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Acute Hemorrhagic Incarceration of Prolapsed
Giant Rectal Tubulovillous Adenoma: A Rare Case of
Anorectal Emergency

Prolabe Dev Rektal Tubdlovill6z Adenomun Akut Hemorajik
Inkarserasyonu: Nadir Bir Anorektal Acil Olgusu
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[HT ABSTRACT I —

Colorectal adenomas are polyps that arise from the mucosa and demonstrate neoplastic features. Increasing dysplasia and malignant potential of
adenomas are related to their size, villous component, and patient’s age. Giant villous polyps of the rectum represent a real potential for an anorectal
emergency. They may be involved in rectal bleeding, obstruction, prolapse, or incarceration. We herein present a case of a 57-year-old man presented
to the emergency department because of an incarcerated transanal prolapse of a giant hemorrhagic tubulovillous rectal adenoma, which caused
clinical symptoms and signs that were mistaken for prolapsed hemorrhoids, and was treated successfully by transanal excision.

Keywords: Rectal polyp, tubulovillous adenoma, prolapse, incarceration, transanal excision

11|z

Kolorektal adenomlar, mukozadan kaynaklanan ve neoplastik ozellikler gosteren poliplerdir. Artan displazi ve malignite potansiyeli, adenomun
boyutu, icerdigi villoz komponent ve hasta yast ile iliskilidir. Dev rektal villoz polipler, gercek bir anorektal acil potansiyeli tasirlar. Rektal kanama,
obstriitksiyon, prolapsus ve inkarserasyona sebep olabilirler. Biz de bu yazimizda acil servisimize basvuran 57 yasinda erkek bir hastada, klinik
semptom ve bulgular1 prolabe hemoroid ile karisan, basarihi bir sekilde transanal eksizyon yaptigimiz, aniisten prolabe olmus inkarsere hemorajik dev
rektal tibilovilloz adenom olgusunu sunmay1 amacladik.

Anahtar Kelimeler: Rektal polip, tubtlovilloz adenom, prolapsus, inkarserasyon, transanal eksizyon

Introduction flexure.! Prolapsing anorectal polyps may mimic benign

Colorectal polyps are classified histologically as either anorectal conditions such as prolapsed hemorrhoids and

neoplastic (which may be benign or malignant), adenomatous
polyps (including serrated adenomatous) or non-neoplastic
polyps (including hyperplastic, mucosal, inflammatory,
and hamartomatous). Adenomatous polyps are found in
approximately 33% of the general population by age 50 and
in approximately 50% of the general population by age 70.
Most lesions are less than 1 cm in size, with 60% of people A 57-year-old male patient was admitted to our emergency
having a single adenoma and 40% having multiple lesions. department with an incarcerated hemorrhagic mass

cause treatment dilemmas in an emergency setting. This
study aimed to present a patient with acute hemorrhagic
incarceration of prolapsed giant rectal adenomatous polyp
that was treated successfully by transanal excision.

Case Report

Sixty percent of lesions will be located distal to the splenic  protruding from the anal canal. He had a prolapsing rectal
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mass approximately for two years, although he always
refused further
treatment since the mass was relocated spontaneously. On
admission, he did not refer to abdominal pain or diarrhea.
He mentioned chronic constipation and rarely the urgency of
defecation. Physical examination did not reveal abdominal
pain or signs of intestinal obstruction. On rectal inspection
in the lithotomy position, an incarcerated prolapsed mass
of 15 cm in diameter that looked like cauliflower was seen
(Figure 1). The mass was foul-smelling and had a necrotic
surface and erosion. Hemoglobin was 11.7 g/dL, and other
biochemical values were normal. Computed tomography
with oral and intravenous contrast revealed prolapsing
rectum and perirectal fat tissue from the anal canal. The
hemorrhagic polyp protruding from the anal canal was
removed by transanal excision under general anesthesia.
Clean surgical margins were obtained by transanal excision
of the mass and underlying muscular layer as a single piece
(Figure 2). No postoperative complications occurred. The
12x8x5 cm mass was determined in pathologic examination

colonoscopic evaluation or surgical

to be a tubulovillous adenoma with intramucosal carcinoma
(Figure 3). There was no lymphovascular invasion, and the
mass was low-grade and well-to-moderately differentiated.
No further treatment was recommended.

Discussion

Polyps occur in all parts of the colon. There are three main
histologic variants of adenomatous polyps, namely tubular,
villous, or tubulovillous. According to the World Health
Organization criteria, tubular adenomas have less than 25%
villous component, tubulovillous have 25-75%, and villous
have greater than 75%.*> Tubular adenomas are the most
common type of adenoma, followed by tubulovillous and
villous. Tubular adenomas are found with equal distribution
throughout the colon. Villous adenomas have a predilection

Figure 1. Preoperative image of giant rectal tubulovillous adenoma
protruded from the anus

for the rectum. They may be asymptomatic or related to
mucous excretion, diarrhea, electrolyte imbalance, bleeding,
or obstruction.>* Tubular adenomas have <5% of harboring
cancer, while the risk of tubulovillous is 20-25%, and villous
adenomas are 35-40%.°

Polyps are characterized by their size and morphology, which
are two important features that may predict underlying
malignancy and should guide how polyps are managed. They
may be pedunculated (usually tubular or tubulovillous),
sessile (usually tubulovillous or villous), or non-polypoid
(flat or depressed). Small adenomas (<1 cm) are associated
with malignancy in only 1.3% of cases, while adenomas >2
cm harbor malignancy 46% of times. Adenomatous polyps
with mild, moderate, and severe dysplasia are found to have
malignant cells on complete excision of the polyp in 5.7%,
18%, and 34.5% of the time, respectively.' As defined by the
United States National Polyp Study, an advanced adenoma
is one that is 21 c¢m in size or contains high-grade dysplasia
or invasive cancer. Villous change, left-sided location, and
age 260 were also associated with advanced pathologic
features.® Approximately 3% to 5% of adenomatous polyps
harbor invasive carcinoma at the time of diagnosis. If a

g

Figure 3. Microscopic image of rectal polyp stained with hematoxylin
and eosin. Tubulovillous adenoma containing an intramucosal
carcinoma focus (x10)
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polyp containing high-grade dysplasia is completely excised,
the patient may be considered cured. A negative resection
margin has consistently been shown to be associated with
a decreased risk for an adverse outcome (recurrence,
residual carcinoma, lymph node metastases, and decreased
survival). Our patient’s polyp was removed with a negative
resection margin and identified in the pathologic evaluation
as a tubulovillous polyp with intramucosal carcinoma in
the polyp head. There was no invasion of the polyp stalk.
Multiple mechanisms are related to polyps that prolapse
through the anus. It seems that this condition is seen more
often in children because during the first years of life there is
less fat in the ischiorectal fossa, and so there is less pressure
provided for this functional component of the perineum.”8?
Increased straining during bowel movements triggered by
diarrhea, a common condition at this age, may also play a
role.”® In adults, the main predisposing factors for prolapse
include defects or dysfunction of the anal sphincter or
conditions that induce increased intra-abdominal pressure,
such as chronic constipation.’ In our case, the patient
had no apparent alterations in the integrity of the anal
sphincter that predispose to prolapse, but he suffered from
constipation. Although there is no consensus as to how to
treat prolapsed polyps, the options include conservative
treatment, endoscopic resection, or even ultralow anterior
resection.!’ Colonoscopic polypectomy is safe and effective
for the excision of nearly all pedunculated polyps. For
polyps not amenable to polypectomy such as large sessile
villous lesions, surgical resection is recommended.
Fungating, ulcerated, or distorted lesions destroying the
surrounding bowel wall indicate the presence of invasive
cancer and are contraindications to polypectomy. Surgical
resection is also indicated for patients with residual invasive
carcinoma and those at high risk for lymph node metastases
despite complete endoscopic polypectomy. Large villous
adenomas of the rectum may be amenable to transanal local
excision, and this provides complete diagnostic evaluation
for malignancy, and if excised with negative margins (with
other favorable prognostic features), it may be the only
therapeutic procedure needed. In our case, the transanal
polypectomy was successful.

Finally, since patients with anorectal adenomatous polyps
have a well-established increased risk of malignancies,
screening, and surveillance programs are recommended.'
Patients with 3-10 adenomas, any adenoma =1 cm, any
adenoma with villous features, or high-grade dysplasia
should have their next colonoscopy in 3 years provided the
entire polyp was removed in a non-piecemeal fashion.'*
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