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Anal melanoma is a rare melanocytic malignancy, which roughly comprises 2% of  all anorectal 
malignancies.1 2 The anal area is the most common site for primary gastrointestinal 
melanomas.2 Patients with anal melanomas commonly complain of  bleeding, anal pain and 
mass, tenesmus, and changes in bowel habits. In cases with metastases, symptoms such as 
weight loss, anemia, fatigue and bowel obstruction could be present.2 Risk factors of  anal 
melanoma include old age, multiple sexual partners, anal sex, smoking, history of  other 
malignancies (i.e., cervical, vulvar, or vaginal cancer), activation of  the receptor tyrosine kinase 
c-Kit, and family history of  malignancies.3 4 The diagnosis of  anal melanoma is established 
through biopsy—usually done with colonoscopy—and immunological staining.5 HMB-45 is 
the immunological stain commonly used for the detection of  both primary and metastatic 
melanomas.6 Endoscopic ultrasonography also helps to characterize lesions and assess the 
depth of  infiltration.7

Surgery remains to be the cornerstone of  the management of  anal melanomas.8 Because 
of  the rarity of  the malignancy, there is no consensus on the better surgical approach, which 
could either be abdominoperineal resection (APR) or wide local excision (WLE), with or 
without adjuvant radiotherapy.9 Currently, it is unclear whether patients who undergo APR—
rather than WLE—will have better prognosis.1 Chemotherapy or radiotherapy can be used for 
advanced disease.1 The prognosis of  anal melanomas remains poor, with less than 20% 
survival rate among patients with the condition five years after diagnosis.1 10 11

Papillary thyroid carcinoma (PTC) is the most common thyroid cancer which accounts for 
80-85% of  all thyroid cancer cases.12-14 A risk factor for PTC is exposure to low or moderate 
doses of  ionizing radiation.15 16 Fine needle aspiration biopsy (FNAB) is highly accurate in 
diagnosing PTC—with a sensitivity of  nearly 80% and a specificity of  nearly 100%17—and is 
more efficient when guided by ultrasound.13 PTC is easily treatable and is associated with a 
good prognosis.12 15 Lobectomy is considered an option for patients with unifocal tumors not 
greater than 4 cm in size and with no extra-thyroidal extensions or metastases to surrounding 
lymph nodes.18 For patients with tumors greater than 4 cm or with gross extra-thyroidal 
extensions or lymph node metastases, near total or total thyroidectomy and gross removal of  
all primary tumors is considered.12 Radioactive iodine therapy and lifelong thyroid hormone 
therapy usually follows thyroidectomy.19 20

Multiple primary malignancies (MPM) may involve a single anatomical organ or multiple 
separate organs.21 22 According to the International Agency for Research on Cancer, MPMs 
arising in different sites, are divided into: synchronous cancers, which occur at the same time 
or within six months of  the first primary cancer; and metachronous cancers, which occur in 
sequence and greater than six months apart.23 24 Patients with first primary thyroid cancers 
have a 30% increased risk of  developing a second primary cancer.25 26 Early diagnosis of  a 
second malignancy and its immediate management improve the patients’ prognosis.27

We report the case of  a 72-year-old female who came in due to a 7-month history of  
bleeding from a huge anal mass, with a 4-year history of  an untreated anterior neck mass on 
the background. We successfully resected the anal mass, but the patient never consented to a 
definitive treatment for the neck mass.

A 72-year-old female was admitted to our service (General Surgery) due to rectal bleeding. 
The bleeding started seven months prior to admission. A consultation with a physician in 
another hospital established a mass, about 2 x 2 cm in size, on the anal area to be the cause of  
the bleeding. The histopathology of  an incision biopsy done on the mass reported stratified 
squamous epithelium overlying densely packed atypical cells with round to ovoid 
hyperchromatic and prominent nuclei and scanty to moderate amounts of  cytoplasm, and 
some atypical cells around vascular channels—findings, which are consistent with malignant 
round cell tumor. An immunohistochemical analysis performed on the specimen revealed the 
presence of  HMB-45 antibody, supporting the diagnosis of  malignant melanoma. The patient 
was advised further work-up and eventual surgery. The patient decided not to pursue the 



Figure 1 Coronal (A, C) and axial (B) views of contrast CT scan of the whole abdomen. A fairly-defined, heterogeneously-enhancing, fungating mass, 
measuring 5.40 x 3.14 x 5.81 cm, is seen in the anal region, infiltrating the puborectalis muscle, anal sphincter and perineal muscles (A: yellow ring). A 
second, well-defined, lobulated, enhancing, hypodense mass measuring 5.29 x 4.58 x 4.33 cm is also noted at the right inguinal area (B, C: red ring). A 6 x 7 
x 6 cm black, fungating, pedunculated, non-tender mass located within the anal orifice.

Figure 2 Contrast chest CT scan showing a fairly-defined, heterogeneously-enhancing lesion (4.41 x 5.31 x 3.89 cm) with internal coarse calcifications 
seen in the left thyroid lobe (A: blue ring). Soft tissue extension from the thyroid gland into the trachea causes narrowing of the airway at the level of T1 (B: 
red arrow). The mass also deviates the trachea to the right (A: green arrow). The right thyroid lobe contains multiple subcentimeter, hypodense, non-
enhancing, non-calcified lesions (A: yellow ring).
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Figure 3 BA 3 x 3 cm firm, anterior neck mass that moves with deglutition.

Figure 4 A 6 x 7 x 6 cm black, fungating, 
pedunculated, non-tender mass located within the 
anal orifice.

Figure 5 Postoperative view of the patient’s 
anal orifice after excision of the anal and inguinal 
masses, with exposure of the base of the 
pedunculated anal mass at posterolateral right 
aspect of the anal canal.

Figure 6 Gross image of the anal lesion after 
excision. The fleshy black polypoid mass 
measures 5 x 4 x 3 cm.



treatment plan because she was able to tolerate the anal mass, which was initially painless and 
would only bleed intermittently in scant amounts. However, the mass grew gradually in size 
and, over a few months, the patient noted progressing discomfort when sitting or defecating.

A month prior to this admission, she went back to her first physician because the bleeding 
episodes had become more frequent, and the anal mass already measured around 6 x 7 x 6 cm 
by this time. The patient decided to pursue treatment in our hospital. A colonoscopy was 
done, which demonstrated that the base of  the pedunculated anal mass was located at the 
right posterolateral aspect of  the anal canal, extending from the anal verge and reaching up to 
the dentate line, with a base measuring 2 cm in diameter. No masses or other lesions were 
found from the cecum down to the rectum. A CT scan of  the whole abdomen with contrast 
showed a fairly defined heterogeneously enhancing mass, measuring 5.40 x 3.14 x 5.81 cm in 
size and infiltrating the puborectalis muscle, anal sphincter and perineal muscles. A second, 
well-defined, lobulated, enhancing, hypodense mass measuring 5.29 x 4.58 x 4.33 cm in size 
was also noted at the right inguinal area. (Figure 1) The characteristics of  both masses were 
consistent with an anal malignancy with perianal muscle infiltration and inguinal lymph node 
metastasis.

The patient also had a 4-year history of  palpable anterior neck mass with no associated 
symptoms. Two years after the onset of  the neck mass, the patient started to have voice 
hoarseness, which prompted her to seek consultation at our institution’s ENT Department. A 
contrast neck CT scan done revealed a probably malignant left thyroid mass, multiple thyroid 
cysts on the right lobe, and a calcified mediastinal node. The results of  the FNAB done two 
years before admission revealed that the mass was a colloid nodular goiter. She was prescribed 
levothyroxine 25 mcg daily, which she took with good compliance. The patient was advised 
thyroidectomy, but she refused to go through the procedure. A contrast chest CT scan done 
prior to this admission showed that the thyroid mass now extended to the trachea, causing a 
partial airway obstruction. (Figure 2)

The patient had been hypertensive for more than 10 years and had been taking losartan 
100 mg daily, with good compliance to treatment. She was diagnosed to have bronchial 
asthma four years prior to admission and had been taking salbutamol nebulizations as needed 
during asthma exacerbations. She didn’t smoke cigarettes nor drink alcoholic beverages, and 
she had no family history of  cancer.

The patient mainly consented to be admitted because of  the bleeding from the anal mass, 
but she agreed to submit to further work up for both the anal mass and the anterior neck 
mass upon admission. On physical examination during admission, the patient was awake, 
coherent, and not in mild respiratory distress. No cervical, clavicular and axillary 
lymphadenopathies could be palpated. There was a 3 x 3 x 1 cm firm, non-tender anterolateral 
neck mass, which moves with deglutition. (Figure 3) Breath sounds were clear. The abdomen 
was soft, non-tender, without any palpable mass. However, there was a palpable right inguinal 
mass, which was firm and fixed, measuring 5 x 4 x 4 cm in size, with no associated skin 
discoloration. There was good anal sphincter tone on digital rectal examination. A black, 
pedunculated mass, measuring 6 x 7 x 6 cm in size, and attached to the right anal margin could 
be observed. (Figure 4)

On admission, the ENT service assessed the patient as having an impending airway 
compromise secondary to a probably malignant multinodular goiter, and a paralyzed left vocal 
cord. Prophylactic tracheostomy was suggested to relieve the patient’s dyspnea. The thyroid 
panel results showed normal TSH (2.06 mIU/L), normal total T4 (109.67 nmol/L), and 
slightly decreased total T3 (0.94 nmol/L) levels. The chest radiograph showed unremarkable 
pulmonary findings and a calcified left cervical mass, which points to the thyroid mass 
previously mentioned. The General Surgery service performed a FNAB of  the anterior neck 
mass, and the cytologic features of  the aspirate were consistent with the Category V Bethesda 
Classification, suspicious for papillary thyroid carcinoma. A total thyroidectomy was again 
advised, but the patient refused. As a result, no further plans were pursued for the anterior 
neck mass and we proceeded with the management of  the patient’s anal mass.

Hemoglobin count on admission showed anemia (83 g/L), hence, the patient was 
transfused with 3 units of  packed RBC prior to her contemplated surgery. An endorectal 
ultrasound done during admission revealed the presence of  a 4.6 x 3.8 mm perirectal lymph 
node in the posterolateral aspect, making the tumor a stage II anal melanoma.
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At this point, the therapeutic plan was to do a wide excision of  the anal mass and an 
excision biopsy of  the palpable right inguinal mass. The patient was placed in lithotomy 
position and the anal mass was retracted laterally to expose its base on the anal canal. On 
digital rectal examination, the fungating mass was noted at the right posterolateral position of  
the anus, involving the anal sphincter. An incision was made around the base of  the mass, 
approximately 1-2 cm deep into the puborectalis muscle. The mass was excised entirely, with 
grossly no visible part of  the mass left on the surgical site. A 3-cm transverse incision was 
made over the right inguinal area above the palpable inguinal mass. Blunt dissection was done 
to remove the clumped inguinal lymph nodes. We sent both the anal mass and the inguinal 
mass for histopathologic examination.

Grossly, the excised anal lesion showed a tan to red polypoid mass, measuring 5 x 4 x 3 cm 
in size, (Figure 5) while the inguinal lesion showed three lymph nodes, each measuring 0.6 cm 
in diameter. Histological examination showed solid and diffuse atypical cells invading the 
surrounding fibrous stroma. The individual cells exhibit round to oval, deeply basophilic 
nuclei and abundant clear eosinophilic cytoplasm. All margins of  resection as well as the three 
dissected lymph nodes isolated from the right inguinal region were positive for tumor cells. 
The histological findings confirmed the diagnosis of  anal malignant melanoma, with right 
inguinal lymph node metastasis.

Our final diagnoses on the patient’s conditions upon discharge were: anal melanoma, Stage 
IIIB (T3N3M0); and, papillary thyroid carcinoma, Stage III (T4aN1M0).

The patient had an unremarkable course postoperatively and was discharged four days 
after the excision of  the anal mass. Ten days after the surgery, we noted good healing in the 
surgical site with no bleeding. A month after the surgery, the patient reported to have been 
able to sit, defecate, and perform other activities of  daily living without difficulty. Four 
months after the surgery, the patient reported minimal bleeding near the surgical site, and we 
noted another hyperpigmented nodular lesion measuring 1 x 1 cm in size on the anal verge. 
The patient did not report any symptoms referable to the anterior neck mass, but she pointed 
out a new-onset, 2 x 2- cm, palpable, firm, and movable breast mass located at the upper inner 
quadrant of  her right breast. We could not palpate any axillary or clavicular nodes on 
examination. We apprised the patient of  the poor prognosis of  her recurrent anal mass and 
the possibility of  having more metastases to the other parts of  her body. We also told her 
about the possibility of  a second excision procedure in the near future if  intractable bleeding 
from the new-onset anal mass ensues. She was then lost to follow up. Six months after her last 
follow up, her family informed us about her death at home.
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