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Anal Metastasis Originating from Colorectal Cancer:

Report of Two Cases
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Anal metastasis from colorectal cancer rarely occurs, but it severely impairs the pa-
tient's quality of life, often requiring wide resection including the anal sphincter with
permanent colostomy. This lesion can be misdiagnosed as a perianal fistula or an ab-
scess, and it can be overlooked at the time of surgery because it is not included in the
routine surgical extent of low anterior resection. We report two rare cases of anal me-
tastasis from colorectal cancer. In both cases, perianal nodules with an internal solid
portion were detected on preoperative rectal magnetic resonance imaging and addi-
tional local excisions of the anal lesions were performed during the process of treat-
ment. Anal metastasis was pathologically confirmed by histology and immunohisto-

chemical staining.
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Fig. 1. An 86-year-old male presented with a complaint of intermittent hematochezia and an anal mass for two months.

A. Colonoscopy reveals an ulcerofungating tumor and the lower margin of the tumor in the rectum is 4 cm from the anal verge.

B. Another separate, palpable, fixed mass is noted at the 6 o'clock position in the anus (arrow).

C-E. Rectal MRI performed in the same patient.

C. The axial T2-weighted image of the rectum shows an ulcerofungating tumor in the posterior wall of the lower rectum (arrow), without meso-
rectal fat invasion.

D. The axial T2-weighted image of the rectum shows a solid nodule in the posterior side of the anal canal, intersphincteric space, 1 cm from the
anal verge (arrow). The contrast enhanced T1-weighted axial image showed peripheral contrast enhancement of this nodule (not shown).

E. The diffusion weighted image (b = 800) shows diffusion restriction in the nodule (arrow).

MRI = magnetic resonance imaging
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Fig. 1. An 86-year-old male presented with a complaint of intermittent hematochezia and an anal mass for two months.

F, G. Rectal MRI performed after concurrent chemoradiotherapy for rectal cancer.

F. After concurrent chemoradiotherapy, decreased size of the primary mass (not shown) and the solid nodule posterior to the anal canal are not-
ed on the T2-weighted image (arrow).

G. Diffusion restriction in this solid nodule on the anus is still noted on the diffusion weighted image at b = 800 (arrow). Low anterior resection
and diverting loop ileostomy was performed without removal of the anal lesion.

H. Three months after the surgery, follow-up contrast enhanced CT scan shows an increase in the size of the peripheral enhancing nodule poste-
rior to the anal canal again (arrow).

I After local excision of the anal nodule, histopathology confirmed that the anal lesion is a moderately differentiated adenocarcinoma (hematox-
ylin-eosin, original magnification x 100) similar to the primary lesion.

J. Immunohistochemical staining for CDX2 in the anal lesion shows positive nuclear staining, suggesting that the lesion is a metastasis from
colorectal carcinoma (immunoperoxidase, original magnification x 100).

CDX2 = caudal-related homeobox 2, CT = computed tomography
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Fig. 2. A 52-year-old male presented with a complaint of change in bowel habits, and he had a previous history of a perianal abscess.

A, B. The sagittal and axial T2-weighted images of rectal MRI show a 2 ¢cm sized indeterminate solid nodule with internal focal high signal inten-
sity at the anal canal, in the 6 o'clock direction of the intersphincteric space (white arrow), separated from the ulcerofungating tumor at the rec-
tosigmoid junction (black arrow) which was confirmed to be adenocarcinoma. This indeterminate nodule was regarded as a perianal abscess be-
cause of the pus-like discharge on surgical drainage and there was no evidence of malignancy at cytology.

C. This small nodule shows diffusion restriction on diffusion weighted image (b = 800) (arrow) and contrast enhancement at the periphery (not
shown). After pre-operative chemotherapy and surgery including Seton procedure for the perianal abscess, low anterior resection and right he-
patic lobectomy was performed. Unexpectedly, adenocarcinoma was reported in the pathologic review after Seton procedure.

D. Three months later, follow-up contrast enhanced CT scan shows an increase in the size of the enhancing nodule again at the same location of
the previously treated perianal abscess (arrow).

CT = computed tomography, MRI = magnetic resonance imaging
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Fig. 2. A 52-year-old male presented with a complaint of change in bowel habits, and he had a previous history of a perianal abscess.

E. After local excision of the anal nodule, histopathology confirmed that the anal lesion is a moderately differentiated adenocarcinoma (hema-
toxylin-eosin, original magnification x 100).

F. Immunohistochemical staining for CDX2 in the anal lesion shows positive nuclear staining, suggesting that the lesion is a metastasis from
colorectal carcinoma (immunoperoxidase, original magnification x 100).

CDX2 = caudal-related homeobox 2
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