surgical gastroenterology

DOI: 10.31146/1682-8658-ecg-172-12-87-89

Management of villous adenoma — beyond endoscopic techniques*

B. Sisir; S. Sankar, Jagan Balu, Santhosh Kumar G., M.N.V. Neelendra

Sri Ramachandra Institute of Higher Education & Research (Deemed to be University), Porur, Chennai, India

Jleyenne BOpCVIanTOVI a1€HOMbI HESHAOCKOMMYECKUMI MeTohaMn™
b. Cucnp, C. Cankap, IxaraH bany, CaHtow Kymap [, M.H.B. Hunengpa

For citation: Sisir B.; Sankar S., Balu Jagan, Santhosh Kumar G., Neelendra M. N.V. Management of villous adenoma — beyond endoscopic techniques.

Experimental and Clinical Gastroenterology. 2019;172(12): 87-89. DOI: 10.31146/1682-8658-ecg-172-12-87-89

Ana yumuposanus: b. Cucnp, C. Cankap, Ixaran bany, Cantow Kymap I, M. H. B. Hunenzpa JleueHre BOpcrHUYaTOM afieHOMbl HESHAOCKOMUYECKMMM
METOLAMW. IKCNepUMEHMAleHas U KIuHu4eckas eacmposHmeponoeud. 2019;172(12): 87-89. DOI: 10.31146/1682-8658-ecg-172-12-87-89

Dr.B. Sisir — Pg(Mch) department of Surgical Gastroenterology Sri Ramachandra Institute of Higher Education and Research
Dr.S. Sankar — Professor, Head of Department of SGE, Sri Ramachandra Institute of Higher Education and research

Dr. Jagan Balu — Assistant professor, Department of SGE Sri Ramachandra Institute of Higher Education and Research

Dr. Santhosh Kumar G. — Pg (Mch) department of SGE Sri Ramachandra Institute of Higher Education and Research

Dr. M.N.V. Neelendra — Pg (Mch) department of SGE Sri Ramachandra Institute of Higher Education and Research

B. Cvicup — oTeneHvie XMpypriieckoi racTpOaHTEPONOrvv VIHCTTYTa BbiCLLEro 06pa3oBaHma 1 nccnenosarmii LLpn Pamadarapsi
C. CaHkap - npodeccop, 3aseayiownii kKabeapor SGE, VIHCTUTYT BbicLluero obpazosaHua 1 nccnenoBanni LLpw Pamauargps
[>xaran bany — foLeHT Kadeapbl XMpyprimyeckon racTposHTEPONOrn

CaHTow Kymap I. - Kadeapa x1pypruueckoi racTposIHTEPONOr N

M.H.B. Hunengpa — kabeapa xupyprmyeckon racTposHTeponorm

Summary

Polyp’is a descriptive term for abnormal projection above an epithelial surface and is not a histological diagnosis. Adenoma
is a benign neoplasm of glandular origin and is significant because they are cancers in making. Once a polyp is found, it must
be removed in total. Attempts at estimating the polyp histology by endoscopic appearance are often incorrect. With recent
advances in endoscopic techniques, most of the polyps are removable through endoscopy. However, there remain a few sit-
uations depending on location, size of the lesion and endoscopic expertise available, where complete removal of the polyp
requires surgical intervention especially so for large sessile adenomas. We are presenting here four cases of villous adenoma
requiring surgical intervention each managed differently depending on presentation and overall clinical picture.

Pesiome

TepmuH «nonun» aBnaeTca cobrpaTtenbHbIM U He 0603HaUaeT Kakve-nbo rucTonornyeckie n3mMeHeHw s, obHapyKneae-
Mble B Pa3poCLIeica 1 BbICTyrnatoLelt Haf MOBEPXHOCTbIO CAM3MUCTOM 060M0YKY TKaHW. COBpemMeHHble SHAOCKONMYeCKme
TEXHOMOrMM NO3BONAIOT AOCTATOYHO Erko yAanuTh 3To bonbluel YacTbio J06POKaUeCTBEHHOE, HO 3a4acTylo CKNOHHOE

K ManurH13aLmum HoBoobpasosaHue. BmecTe ¢ Tem, BeAUUMHA HOBOOOPA30BaHNA 1 ero NIOKan13auUua He BCera no3gonaioT
MCNONb30BaTh IHAOCKOMMYECKIE TEXHOMOMUM, MO3TOMY Mbl MPUBOAUM YETbIPE PA3NMYHbIX HAOMIOAEHA, KOTAa NPULLINOCH
NPUGErHyTh K XMPYPruyeckum MeTofiam BMeLLaTeNbCTBa.
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Introduction

The word ‘polyp’ is a descriptive term for any abnor-
mal projection above an epithelial surface (1). Tissues
present in the colon appear as a polyp in histological
analysis including fat (lipoma), muscle (leiomyoma),
nerve (ganglioneuroma, schwannoma), fibrous tissue
(fibroma) etc. Serrated polyps, adenomatous polyps and
hamartomatous polyps are three most common and
type of polyps found in the large intestine and arising
from an overgrowth of epithelium [1, 2].

Adenomas are the most common neoplasms of colon
and rectum; they are benign of glandular origin, and as
per study 90% of such cases develop from preexisting
adenomatous polyps.'. Adenocarcinoma is the most
common cancer of colon and rectum arises from an
adenoma. Thus adenomas are significant because they
are cancers in making [3]; having access to these pre-
cursor lesions containing dysplasia there is an oppor-
tunity to prevent cancer by removing them. Therefore,

Case 1
A 50-year-old male with a chief complaint of al-
tered bowel habits was evaluated in a local hospital.
Colonoscopy was done twice, a sessile polyp of size
2,5 cm was found in the upper rectum.

The polyp was biopsied but not removed completely.
He was later referred to our department.

Case 2

A 65-year-old male with chief complaints of constipa-
tion and mucus discharge per rectum was evaluated in
ahospital, colonoscopy was done which showed a large
sessile polyp in the sigmoid colon. Piece meal polypec-
tomy was done and biopsy was reported as a tubule-vil-
lous adenoma with low-grade dysplasia. He presented to

Case 3

A 70-year-old male with a primary complaint of altered
bowel habits, mucus discharge per rectum and hypokale-
mia on biochemical evaluation. The endoscopic evaluation
showed a large wide-based sessile polyp in the mid and

Case 4

A 57-year-old male with a primary complaint of
bleeding and mucus discharge per rectum was evalu-
ated at alocal hospital in 2007. Colonoscopy showed
alarge sessile polyp 8cm from anal verge which was
biopsied (not excised). The biopsy was reported as a
tubule-villous adenoma with low-grade dysplasia. No
further intervention was done at that point in time.
Three years later in 2010 he had similar complaints
and was evaluated at a special centre where colonos-
copy was done and a large sessile broad-based polyp
was found in the rectum, piece meal polypectomy
was done.

Discussion

Most of the polyps are asymptomatic. Bleeding, mucus
discharge, altered bowel habits and abdominal pain are
the most common symptoms when they are symptom-
atic. Endoscopy is diagnostic and therapeutic. Majority
of the polyps can be excised by endoscopic techniques.
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polypectomy often leads to a momentous reduction in
the incidence of adenomas [4]. The genetic basis of ade-
nomas and their progression to invasive carcinomas has
been explained by Vogelstein in his famous vogelgram?,
which has been validated and labeled as chromosomal
instability mechanism for the advance of colorectal
cancer [5]. Though, an endoscopic procedure is the
first line of treatment for the villous tumor, some time
the size and the location restrict the use of endoscopic
removal. Therefore, radical surgery and/or minimally
invasive surgery are the choice of treatment.

With advancements in endoscopic techniques, most
adenomatous lesions are amenable to complete remov-
al by endoscopy. However, those that do not require
surgical intervention for complete removal. We are
presenting here three cases of colorectal adenomas that
required surgical interventions of varying radicality
depending on lesion location and extent.

Trans Anal Minimal Invasive Surgery (TAMIS)
was done using a SILS port placed trans anally.

The lesion was removed in total and HPE was
reported as a villous adenoma with low-grade dys-
plasia.

us one year later with similar complaints. Colonoscopy
revealed a large polypoid lesion in sigmoid not amena-
ble to endoscopic removal. Colonoscopic tattooing was
done to aid in intra op identification. Laparoscopy-
assisted segmental resection was done. HPE reported
as a tubulovillous adenoma with high-grade dysplasia.

lower rectum. In view of the large size of the lesion com-
plete removal through endoscopy was not possible and was
referred to us. Anterior resection was performed and biop-
sy was reported as an adenoma with high grade dysplasia.

6 years later he presents to us with complaints of
bleeding per rectum and a history of loss of weight
and loss of appetite. Colonoscopy and CECT showed
circumferential long segment proliferative growth
starting 4 cm from anal verge. Biopsy from the le-
sion showed TV adenoma with low-grade dysplasia
in the proximal rectum and high-grade dysplasia in
distal rectum. Intra operatively the lesion was found
to be extending distally upto 2cm from the anal verge.
Abdomino perineal resection (APR) was done and the
final biopsy was reported as invasive mucinous ade-
nocarcinoma pI3N2bMO low grade well differentiated.

A simple endoscopic polypectomy through snaring
has low risk of complications, bleeding is the most
common complication; perforation rate is less than 2%.
ESD and EMR procedures carry the risk of perforation
(5%). Comparatively surgery in any form has higher
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morbidity rates and risk of attending complications but
is essential in selected cases.

In our study in the first case patient had a sessile
polyp in upper rectum tackled by transanal minimal
invasive surgery through SILS port. In the second case,
it was large sessile T-V adenoma removed by lap assisted
segmental resection. In third case patient had broad
base sessile polyp in mid rectum requiring anterior
resection and in fourth case patient had along-standing
T-V adenoma with malignant transformation which
was removed by APR.

Pedunculated polyps and small sessile polyps are
mostly amenable to endoscopic removal. Large ses-
sile polyps and flat adenomas are difficult to remove
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