
CLINICAL ASPECTS 
 

AMT, vol. 22, no. 2, 2017, p. 48 

PARTICULAR ASPECTS OF MALIGNANT COLONIC 
POLYPOSIS 

 
 
 

CIPRIAN TĂNĂSESCU1, MIHAI FAUR2, DAN BRATU3, DAN CREŢU4, ADRIAN BOICEAN5 

 
1,3,4,5 “Lucian Blaga” University of Sibiu, 2 Sibiu County Clinical Hospital  

 
Keywords: colonic 
polyposis, malignant 

Abstract: Colonic polyposis refers to the appearance of small tumour masses that are protrusive in 
colonic lumen, generally multiple, without observing any colic segment. Most of them are asymptomatic, 
except for some small bleeding, most often occult. We present a patient of 47 years old, diagnosed and 
operated for colic multiple polyposis in whom some polyps that were removed degenerated into 
malignancy. The study presents the case and the data in the literature, as well as aspects of differential 
diagnosis of colic adenomatous polyposis. Patients with a family or personal history of colic polyps 
should be carefully monitored by colonoscopy and whenever possible, endoscopic or surgical resection 
should be performed. 

 

                                                           
1Corresponding author: Ciprian Tănăsescu, Str. Triajului, Nr. 59, Şelimbăr, Sibiu, Romania, E-mail: tanasescuciprian@yahoo.fr, Phone: +40722 
490048 
Article received on 20.04.2017 and accepted for publication on 30.05.2017 
ACTA MEDICA TRANSILVANICA June 2017;22(2):48-50 
 

INTRODUCTION 
Generally, patients with colonic polyps are 

asymptomatic. For the few symptomatic patients with this 
pathology, hematochezia is the most common symptom, 
reaching anemia and iron deficiency.(1) Other symptoms are 
diarrhea and constipation at the same time with the reduction of 
stool diameter.(2) 
 The most common colic polyps are villous adenomas 
and can occur in any part of the colon. 
 They can be detected by rectal examination for the 
low rectal localization or by colonoscopy or recently, by 
endoscopic camera.(3) 
 The treatment of choice is their endoscopic excision 
whenever possible. 

Without treatment, colonic polyps are at risk of 
malignancy of up to 1%.(4)  
 

CASE REPORT 
We present the case of the patient, GI, aged 47, from 

rural area, who was admitted to the Ist Surgical Clinic on 
23/11/2016 by transfer from the Ist Medical Department, for 
lower abdominal pain, weight loss (about 4 kg in the last three 
weeks), alternating constipation and diarrhea, flatulence. 

From disease history, we learned that the current 
suffering started suddenly in full health, about two weeks before 
the presentation to the hospital, by the appearance of lower 
abdominal pain, diarrhea alternating with constipation, 
flatulence. In evolution, signs and symptoms were preserved, 
with the accompanying phenomena of asthenia and fatigue, so 
that the patient presented to the medical department for 
investigation and diagnosis. 
 Within the medical department, several investigations 
were conducted:  
• among the most significant biochemical explorations, there 

are those that show a slight anemia (HB 10 Ht-38).  
• abdominal ultrasound showed no evidence of pathological 

changes without liver metastases. 
• colonoscopy highlighted a sessile polyp at the rectosigmoid 

junction with a broad implantation base, with a size of 

approximately 4 cm (figure no. 1), that on the banding 
nerro module shows changes at its site of implantation, 
from where biopsy was practiced, allowing the passage. At 
the level of the ascending colon, a tumour formation (figure 
no. 2) is shown, which comprises one-third of the luminal 
diameter with multiple polyps in the cecum, from where 
biopsies are taken. 

 
Figure no. 1. Sessile polyp at rectosigmoid junction 

 
 
Figure no. 2. Tumour of ascending colon 

 
TNM classification according to histological biopsy 
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result after colonoscopy is TIS in the rectosigmoid region and 
T1NxM0 in the ascending colon, and Dukes A from the clinical 
point of view.   

For the first sample, the biopsy highlights an 
adenomatous polyp of tubulovillous appearance with areas of 
dysplasia in the glandular epithelium (figure no. 3), the second 
sample reveals an adenomatous polyp of tubulovillous 
appearance with a slight inflammatory infiltration (figure no. 4), 
the third biopsy (ascending colon tumour) highlights an 
adenomatous polyp of tubulovillous and carcinoma in situ 
appearance (figure no. 5), the fourth biopsy shows an 
adenomatous polyp of tubulovillous appearance with a slight 
inflammatory infiltration (figure no. 6) 
 
Figure no. 3. Dysplasia in the glandular epithelium 

 
 
Figure no. 4. Adenomatous polyp of tubulovillous 

 
 
Figure no. 5. Adenomatous polyp of tubulovillous 

 
 
Figure no. 6. Adenomatous polyp of tubulovillous 

 

- chest radiograph shows a slight accentuation of the 
peribronchovascular interstitium, without any other 
pathology radiologically identifiable (figure no. 7). 

Figure no. 7. Chest radiograph 

 
The patient was transferred to the Ist Surgical 

Department in view of establishing specialized treatment. 
After an appropriate preoperative preparation consisting 

of hydorelectrolytic rebalancing, administration of purgatives, 
anesthesia and intensive care examination, antibiotic 
prophylactic, surgery was practiced. Intraoperatively, after 
general anesthesia with endotracheal intubation and epidural 
catheter placement, a colonoscopy is performed again 
reassessing the formations at colon level, and impregnating with 
methylene blue the implantation site of the rectosigmoid polyp 
for an easy intraoperative identification. 

Intraoperatively, in the ascending colon, tumour 
formation is highlighted on palpation (figure no.8), and at the 
rectosigmoid junction, the polyp is shown with the base 
impregnated with methylene blue. 

Right coloparietal dissection was decided and 
practiced, mobilizing the right colon, isolating and ligating the 
right colic artery at the origin, performing right hemicolectomy 
and ileotransverse anastomosis L-L, closure of the peritoneal 
breach. 
 
Figure no. 8. Tumour of ascending colon 
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In the rectosigmoid region, we proceeded to prepare 
the sigmoid colon, its mobilization, excision of the peritoneum 
and ligature of the sigmoid vessels, segmental colectomy and 
rectosigmoid anastomosis T-T and closing the peritoneal breach, 
lavage, double drainage, exploration of peritoneal cavity, 
parietoraphy in anatomical layers, nylon 10, dressing, anal 
dilatation. 

Postoperative evolution was favourable, the patient 
being hemodynamically stable, respiratory balance, supple, 
mobile abdomen, painless to palpation, with permeable drain 
tubes with minimum drainage. Their removal is usually done on 
day 6 postoperatively, while feeding commences on the 5th day 
for semisolid food, resuming gas transit and feces. Postoperative 
wound had no reaction and was healing. 

The patient was discharged in good general condition, 
afebrile with the following recommendations: avoid exercise, 
hygiene and dietary regime, dressing every two days, fire 
suppression 10 days after surgery, colonoscopy reassessment six 
months later. 
 

DISCUSSIONS 
Colic polyps should be clearly differentiated from 

other serious bowel disorders, such as familial adenomatous 
polyposis. This is a rare, autosomal dominant disease, 
characterized by the appearance of hundreds and thousands of 
adenomatous colic and rectal polyps even since a young age.  

Lack of radical surgical treatment inevitably leads to 
malignancy by the age of 40.(5) Unlike colonic polyposis, this 
involves the emergence of colonic small tumour masses, which 
are protrusive in the colonic lumen, usually multiple, without 
observing any colonic segment, with a risk of malignancy of 
maximum 1%.(6) 

The treatment of colic polyps is their endoscopic 
resection. In this case, surgery was a therapeutic intervention.(7) 
Total colectomy should be taken into account due to multiple 
polyposis with malignant degeneration, located in almost all 
segments of the colon. Due to the patient’s young age and lack 
of polyps in the transverse colon and part of the descending 
colon, right hemicolectomy was decided and practiced with 
ileotransverse anastomosis L-L, and segmental sigmoid 
colectomy with rectosigmoid anastomosis T-T. 

Another possible surgical option to carry out would 
have been the right hemicolectomy with ileotransverse 
anastomosis L-L, with the attempt in step 1 to excise the polyp 
in the rectosigmoid region by colonoscopy. Due to the wide base 
of implantation of the polyp and malignant degeneration 
observed on the Nerro banding mode, this option was ruled out 
for oncological safety reasons.  

Elective option would have been the segmental 
colectomy done laparoscopically, this being done only in 
specialized centers for these types of laparoscopic interventions, 
with necessary equipment and experience for such an approach. 
 

CONCLUSIONS 
Colonic polyposis refers to the appearance of small 

tumour masses that are protrusive in colonic lumen, generally 
multiple, without observing any colic segment. Most of them are 
asymptomatic, except for some small bleeding, most often 
occult, the risk of malignancy, being present. 

Patients with a family or personal history of colic 
polyps should be carefully monitored by colonoscopy and 
whenever possible, endoscopic or surgical resection should be 
performed. 
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