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Abstract

Anorectal melanomas are very rare malignancies accounting for less than 1%
of all the anorectal malignant tumors. There has been paradigm shift in the
surgical management of these rare tumors over last decade from the more
extensive abdominoperineal resection (APER) to the wide local excision (WLE).
Non inferiority in survival, lower perioperative morbidity and better quality of life
have been the factors contributing to faster adoption of WLE over APER. However
local recurrence rate is significantly higher with WLE alone. The role of RT has not
been well defined in anorectal melanoma. Hence there is a need for an alternative
surgical procedure which may have lower recurrence rate while not compromising
the quality of life of the patients. We are reporting laparoscopic intersphincteric
resection for a case of anal melanoma which has all the advantages of the WLE
and in addition, offers the advantage of wider margin as well as nodal clearance.

Keywords: Anorectal melanoma; Intersphincteric resection; Laparoscopic surgery

Manish Bhandare',
Munita Bal? and
Avinash P Saklani’

1 Department of Surgical Oncology, Tata
Memorial Centre, Mumbai, India

2 Department of Pathology, Tata Memorial
Centre, Mumbai, India

Corresponding author:
Avinash P. Saklani, MS, FRCS

[=] asaklani@hotmail.com

Department of Surgical Oncology, Tata
Memorial Centre, Ernest Borges Road,
Mumbai 400012, Maharashtra, India.

Tel: +91-9969506719

Received: December 07, 2015; Accepted: January 09, 2016; Published: January 15,

2016

Introduction

Anorectal melanomas (ARM) are rare malignancies accounting
for 0.4-0.6% of all melanoma cases and 1% of anorectal malignant
tumors [1,2]. Surgery remains the gold standard treatment since
melanoma are resistant to chemotherapy as well as radiotherapy.
Conventionally two forms of surgical treatment are applicable
for ARM—Abdominoperineal resection (APER) and wide local
excision (WLE) [3]. Though WLE has been adopted as a safe
alternative based on retrospective series, inabilities to dissect
the mesorectal nodes as well as higher local recurrence are
definite concerns with this procedure. We are describing a case
of anorectal melanoma with involved mesorectal nodes treated
by laparoscopic intersphincteric resection.

Methods

A 54 year old gentleman with history of perianal pain was found to
have a solitary rectal polyp on rectal examination and underwent
polypectomy at a peripheral hospital. Histopathological
examination revealed malignant melanoma (Figure 1a) and
hence he was referred to our centre. On presentation, there was
an irregularity along the left lateral wall of rectum about 3 cm
above the anal verge. Colonoscopy confirmed absence of any
mucosal lesion. Contrast enhanced computed tomography (CECT)
abdomen and pelvis revealed only distal rectal thickening and a
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peri rectal node of size 1.5 x 1.2 cm (Figure 1b). As the patient
was very keen on conservation, laparoscopic intersphincteric
resection was performed after explaining all the pros and cons
of the procedure in detail. His intra and postoperative course
was uneventful. Histopathological examination of the specimen
revealed no residual lesion in rectum, with two of the nine
nodes involved with perinodal extension. Patient was kept under
observation. At 2 years follow up, patient is disease free with
good bowel function (Figure 1c).

Discussion

ARM is an aggressive malignancy with dismal prognosis with an
estimated five-year overall survival of 20-22% and a disease-
free survival of 16-17% [4,5]. Surgery remains the mainstay
of treatment since ARM does not respond to other forms of
therapy. Surgical management of ARM is highly debated. There
are generally two standard surgical approaches APER or WLE.
Conventionally APER was the preferred surgical approach for
these rare malignancies [3]. However a couple of studies in the
late 1990s demonstrated equivalent survival rate and significantly
lower perioperative morbidity with WLE in comparison with
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APER [3,6]. In addition lymph node status has not been linked
to survival in ARM unlike in cutaneous melanoma. It has been
observed that in majority of the patients of ARM, mortality occurs
due to the development of distant metastasis. Also APER leads to
permanent stoma and hence significantly poor quality of life. All
these factors lead to the suggestion that WLE should be the initial
procedure for ARM [7].

However Nilsson et al found that completeness of resection was
the single most important prognostic factor with 5-year overall
survival of 19% for patients with an RO resection as opposed
to 6% for patients with R+ resections [8]. They also noted that,
APER was significantly more likely to achieve an RO resection
(76%) compared to a WLE (26%). Even the studies that showed
non inferior survival with WLE did find significantly higher local
recurrence with WLE compared to APER [3,7]. Local recurrence
rates as high as 65% have been documented in literature with
WLE alone [9]. It has been observed that lymph nodes are
involved in 60% of patients of ARM at presentation [10]. Danielle
et al observed that patients with ARM who underwent WLE more
frequently recurred in the mesorectal nodes compared to those
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who underwent WLE [11]. Though sentinel lymph node mapping
has been reported in short case series, none of these are large
enough to draw firm conclusions on the effect of such mapping
on recurrence or survival [12].

In view of these findings, laparoscopic intersphincteric resection
may be a good alternative in these cases. Like APER, it can
result in wider margins, comprehensive lymph node clearance,
an improved RO resection and hence probably lower local
recurrence rate. Like WLE, it can avoid a permanent stoma, lower
perioperative morbidity and hence superior quality of life. We
have previously published the steps of the procedure and the
short term results in cases of rectal adenocarcinoma and have
found acceptable perioperative morbidity with laparoscopic
intersphincteric resection [13].

Conclusion

Laparoscopic intersphincteric resection may provide a viable
alternative to APER as well as WLE in the management of ARM.
Larger studies adopting intersphincteric resection for cases of
anorectal melanoma are needed to draw firm conclusions.

malignant melanoma.

Figure 1 a) Histopathology of the tumor revealing cells containing intracytoplasmic melanin pigment (H&E, X 400 x) suggestive of

b) CECT pelvis demonstrating a peri rectal node of size 1.5 x 1.2 cm (White arrow).
c) PET CT done at 2 year follow up revealing normal study with no disease recurrence.
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