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Abstract
Implantation metastasis from colorectal cancer into haemorroidectomy wound
is very rare. The management of this condition remains controversial. We
report a case of 68-year-old man with perianal soft tissue lesion biopsied and
histopathology revealed an adenocarcinoma. Further investigation by colonoscopy and computed tomography scan revealed rectal adenocarcinoma.
Pathological examination confirmed that this lesion was a distant metastasis
from rectal cancer. The case was discussed at the multidisplinary meeting
and the patient was advised to undergo long course neoadjuvant chemoradiotherapy followed by anterior resection and local excision of perianal metastasis. This case will be treated with long course neoadjuvannt chemoradiotherapy and after six weeks from treatment completion the plan is to perform
sphincter sparing anterior resection and local excision of perianal implanted
tumor.
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1. Introduction
Rectal cancer implantation into post hemorrhoidectomy wound is a very rare
type of distant metastasis. It accounts for less than 1% of all cases of colorectal
metastasis. In 1954, Guiss reported the first case of rectal cancer metastasis to an
anal fistula [1].
Though many case reports have described implantation of tumor cells in perianal fistulae [2]-[13], only very a few papers have reported implantation in
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hemorrhoidectomy wound [4] [13]-[17].
These lesions are commonly mistaken as benign perianal abscesses or fistulae
[14]. The pathogenesis of this type of distant metastasis remains unknown. The
presence of a breach in skin at the site of fissure, fistula or hemorrhoidectomy
wound may explain how exfoliated tumor cells implant into these abnormal
areas, but this would not explain how tumor cells would implant on intact hemorrhoidal skin tags [18].
Iatrogenic tumor implantation may result from various medical procedures
used during diagnosis or treatment of a malignancy [19]. The main clinical feature of the condition is a nodule at the operation’s incision site. Diagnosis requires high index of suspicion and should warrant biopsy and pathological examination.
The treatment option was either neoadjuvant chemoradiotherapy followed by
both low anterior resection and local excision of perianal metastasis or abdominoperineal resection.
The aim of this report is to present a rare case of a missed rectal adenocarcinoma presenting as an implanted tumor in haemorrhoidectomy scar and discuss
controversies in managing this rare presentation.

2. Case Report
A 68-year-old male, who is known to have Diabetes Mellitus and Chronic obstructive pulmonary disease, presented to another hospital with history of rectal
bleeding of six months duration. A diagnosis of grade II hemorrhoids made and
he had Mulligan Morgan hemorrhoidectomy. A few months later, he developed
a perianal fleshy lesion at 7 O’clock hemorrhoidectomy scar site. The lesion
treated as granulation tissue and debridement performed on two occasions but
this lesion progressively increased in size (Figure 1).
This patient was referred to our colorectal service at Benghazi Medical Centre
complaining of per rectal bleeding and tenesmus one year after hemorrhoidectomy. Clinical examination was unremarkable apart from nodular perianal
mass (Figure 1). There was no palpable mass on digital rectal examination. No
groin lymph nodes could be felt on examination. He underwent a lower GI endoscopy, which revealed annular tumor at 10 cm from the anal verge (Figure 2).
The tumor looked similar in appearance to the perianal lesion. Biopsies taken
from this tumor showed intramucosal well to moderately differentiated adenocarcinoma of rectum (Figure 3(a) and Figure 3(b)).
Biopsies were also taken from the perianal lesion and pathological examination showed colonic mucosa with invasion of malignant tumor cells similar in
appearance to the histology slide seen in the rectal tumor specimen. Immunohistochemistry of CK7 and CK 20 were not available at our laboratory.
A complete staging work-up found no other evidence of distant metastatic
spread.
MRI of pelvis showed large iso to high intense mass measuring 6.0 cm (CC
plane) × 4.5 cm (AP plane) with irregular outline noted at upper rectum, about 9
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cm from anal verge. The mass causes nearly complete obstruction of rectal lumen and presented with few internal low intense dots (represent vascular channels) (Figure 4(a) and Figure 4(b)—blue arrows). The mass invades the
muscularis propria muscle from all around and comes in contact with mesorectal fascia. Another well-defined round like-mass slightly high intense to muscle
measures 3.5 cm in diameter projecting out of anal verge (Figure 4(b)—red arrow). Enlarged lymph nodes of 5 mm diameter or less noted within mesorectal
fascia at 7th and 8th O’clock and of 1 mm from mesorectal fascia (not shown).
Single LN noted at para-mesorectal fascia (Figure 5(b)) and one enlarged LN
along the internal iliac artery. There was no evidence of invasion to urinary
bladder or seminal vesicle.

Figure 1. Perianal lesion (rectal metastasis).

Figure 2. Endoscopic image of rectal tumour.

(a)

(b)

Figure 3. Low-power microscopic Sections showing moderately differentiated,
Adenocarcinoma of the rectal mucosa (H & E × 40 xs).
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(a)

(b)

Figure 4. T2WI sagittal plane showing fungating mass at upper rectum and extends to mid-rectum (blue arrows). Slightly high intense mass (perianal metastasis) distal to anal verge (high protein content) (red arrow).

(a)

(b)

Figure 5. T2WI axial plane of pelvis showed well-defined irregular outline mass
in the rectum with invasion beyond muscularis propria and abutting the mesorectal fascia (Figure 2(a)—large blue arrows), Single enlarged LN at para-mesorectal
fascia (Figure 5(b)—red arrow).

Tumor marker Carci-noembryonic antigen (CEA) was 9.35 ng/dl.
This case discussed at MDT meeting in Benghazi Medical Centre and the patient advised to have long-course neoadjuvant chemoradiotherapy, then restaging CT TAP and MRI followed either by total mesorectal excision and local
metastatectomy or extra elevator abdominoperineal resection.
After discussion with the patient and obtaining informed consent, he commenced long course chemoradiotherapy.
He also decided to have total mesorectal excision and local excision of perianal implant six weeks after completing his chemoradiothereapy.

3. Discussion
Colorectal cancer cells are able to metastasize distally and implant into perianal
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skin. Most case reports on this problem indicate a breach in the surface barrier
[19]. Various pathological and iatrogenic factors predispose to the occurrence of
metastatic perianal disease. Some of these factors are preventable. As in our case,
careful evaluation including history and endoscopy would have obviated the
need for hemorrhoidectomy in the presence of rectal tumor.
The natural history of this distant metastasis is not known, but some authors
reported cases that are still alive over 16 years after excision of perianal skin metastasis [20]. This may show that this type of metastasis is just a drop metastasis
and may not have the potential to spread further and hence would not need radical surgery.
There is no specific recommendation for the management of colorectal cancer
implantation metastases to perianal region, however, the main goals of treatment remain the same. Although the cure of cancer is the main goal, quality of
life after surgery is an important issue to address as most patients prefer sphincter-saving surgery.
Some authors report to have performed APR [4] [11] [14] [18] [21] [22] while
others have chosen local resection [2] [19] [23] [24] however, increasing recent
reports have shown successful treatment with sphincter-saving surgery combined with local resection with or without radiotherapy without local recurrence.
In this case report, we highlight the importance of careful patient evaluation
before contemplating perianal surgery to prevent drop metastasis and the need
to discuss the available options for treatment of such rare presentation in the
presence of scarce evidence to support each option.

4. Conclusion
Patients presenting with anorectal alarming symptoms should undergo endoscopic examination prior to performing any surgical intervention. Colorectal
metastatic perianal disease considered potentially curable and could be resected
by sphincter-saving surgery.
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