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Prolapsed Ano-Rectal Neoplastic Polyps in Elderly
Patients: Our Experience

Yasli Hastalarda Anlsten Prolabe Olan Anorektal Neoplastik Polipler:
Deneyimlerimiz
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[HT ABSTRACT I ——

Colorectal adenomas are polyps which originate from the mucosa and exhibit histopathologic neoplastic features. Although they are usually located in
the rectosigmoid segment, they also occur commonly throughout the colon. Increasing dysplasia and malignant potential of adenomas are correlated
with their size and villous component and with the patient’s age. The prevalence of polyps is variable, and their incidence, size, and degree of dysplasia
increase with age. Herein, we present four elderly patients with neoplastic polyps that were prolapsed from the anus, caused clinical symptoms and
signs that were mistaken for hemorrhoids, and were treated by transanal excision.
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Jmnosers |
Kolorektal adenomlar, mukozadan kaynaklanan ve histolojik olarak neoplastik ozellikler gosteren poliplerdir. Cogunlukla rektosigmoid bolgede
gorilmelerine ragmen tiim kolonda sik olarak gorilur. Artan displazi ve malignite potansiyeli adenomun boyutu, icerdigi villoz komponent ve hasta
yast ile iliskilidir. Adenomatoz poliplerin prevalansi degiskendir, yas ilerledikce poliplerin gortilme sikhigi, buytukliugu ve displazi gelisme orani artar.
Biz de bu yazimizda klinik semptom ve bulgular1 hemoroid ile karisan, transanal eksizyon yaptigimiz antisten prolabe neoplastik polipleri olan dort
yasli olguyu sunmaya calistik.

Anahtar Kelimeler: Anorektal neoplastik polip, prolapsus, transanal eksizyon

Introduction of polyps removed by colonoscopy.” Most can be removed
completely and safely by polypectomy during colonoscopy,

Colorectal neoplastic polyps and adenomas are structures
P POLyP and studies have demonstrated that the excision of

that originate from the mucosa and exhibit histological o )

- i ) adenomatous polyps prevents colorectal cancer.® Dysplasia
neoplastic features. Adenomas are potentially malignant and
are classified by the World Health Organization (WHO) as

tubular, villous, and tubulovillous.! The incidence in the

is present to varying degrees in all adenomas. Degree of
dysplasia and malignant potential are correlated with the
patient’s age and the adenoma’s size and villous component.

general population is about 5-10% and increases in older
individuals, reaching 40-50% in those over 60 years of age.**
They develop most commonly in the rectosigmoid region, are
usually asymptomatic, and are detected incidentally during
colonoscopy.” In one study, adenomas accounted for 70%

The prevalence of adenomatous polyps is variable, and the
incidence, size, and rate of development of polyps increase
with age.”® Polyps protruding from the anus may mimic
benign anorectal diseases and cause treatment delay in
elderly patients, which in turn increases the malignant
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potential. The aim of this study was to present four patients
over 65 years of age with prolapsed anorectal polyps which
we treated by transanal excision.

Patients who underwent transanal excision of polyps
prolapsed from the anal canal between June 2015 and
December 2017 in the general surgery unit of the Health
Sciences University Elazig Training and Research Hospital
were retrospectively screened. The patients’ demographic
data, comorbid conditions, physical examination findings,
and surgical notes were obtained from their medical records.
Pathology reports were reviewed and data were recorded.
Patients who could be reached by phone for follow-up were
included in the study. Duration of postoperative follow-up
was expressed in months. Six patients underwent transanal
excision during the study period, but 2 patients who were
lost to follow-up were excluded from the study. The clinical
and pathological features of the patients are summarized in
Table 1. Patients were informed about the study and written
informed consent forms were obtained.

Case Reports

Case 1

A 65-year-old male patient was evaluated for a sporadically
hemorrhagic mass protruding from the anal canal for
approximately two years. On physical examination with
the patient in prone position, a prolapsed, 2 cm mobile
mass that looked like a hemorrhoid was detected at 3
o’clock. Laboratory test results were within normal range.
A diminutive polyp was detected at the splenic flexure on
pancolonoscopy, and polypectomy was performed. The
hemorrhagic polyp protruding from the anal canal was
removed by transanal excision under spinal anesthesia. The
splenic flexure polyp was identified in histopathological
examination as a hyperplastic polyp, while the polyp excised
from the anal canal was identified as a serrated adenoma
(Figure 1A).

Case 2

A 90-year-old female patient was evaluated for a 3 month
history of rectal bleeding and a palpable mass in the anal
region during defecation. A 2 cm hemorrhagic, mobile mass

Table 1. Demographic and clinical data of the patients

was detected on the anterior midline. On colonoscopic
evaluation, a 0.2 cm polyp was detected in the ascending
colon and polypectomy was performed. Abdominal
ultrasonography revealed bilateral renal cysts and grade
2 hydronephrosis in the left kidney. Hemoglobin was
13.1 g/dL and other biochemical values were normal. The
polyp was removed by transanal excision and identified in
pathologic evaluation as a tubular adenomatous polyp with
low-grade dysplasia. There was no dysplasia in the polyp

stalk (Figure 1B).

Case 3

A 70-year-old female patient was evaluated for complaints of
rectal bleeding, constipation, and mass that protruded from
the anus during defecation for the last 6 months. The patient
also had a history of ischemic heart disease and chronic
obstructive pulmonary disease. Physical examination
revealed a localized, mobile mass at the border of the distal
rectum and anal canal which prolapsed from the anus upon
straining. Tumor markers were within normal range. Total
colonoscopy revealed a polypoid lesion surrounding one
third of the rectum from the anus and covering an area of
approximately 10 cm, and a biopsy was performed. The
biopsy report indicated tubulovillous adenoma. Computed
tomography with oral, rectal, and intravenous contrast
revealed wall thickening in a 5 cm rectal segment near the
anal canal. Under spinal anesthesia, dilute adrenaline was
injected into the submucosal space. Beginning from the anal
canal, clean surgical margins were achieved by transanal
excision of the mass and underlying muscular layer as a
single piece. No postoperative complications occurred.
The 7.5x5.4x2.7 cm mass was determined in pathologic
examination to be a villous adenoma. No recurrence was
observed during 24 months of follow-up (Figure 1C).

Case 4

An 84-year-old female patient was evaluated for complaints
of rectal bleeding, foul-smelling anal discharge, and a
palpable mass for 4 months. On examination with the patient
in knee-elbow position, a polypoid mass that prolapsed
from the anal canal upon straining was detected at 6 o’clock,

Case 1  Male 65 2.5 Hyperplastic adenoma
Case 2 Female 90 2 Tubular adenoma
Case 3  Female 70 10 No

Case 4 Female 84 2.5 Serrated adenoma

Transanal excision  Serrated adenoma 24

- Tubular adenoma and
Transanal excision . 9
low-grade dysplasia

Transanal excision  Villous adenoma 8

- Villous adenoma and
Transanal excision ) 15
adenocarcinoma
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as well as prolapsed hemorrhoids. The polypoid mass was
2.5x2.5 cm in size, foul-smelling, and had a necrotic surface
and erosion. A total of three millimetric polyps in the
descending colon and sigmoid colon were detected during
colonoscopy and removed by polypectomy. Laboratory
parameters were within normal range. Transanal polyp
excision and hemorrhoidectomy were performed and the
patient was discharged without complication. Pathologic
examination revealed adenocarcinoma arising from villous
adenoma, with invasion of the stalk. The surgical margin

was 2.1 mm, there was no lymphovascular invasion, and the
mass was well differentiated; therefore, no further treatment
was recommended (Figure 1D, Figures 2A and 2B).

Discussion

Tissue extending from the intestinal mucosa or submucosa
into the lumen is called a polyp. Polyps that exhibit
epithelial atypia on histopathological evaluation are called
neoplastic polyps. Neoplastic polyps are also referred
to as adenomas. A certain level of dysplasia is the main

Figure 1. Microscopic images of anal polyps stained with hematoxylin and eosin (H&E). A) Serrated adenoma (x100), B) Tubular adenoma (x40), C)
Villous adenoma (x100), D) Villous adenoma containing an invasive carcinoma focus (x400)
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Figure 2. Images of patient 4. A) Preoperative image of giant, hemorrhagic rectal villous adenoma prolapsed from the anus, B) The excised specimen
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criterion for adenomas; without dysplasia, a diagnosis of
adenoma is invalid.® Aging is accompanied by increases in
the frequency, size, and dysplasia of polyps in the digestive
system.'® The prevalence of adenomatous polyps increases
with age, as do the polyps’ size and degree of dysplasia.”!°
WHO defines the elderly population as those over 65 years
of age; therefore, we included patients aged 65 or older in
our study.' Male gender and obesity are recognized risk
factors for adenomatous polyps.!” The patients presented
herein were of advanced age; however, in contrast to the
literature, none were obese and only one was male.

Colonic adenomas are located in the
rectosigmoid region and are generally smaller than 1 cm in
size. The size of adenomas varies based on its composition,
with the proportion smaller than 1 c¢m reported as 77%
for tuberculous adenomas, 25% for villous adenomas, and
14% for tubulovillous adenomas. Non-neoplastic polyps are
usually less than 5 mm in size.!® Adenomas located in the
low rectum and anal canal, as seen in our cases, are less
common. All of the adenomas in our patients were larger
than 1 cm, which we attribute to late awareness of symptoms
and reluctance to see a doctor due to the patients’ age.

commonly

Patients with neoplastic polyps are at increased risk of
developing new adenomas and cancer in the future. Of
patients who undergo polypectomy, the American Society
for Colorectal Cancer Task Force defined those with polyps
smaller than 10 mm and those with fewer than 3 polyps as
the “low-risk” group. Patients with polyps larger than 10
mm, those with 3 or more polyps, and those whose polyps
have villous features and/or high-grade dysplasia comprise
the “high-risk” group.’* Follow-up colonoscopies and
polypectomies enable the early detection or prevention
of future cancers. The American literature recommends a
follow-up period of 5-10 years after the first colonoscopy
for patients with one or two tubular adenomas smaller than
10 mm without high-grade dysplasia, whereas a follow-
up colonoscopy is recommended after 3 years for patients
with 3 or more adenomas, polyps larger than 10 mm, and
high-grade dysplasia and villous structures.” As in three of
our patients, polyps are also frequently detected in colon
segments other than the anal region. Due to their age and the
presence of neoplastic polyps, such patients should undergo
a complete colon examination preoperatively. All of our
patients were scheduled for regular follow-up; although we
advised the patient with adenocarcinoma to return after 15
months for colonoscopy, she did not return for colonoscopy
and oncologic follow-up because she lived in a rural area
and had difficulty with transportation.

Colorectal polyps may manifest with various -clinical
manifestations such as hematochezia, diarrhea with mucous,
obstruction, findings associated with intussusception, or

anal prolapse of pedunculated rectal polyps. Because the
polyps were very low in three of our patients and large in
one patient, they prolapse from the anal canal and the main
clinical findings were bleeding and palpable mass.'*

All of our patients were successfully treated transanally
under local or regional anesthesia. In recent years, different
transanal excision and minimally invasive methods have
been implemented successfully in patients with rectal
adenomas, which is especially beneficial for elderly patients
with high comorbidity and operative risk. Our patients
were all elderly, but operative risk was high in one patient.
Although the duration of follow-up was not very long (mean
14 months), the lack of recurrence in our patients suggests
that this is a suitable treatment approach.

The main criteria for neoplastic change are size, histological
type, and degree of dysplasia. In an Italian study of 16
patients with protruding isolated rectal and anal neoplastic
polyps who underwent local transanal excision, 2 patients
developed postoperative bleeding and urinary retention,
and histopathologic examination revealed that 12.5% of
the masses were tubular adenomas with no atypia, 18.75%
were tubulovillous adenomas with moderate atypical,
50% were tubulovillous adenoma with severe atypia,
12.5% were tubulovillous adenoma with locally invasive
foci of adenocarcinoma, and 6.25% were pT1 cloacogenic
carcinoma. During a mean follow-up of 21.7 months,
one patient had two recurrences, one at 8 months and
another 6 months later.” In the cases presented here, we
detected villous adenoma in one patient, villous adenoma
and adenocarcinoma in one, serrated adenoma in one, and
tubular adenoma with low-grade dysplasia in one patient.

It is well known that elderly patients presenting with classic
hemorrhoid symptoms may have adenomatous polyps
prolapsing from the anal canal and they should be evaluated
by colonoscopy before surgical intervention. Patients can
be treated successfully with transanal excision under the
appropriate anesthesia based on the patient’s risk/benefit
ratio. Histopathologic examination of the excised polyps
is imperative and if cancer is detected, further treatment
should be planned according to the patient’s condition.
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