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We report a case of unexpected anal squamous cells carcinoma found in hemorrhoidectomy specimen. The patient had a 3-year
history of prolapsing hemorrhoids. A prolapsing hemorrhoid was present at eleven oclock in lithotomy. Milligan-Morgan was
performed and gross examination of the specimen was unremarkable. Histopathologic evaluation showed noninvasive squamous
cells carcinoma. The present case report evidences the opportunity of routine histopathologic analysis of hemorrhoidal specimens
particularly in case of long-standing prolapse. Questions arise in the option of those techniques where no specimens are collected

or tissue is excised far from deceased area.

1. Introduction

Anal cancer is a rare neoplasia; the reported frequency in
literature ranges between 1 and 2% [1-3], but its incidence
has increased considerably during past decades [4]. Clinical
diagnosis can be easily made by physical examination just at
an advanced stage, secondary to the aggressive local growth
and a higher T stage at presentation. In fact, we can find more
concerning symptoms for cancer, such as weight loss, change
in stool caliber, constipation, or fecal incontinence [3].

Early symptoms of anal cancer may be difficult to dis-
tinguish clinically from hemorrhoids and other benign con-
ditions such as anal fissure, fistula in ano, condylomas, or
perianal abscesses. Therefore anal cancer diagnosis is not
rarely made after pathologic examination of a specimen taken
for treatment of another condition.

Hemorrhoidectomy is a frequently performed operation
and the necessity of pathologic evaluation of specimens is
still controversial. We present a case of noninvasive squamous
cells carcinoma discovered after surgical treatment of haem-
orrhoids as an example of why it is essential to send all such
specimens to the pathologist.

2. Case Report

A 48-year-old woman with an unremarkable past medical
history presented to our surgical department with a 3-year
history of anal bleeding, anal hitch, and prolapse. The patient
was initially treated conservatively but in spite of these
treatments, symptoms did not regress. Therefore surgery was
planned.

Physical examination was unremarkable. Anorectal
examination showed a normal perianal skin, but a 4cm
solitary prolapsing hemorrhoidal node at eleven oclock in
lithotomy was present without signs of thrombosis. On Valsa-
lva maneuver, the patient presented minimal descending
perineum. Digital anal examination confirmed internal
hemorroidal nodule with soft consistency. Any malignant
features, such as induration or ulceration, were detected.

Anoscopy confirmed the presence of solitary bulging and
prolapsing hemorrhoidal node. Excisional hemorrhoidec-
tomy was performed under local anesthesia. Patient was
discharged after a few hours. Gross examination of the spec-
imen was unremarkable. The histopathologic report showed
noninvasive squamous cells carcinoma (white arrow) without
angiolymphatic invasion (black arrow) (Figure 1).
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FIGURE 1: Histopathologic report: noninvasive squamous cells carci-
noma (white arrow) without angiolymphatic invasion (black arrow).

A metastatic workup revealed normal CT scans of the
chest, abdomen, and pelvis. A 4cm lymph node has been
found in the right inguinal region. Surgical and oncological
follow-up every 3 months was performed for 27 months.
Patient healed without evidence of stricture or local infection
or recurrence. The complete absence of hypertrophic node to
the next CT scan control and the patient survival at more
than 2 years without adjuvant therapies demonstrate the
inflammatory origin of this hypertrophic lymph node.

3. Discussion

Hemorrhoids are common in western countries, aﬂecting up
to 86% of general population [5]. Hemorrhoids are listed
among risk factors for anal cancer; long-lasting hemorrhoids,
in fact, may act like chronic inflammatory stimulus, which
may turn into squamous cell carcinomas [6]. Unexpected
anal carcinoma, found after hemorrhoidectomy, is a very
rare occurrence; the reported frequency of unrecognized
neoplasia found on surgical specimens derived from minor
surgery of the anal canal ranges between 0,2% and 4,4%
(1, 5,7].

Given the relative rarity of anal cancer, the only moderate
excess long term risk, and the elevated cost of routine
histopathologic examination on hemorrhoidectomy speci-
mens, selective rather than routine pathologic evaluation is
recommended by some authors. They suggest paying special
attention to tender and indurated lesions that should be
manually inspected by the operating surgeon: any suspicious
areas should be sent for microscopic evaluation [2, 3, 8, 9].
In our case any macroscopic induration or ulceration, as
malignant signs, was detected.

In literature we find authors suggesting opportunity of
routine pathologic examination of all tissues obtained by
hemorrhoidectomy [1, 5, 10, 11].

In this respect the development of new methods for
a surgical treatment of hemorrhoids should be taken into
account; Stapled Hemorrhoidectomy (Longo procedure) and
Transanal Hemorrhoidal Dearterialization (THD) procedure
do not allow histopathological examination of hemorrhoidal
tissue. In fact in the first surgical method the histopatho-
logical examination is made on rectal mucosa and not on
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the hemorrhoidal node. In the latter, excision of the node is
not required.

The present case reported puts the attention on two ques-
tions, on one hand the opportunity of routine histopathologic
analysis of specimens taken at Milligan-Morgan procedure
and, on the other hand, the impossibility to examine hem-
orrhoidal specimens derived from Longo or THD procedure.

So far the review of the literature does not support
routine histopathologic examination of hemorrhoidectomy
specimens [2, 3, 8]. However our case demonstrates that full
microscopic evaluation of hemorrhoidal specimen can be
fundamental to discover unsuspected anal carcinoma.

Conflict of Interests

The authors declare that there is no conflict of interests
regarding the publication of this paper.

References

[1] L. Grodsky, “Unsuspected carcinoma found histologically after
minor anorectal operations,” California Medicine, vol. 106, no. 1,
pp- 44-48, 1967.

[2] P. A. Cataldo and J. M. MacKeigan, “The necessity of routine
pathologic evaluation of hemorrhoidectomy specimens,” Sur-
gery Gynecology & Obstetrics, vol. 174, no. 4, pp. 302-304, 1992.

[3] G. B. Winburn, “Anal carcinoma or ‘just hemorrhoids’?” The
American Surgeon, vol. 67, no. 11, pp. 1048-1058, 2001.

[4] M. Frisch, B. Glimelius, A. J. C. van den Brule et al., “Benign
anal lesions, inflammatory bowel disease and risk for high-risk
human papillomavirus-positive and -negative anal carcinoma,”
British Journal of Cancer, vol. 78, no. 11, pp. 1534-1538, 1998.

[5] J. E Val-Bernal and J. Pinto, “Pagetoid dyskeratosis is a frequent
incidental finding in hemorrhoidal disease,” Archives of Pathol-
ogy and Laboratory Medicine, vol. 125, no. 8, pp. 1058-1062, 2001.

[6] H.-E Tseng, H. Morgenstern, T. M. Mack, and R. K. Peters,
“Risk factors for anal cancer: results of a population-based case-
control study;” Cancer Causes and Control, vol. 14, no. 9, pp. 837-
846, 2003.

[7] R. L. Foust, P. J. Dean, M. H. Stoler, and S. M. Moinuddin,
“Intraepithelial neoplasia of the anal canal in hemorrhoidal
tissue: a study of 19 cases,” Human Pathology, vol. 22, no. 6, pp.
528-534, 1991.

[8] C.H. Timaran, Y. P. Sangwan, and J. A. Solla, “Adenocarcinoma
in a hemorrhoidectomy in a my specimen: case report and
review of the literature,” American Surgeon, vol. 66, no. 8, pp.
789-792, 2000.

[9] C. Nordenvall, O. Nyrén, and W. Ye, “Elevated anal squamous
cell carcinoma risk associated with benign inflammatory anal
lesions,” Gut, vol. 55, no. 5, pp. 703-707, 2006.

[10] P. Matteucci, H. Pittamiglio, and J. Lopez-Susviela, “Anal cancer
masked by benign lesions,” International Surgery, vol. 68, no. 2,
pp. 183-184, 1983.

[11] A.diCataldo, R. Latino, A. Cocuzza et al., “Incidental rectal car-
cinoid discovered after stapled hemorrhoidopexy: importance
of histopathologic examination,” Annali Italiani di Chirurgia,
vol. 82, no. 2, pp. 155-157, 2011.



