melanoma, carcinoma, and

normal tissues. Appl Immunohistochem Mol Morphol. 2013, 21:506-10. 10.1097/PAI.0b013e318279bc0a
20. Pham DDM, Guhan S, Tsao H: KIT and melanoma: biological insights and clinical implications . Yonsei Med

J. 2020, 61:562-71. 10.3349/ymj.2020.61.7.562
21. Falch C, Mueller S, Kirschniak A, Braun M, Koenigsrainer A, Klumpp B: Anorectal malignant melanoma:

curative abdominoperineal resection: patient selection with 18F-FDG-PET/CT. World J Surg Oncol. 2016,
15:185-10. 10.1186/s12957-016-0938-x

22. Row D, Weiser MR: Anorectal melanoma. Clin Colon Rectal Surg. 2009, 22:120-6. 10.1055/s-0029-1223844
23. Crosby T, Fish R, Coles B, Mason MD: Systemic treatments for metastatic cutaneous melanoma . Cochrane

Database Syst Rev. 2000, CD001215. 10.1002/14651858.CD001215
24. Chapman PB, Einhorn LH, Meyers ML, et al.: Phase III multicenter randomized trial of the Dartmouth

regimen versus dacarbazine in patients with metastatic melanoma. J Clin Oncol. 1999, 17:2745-51.
10.1200/JCO.1999.17.9.2745

25. Mangla A: Dissecting the need for adjuvant therapy in patients with early-stage melanoma with
micrometastases. J Clin Oncol. 2023, 41:1324-5. 10.1200/JCO.22.01903

26. Khalil DN, Carvajal RD: Treatments for noncutaneous melanoma . Hematol Oncol Clin North Am. 2014,
28:507-21. 10.1016/j.hoc.2014.02.006

27. Tan J: Perianal melanoma with a BRAF gene mutation in a young Portuguese Roma native . BMJ Case Rep.
2016, 15:2015212772. 10.1136/bcr-2015-212772

28. Knowles J, Lynch AC, Warrier SK, Henderson M, Heriot AG: A case series of anal melanoma including the
results of treatment with imatinib in selected patients. Colorectal Dis. 2016, 18:877-82. 10.1111/codi.13209

29. Tokuhara K, Nakatani K, Tanimura H, Yoshioka K, Kiyohara T, Kon M: A first reported case of metastatic
anorectal amelanotic melanoma with a marked response to anti-PD-1 antibody nivolumab: a case report. Int
J Surg Case Rep. 2017, 31:188-92. 10.1016/j.ijscr.2017.01.028

30. Robert C, Long GV, Brady B, et al.: Nivolumab in previously untreated melanoma without BRAF mutation . N

2024 Dnyanmote et al. Cureus 16(3): e56128. DOI 10.7759/cureus.56128 10 of 11

https://dx.doi.org/10.1038/sj.bjc.6601409
https://dx.doi.org/10.1038/sj.bjc.6601409
https://dx.doi.org/10.1002/(sici)1097-0142(19981015)83:8<1664::aid-cncr23>3.0.co;2-g
https://dx.doi.org/10.1002/(sici)1097-0142(19981015)83:8<1664::aid-cncr23>3.0.co;2-g
https://dx.doi.org/10.1007/BF02140894
https://dx.doi.org/10.1007/BF02140894
https://dx.doi.org/10.1097/MD.0000000000005753
https://dx.doi.org/10.1097/MD.0000000000005753
https://dx.doi.org/10.1007/s10620-017-4527-9
https://dx.doi.org/10.1007/s10620-017-4527-9
https://dx.doi.org/10.1111/j.1600-0749.2006.00318.x
https://dx.doi.org/10.1111/j.1600-0749.2006.00318.x
https://dx.doi.org/10.1016/j.tins.2003.08.009
https://dx.doi.org/10.1016/j.tins.2003.08.009
https://dx.doi.org/10.1007/s11912-012-0244-x
https://dx.doi.org/10.1007/s11912-012-0244-x
https://dx.doi.org/10.18632/oncotarget.23835
https://dx.doi.org/10.18632/oncotarget.23835
https://dx.doi.org/10.1016/j.ejca.2017.05.014
https://dx.doi.org/10.1016/j.ejca.2017.05.014
https://www.hilarispublisher.com/open-access/anal-melanoma-a-general-surgical-experience-2165-7920.1000493.pdf
https://dx.doi.org/10.3748/wjg.14.1633
https://dx.doi.org/10.3748/wjg.14.1633
https://dx.doi.org/10.1159/000360814
https://dx.doi.org/10.1159/000360814
https://dx.doi.org/10.1590/s1807-59322010001000026
https://dx.doi.org/10.1590/s1807-59322010001000026
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3466987/
https://dx.doi.org/10.1309/DVWL-TV8F-FKC3-L80H
https://dx.doi.org/10.1309/DVWL-TV8F-FKC3-L80H
https://dx.doi.org/10.1186/1477-7819-7-64
https://dx.doi.org/10.1186/1477-7819-7-64
https://dx.doi.org/10.1055/s-2006-942348
https://dx.doi.org/10.1055/s-2006-942348
https://dx.doi.org/10.1097/PAI.0b013e318279bc0a
https://dx.doi.org/10.1097/PAI.0b013e318279bc0a
https://dx.doi.org/10.3349/ymj.2020.61.7.562
https://dx.doi.org/10.3349/ymj.2020.61.7.562
https://dx.doi.org/10.1186/s12957-016-0938-x
https://dx.doi.org/10.1186/s12957-016-0938-x
https://dx.doi.org/10.1055/s-0029-1223844
https://dx.doi.org/10.1055/s-0029-1223844
https://dx.doi.org/10.1002/14651858.CD001215
https://dx.doi.org/10.1002/14651858.CD001215
https://dx.doi.org/10.1200/JCO.1999.17.9.2745
https://dx.doi.org/10.1200/JCO.1999.17.9.2745
https://dx.doi.org/10.1200/JCO.22.01903
https://dx.doi.org/10.1200/JCO.22.01903
https://dx.doi.org/10.1016/j.hoc.2014.02.006
https://dx.doi.org/10.1016/j.hoc.2014.02.006
https://dx.doi.org/10.1136/bcr-2015-212772
https://dx.doi.org/10.1136/bcr-2015-212772
https://dx.doi.org/10.1111/codi.13209
https://dx.doi.org/10.1111/codi.13209
https://dx.doi.org/10.1016/j.ijscr.2017.01.028
https://dx.doi.org/10.1016/j.ijscr.2017.01.028
https://dx.doi.org/10.1056/NEJMoa1412082


Engl J Med. 2015, 372:320-30. 10.1056/NEJMoa1412082

2024 Dnyanmote et al. Cureus 16(3): e56128. DOI 10.7759/cureus.56128 11 of 11

https://dx.doi.org/10.1056/NEJMoa1412082

	Anorectal Melanoma: A Rare Cause of Large Bowel Obstruction
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Protrusion of the anorectal mass
	FIGURE 2: Coronal section showing a large bowel obstruction
	FIGURE 3: The transverse section shows a mass at the anorectal junction
	FIGURE 4: Pedenculated rectal mass below the dentate line
	FIGURE 5: Excised specimen of the anorectal mass
	FIGURE 6: Histopathological examination
	FIGURE 7: Melan A positive

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


