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Summary

Treatment of polypoid carcinoma raises the problem of invasiveness to be solved by a competent pathologist. Upon
diagnosis of the invasiveness, a radical surgical procedure (resection of the colorectum) is indicated. A problem that oc-
curs is a problem of adequate resection margins, or marking the primary tumor bed (1, 2). In the colorectal resection seg-
ment, an ulcer may persist in the area of polypectomy, although without pathohistological signs of malignancy.

In 7 patients treated in the University Hospital for Tumors, Zagrb, Croatia, discrete ulcer nishes were verified in re-
section segments of the colorectum. In none of the patients, pathohistological signs of the primary tumor were found. In
3/7 patients malignant cells in the regional lymph nodes were verified. A year after the surgery, metastatic transforma-
tions of the liver were found in 1/7 patients.
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KIRUR[KO LIJE^ENJE POLIPOIDNIH KARCINOMA KOLOREKTUMA U KLINICI ZA TUMORE

Sa`etak

U lije~enju polipoidnih karcinoma postavlja se problem invazivnosti, koji razrje{uje ovla{teni patolog. Po dijagno-
sticiranju invazivnosti indicira se radikalni kirur{ki zahvat (resekcija pripadaju}eg kolorektuma). Tu nastaje problem
resekcije adekvatnog segmenta kolorektuma, odnosno markiranja le`i{ta primarnog tumora (1,2). U reseciranom segmen-
tu kolorektuma mo`e perzistirati ulkus u podru~ju polipektomije, ali bez patohistolo{ki tragova maligniteta.

U 7 bolesnika lije~enih u klinici za tumore verificirane su diskretne ulkusne ni{e u reseciranim segmentima kolorek-
tuma. Ni u jednog bolesnika nisu na|eni patohistolo{ki tragovi primarnog tumora. U 3 od 7 bolesnica verificirane su
maligne stanice u regionalnim limfnim ~vorovima. U 1 od 7 bolesnika godinu dana po operaciji su verificirane jetrene
metapromjene.

KLJU^NE RIJE^I: polip rektuma, polipoidni karcinom rektuma

INTRODUCTION

Colorectal polyps are defined as tumoroid
lesions projecting to the colon lumen. Neoplastic
polyp adenomas have a significant neoplastic po-
tential. Based on their histological picture, ade-
nomas are divided into 3 subtypes:

a) Tubular
– accounting for 75% of all adenomas
– found anywhere in the colon
– less than 5% of tubular adenomas show

malignant alterations

b) Tubulovillous
– accounting for 15% of all adenomas
– comparably present in all colonic seg-

ments
– 20% of tubulovillous adenomas show

malignant alterations
c) Villous

– accounting for 10% of all adenomas
– usually located in the rectum
– 30–40% of villous adenomas show ma-

lignant alterations

53

ARTICLE Libri Oncol., Vol. 31 (2003), No 1-3, 53 – 55



The diagnosis is established by irrigogra-
phic and endoscopic examination of the colo-
rectum. The general therapeutic principle in the
treatment for colorectal polyps is removal for:

1. All adenomatous polyps larger than 1 cm
2. All adenomatous polyps manifesting

complications
3. Villous adenomas
The method of choice in the treatment is en-

doscopic polypectomy, or colotomy in case poly-
pectomy cannot be performed. Polypectomy is
followed by pathohistological analysis of the sam-
ple preparation (1, 3, 4). Furher surgical manage-
ment depends on the results of surgical analysis.

Considering their morphological appear-
ance, the carcinomas are divided as follows:

1. Pendunculated carcinomas
Grade 0 – malginant transformations
reach the muscularis mucosa
Grade 1 – invasion of the muscularis
mucosa, but confined to the polyp head
Grade 2 – invasion of the muscularis
mucosa into the area of the polyp stalk
Grade 3 – invasion of the muscularis
mucosa into the area of the polyp base
Grade 4 – invasion of the submucosa
and muscularis propria

2. Sessile polyps with an invasive compo-
nent (involvement of the muscularis mu-
cosa classified as grade 4).

In 9% of the cases, polyps containing inva-
sive carcinoma metastisize into the regional
lymph nodes and in these cases, polypectomy as
definitive surgical procedure will not suffice (2,
5, 6). Therefore, polypoid carcinomas:

a. Grade 3 and 4 pedunculated carcinomas
b. Sessile polyps with an invasive mali-

gnant component
c. Recurrent villous adenomas.
after polypectomy also require a radical sur-

gery.

MATERIAL AND METHODS

Postoperative data of 7 patients with a con-
firmed infiltrative process after radical endo-
scopic polypectomy were analyzed. The same di-
agnostic procedure was followed by a radical

surgical procedure (resection of the pertinent
colorectal segment with the mesocolon).

Following macroscopic examination, dis-
crete ulcer niches (at the primary tumor site)
were verified in all 7 patients. Microscopic exam-
ination of the same area did not show any
pathohistological signs of a malignant process.

In 3 patients, positive lymph nodes were
verified.

In 4 patients, neither traces of the primary
tumor nor tumor cells in the resected lymph
nodes were found. In one of the four patients,
secondary liver changes were verified a year af-
ter the operation.

It should be pointed out that elements of the
primary tumor in the resected colorectum were
not verified in any of the studied patients.

DISCUSSION

Pathohistological evaluation of sample
preparations after the radical surgical procedure
did not show the primary tumor in any of the
studied patients. A dilemma occurs whether the
adequate segment of the colon was resected in
the first act, and whether the radical resection in
the absence of primary tumor finding would be
necessary at all.

The performance of a radical surgical proce-
dure requires primary tumor localization which
is often impossible as the polypectomy site does
not show after endoscopic polypectomy. There-
fore, it imposes the necessity of marking the area
as follows: 1. according to the anatomical rela-
tionships (rectal valves), 2. precise endoscopical
measuring of the distance from the anocutaneous
line, 3. methylene blue staining, 4. placing metal
clips for tumors located in the lower region.

In 91% of the cases, tumor traces are found
neither in the resected colon nor in the regional
lymph nodes. Accordingly, if the preparation is
not adequately marked, the question will be
whether the adequate segment of the colorectum
is resected.

In addition, justification for the surgical pro-
cedure can be found in the fact that in no less
than 4 of the 7 patients, the presence of malignant
cells in the regional lymph nodes, or distant
metastases were verified. Parallelly, no traces of
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the primary tumor were found in any of the 7
studied patients (2, 7, 8).

CONCLUSION

Following the evaluation of invasiveness of
polypoid carcinoma of the colorectum, a radical
surgical procedure with prior marking of the pri-
mary tumor site should be indicated.

After the resection, the resection prepara-
tion should be examined in detail and primary
tumor location identified in order to determine
adequate segmental resection of the colon.
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