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Introduction
Endoscopic approach is the best choice in treatment of villous 

tumor. Nonetheless, the dimensions and the site can confine the use of 
endoscopic resection. Surgery is, at that time, indicated but the selection 
between major surgery and minimally invasive surgery still challenging. 
The incidence of colorectal adenomatous polyps was described in around 
25% of the population aged above 50 years [1]. Therefore, adenomectomy 
of colorectal adenomas clues to an extensive weakening in the incidence 
of colorectal carcinomas [2]. Endoscopic ablation of villous adenomas is 
the technique of choice for removing this type of polyps. On the other 
hand, 3-10% of the lesions have no indication for endoscopic resection due 
to technical limits [3]. Transanal surgical technic may be used to remove 
adenomatous polyps in the lower part of the rectum; nevertheless the 
polyps of the upper and middle rectum cannot be excised by this technic 
[4]. Surgical resection either by open or laparoscopically assisted approach 
of the colon and rectum is the technic of choice for the polyps that have no 
indication for resection by endoscopic way. Though, anterior resection of 
the rectum may, on some situations; increase suspicions as to the resection 
margin and are difficult to be achieved in obese patients with a constricted 
pelvis and in large tumors of low rectum [5].

Clinical Case
An 89-year-old woman, presented with a history of hypertension 

with chronic cardiac disease associated with deep venous thrombosis 
under anticoagulant treatment. She was hysterectomized since 18 
months. The patient was oriented to our surgical department with 
a past of bloody diarrhea associated with abdominal pain that started 
six months before and was accompanied with weight loss of 4 kg in 
one year. The digital rectal examination found a rectal mass confined 
in the lower rectum from 6 cm of the anal verge. This lesion was soft, 
stagnating attached to the posterior wall of the lower rectum. The 
laboratory investigations were within normal value. The prothrombin 
time was 38.5 and INR 2.5. The tumors markers were not elevated. Total 
colonoscopy showed a voluminous sessile lesion involving the posterior 
hedge of the rectum, distant 4 cm from the anal verge, and 10 cm long. 
Endoscopic resection of a three small polyps localized in the transverse 
and sigmoid colons were done and the result of biopsies was hyperplasic 
polyp (Figure 1). The biopsies were performed for the large sessile polyp 
and the histopathological result was in favor of villous adenoma with low 
grade of dysplasia.
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Abstract
Villous tumors of gastrointestinal area are infrequent and villous adenoma is a type of polyp that grows in the colon 

and other spaces in the gastrointestinal tract and sometimes in other parts of the body. These adenomas may turn into 
malignant. Their detection is, typically, fortuitous during an endoscopic investigation. For their degenerative potential 
and recurrence the complete excision of villous tumors is highly recommended. Voluminous villous tumors are the 
main cause of limitation for endoscopic resection and require a surgical management. Great morbi-mortality rate and 
functional conditions of surgery have directed to a growing attention in many further procedures which can expose to 
recurrence risk particularly in the rectum. We present our experience in dealing a case of huge villous tumors of the 
rectum in elderly patient.
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Abdominal computed tomography showed budding tumor of the 
posterior wall of the lower rectum without extension beyond the wall 
with no other major modifications of neighboring structures (Figure 
2 and 3).

Discussion 
Villous tumors of digestive tract are rare and represent a pre 

malignant lesion. They are well defined as huge sessile lesion with 
villous structure [6,7]. From a histopathological point of view these are 
most often, villous adenomas [6]. In the literature the most described 
villous tumors are localized in the rectum and the colon [8]. Their 
possible malignant degeneration is estimated from 40 to 50% of cases. It 
will be determined by seize and the degree of dysplasia [9,10]. The risk 
of increasing invasive colorectal carcinoma from adenomatous polyps 
is known since a long time and gives a justification for removing such 
benign lesions [11]. The mainstream of colorectal polyps recognized by 
colonoscopy is insignificant and deals with no difficulty for endoscopic 
resection [12,13]. Despite that, in situations such as for our patient 
resection by endoscopy becomes difficult. This presentation of low rectal 
villous adenomas may need surgical treatment. In overall, the discovery 
of these lesions is fortuitous during an endoscopic investigation. The 
clinical presentation is not specific; the symptomatology is variable 
ranging from simple abdominal pain to bloody diarrhea with anemia. 
Large tumor may cause intestinal obstruction. Secreting lesions 
may be discovered by unlimited water and electrolyte disorders as a 
consequence of prostaglandin secretion. This can lead to the appearance 
of a Mckittrick-Wheelock syndrome with acute renal failure, metabolic 
and hemodynamic disorders [8,14]. Generally, hemorrhage is induced 
by the rectal examination or after rectal biopsy. The diagnosis can be 
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acknowledged at the endoscopic inspections with pathologic studies 
of the biopsy example. Magnetic resonance (MR) and endorectal 
ultrasound (ERUS) are more accurate to evaluate parietal and sphincter 
infiltration of rectal tumor than CT scan [8,15]. Worrell et al. in their 
meta-analysis, recommend the usage of a biopsy within an ERUS 
examination in order to reduce the number of misdiagnosed local 
degeneration [16]. For of their potential of degeneration and recurrence, 
the removal of villous tumors must be complete and in one bloc with 
free margins. Sessile lesion necessitates endoscopic mucosal resection 
(EMR) which can offer a one bloc sampling [10,17,18]. Endoscopic 
sub mucosal dissection (ESD) is a new technique which can remove 
a huge tumor. This situation is possible when the lesion is limited to 
the mucosa [18]. The most important challenge is represented by the 
endoscopic resection of a huge circumferential villous adenoma of the 

rectum. Endoscopic resection of bulky villous tumor with flat surface 
is a very high challenge and may result in significant risk of perforation 
of the rectum. If the perforation occurs at the level of the high rectum 
(reflection of the peritoneum) this can lead to serious complications 
(peritonitis). Another significant complication may occur after 
endoscopic resection of a circumferential lesion: is the occurrence of 
a stenosis [19]. The huge villous tumor constitutes a restriction for 
endoscopic removal and requires a surgical management [20]. Surgical 
tactic depends on the size and the location of the tumor. Transanal 
endoscopic microsurgery (TEM) is, also, a well-meaning substitute 
compared with major surgery in mid and upper rectal lesions. It is a 
minimally invasive technique and it permits the surgeon to operate on 
big lesions of the proximal rectum and eradicate the lesion en bloc, 
without taking to make an abdominal incision [21]. But it is technically 

Figure 1: Histopathological examination confirmed diagnosis of villous adenoma with low grade of dysplasia. 

Figure 2: Colonoscopy showing polyps in the colon and villous tumor in the rectum. 
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complex and requires long time training and expansive material 
[22]. This procedure uses an exactly designed rectoscop which is 
connected to a three-dimensioned binocular system with a continuous 
insufflation of the rectum. This gives a distended intra rectal space with 
a intensification of the view. Therefore the full-thickness and en-bloc 
removal is accomplished with acceptable resection margins around the 
lesion [23]. Sutures are obligatory in anterior polyps which are lying 
above the peritoneal reflection in order to avoid rectal perforation 
with severe complication (generalized peritonitis) [24]. TEM suggest 
mechanism comparable to major surgery. This method is restricted to 
specialized centers because of the high cost of the instruments and the 
long learning period [23]. Concerning the lesions of upper and mid 
parts of rectum anterior resection gives the benefit for a complete 
resection of the lesion. Nevertheless, in tumors of distal rectum, near the 
anal canal, it is difficult to achieve an acceptable resection by abdominal 
approach, since the margins are deficient. This conception of a low 
transanal colorectal anastomosis is not new and was described first by 
Maunsell more than 100 years ago for the treatment of rectal cancer, 
with the advantage of sparing sphincter function [25]. The technique 
proved functioning and provides the impression to be a well alternate 
for the method of large adenomatous and circumferential lesions of 
the rectum that are difficult to be removed by other techniques. A new 
local transanal approach was recently proposed using a single port 
trocar with conventional laparoscopic material which can be inserted 
through the anus. This procedure is accessible to laparoscopic 
surgery and appears to be safe and simple been whole with lesser cost 
compared with TEM [26]. Segmental resection is, usually, enough 
in large lesions since the removal has well executed [27]. For our 
patient, because of her general condition, radical surgery cannot be 
performed, and conventional transanal resection appears to be safe 

and effective with a close follows up. We realised a resection of the 
tumor through the anal canal with suture of posterior wall of the 
lower rectum (Figure 4).

Conclusions
Villous adenomas are rare and represent a type of polyp which 

growth in the colon and rectum. They are characterized by their 
tendency to recur and their possible potential of degeneration of residual 
tumors. A total removal as one bloc with tumor free margins is highly 
necessary. The choice of the technique should be made considering 
the high mortality and the morbidity rates of major surgery and the 
convenience of the other surgical procedures. Even though the recently 
described procedures for rectal villous tumors offer good results with 
low rates of mortality and morbidity, they are still not well-known in 
all countries and it also requires a long learning curve and increases the 
financial costs of the procedure

Conflicts of Interest

The authors report no conflicts of interest in this work.

References

1. Giacosa A, Frascio F, Munizzi F (2004) Epidemiology of colorectal polyps. 
Tech Coloproctol 8: S243-S247. 

2. Wilhelm D, Von Delius S, Weber L, Meining A, Schneider A, et al. (2009) 
Combined laparoscopic-endoscopic resections of colorectal polyps: 10-year 
experience and follow-up. Surg Endosc 23: 688-693. 

3. Delaney CP, Champagne BJ, Marks JM, Sanuk L, Ermlich B, et al. (2010) Tissue 
apposition system: new technology to minimize surgery for endoscopically 
unresectable colonic polyps. Surg Endosc 24: 3113-3118.

4. Casadesus D (2009) Surgical resection of rectal adenoma: a rapid review. 
World J Gastroenterol 15: 3851-3854.

Figure 3: Abdominal computed tomography showed budding tumor of the posterior wall of the lower rectum.

Figure 4: Transanal resection of the tumor with suture of posterior wall of the lower rectum.

https://dx.doi.org/10.1007/s10151-004-0169-y
https://dx.doi.org/10.1007/s10151-004-0169-y
https://dx.doi.org/10.1007/s00464-008-0282-5
https://dx.doi.org/10.1007/s00464-008-0282-5
https://dx.doi.org/10.1007/s00464-008-0282-5
https://dx.doi.org/10.1007/s00464-010-1098-7
https://dx.doi.org/10.1007/s00464-010-1098-7
https://dx.doi.org/10.1007/s00464-010-1098-7
https://dx.doi.org/10.3748%2Fwjg.15.3851
https://dx.doi.org/10.3748%2Fwjg.15.3851


Surgical Approach of Degenerated Giant Rectal Villous Adenoma 162

Volume 14 • Issue 4 • 4
J Surgery, an open access journal
ISSN: 1584-9341

5. Roriz-Silva R, Andrade AA, Ivankovics IG (2014) Giant rectal villous adenoma: 
Surgical approach with rectal eversion and perianal coloanal anastomosis. Int 
J Surg Case Rep 5: 97-99.

6. Droy L, Kury S, Airaud F, Maury I, Cauchin E, et al. (2011) Hétérogénéité 
histopathologiques et moléculaires des tumeurs villeuses recto-sigmoidiennes. 
Annales de Pathologie 31: 135-136.

7. Merzouk M, El Alaoui EM, Moumen M, Biadillah MCH (1993) Tumeurs villeuses 
rectales. Médecine du Maghreb 38: 23-24.

8. De Vargas Macciucca M, Casale A, Manganaro L, Floriani I, Fiore F et al. 
(2010) Rectal villous tumours: MR features and correlation with TRUS in the 
preoperative evaluation. Eur J Radiol 73: 329-333.

9. Risio M (2010) The natural history of adenomas. Best Pract Res Clin 
Gastroenterol. 24: 271-280.

10. Lesur G (2009) Polypes gastriques: les reconnaître, savoir lesquels enlever. 
Gastroentérol Clin Biol 33: 233-239.

11. Nusko G, Mansmann U, Altendorf-Hofmann A, Groitl H, Wittekind C, et al. 
(1997) Risk of invasive carcinoma in colorectal adenomas assessed by size 
and site. Int J Colorectal Dis 12: 267-271.

12. Citarda F, Tomaselli G, Capocaccia R, Barcherini S, Crespi M (2001) Efficacy 
in standard clinical practice of colonoscopic polypectomy in reducing colorectal 
cancer incidence. Gut 48: 812-815. 

13. Vormbrock K, Mönkemüller K (2012) Difficult colon polypectomy. World J 
Gastrointest Endosc 4: 269-280.

14. Pucci G, Rondelli F, Avenia N, Schillaci G (2012) Acute renal failure and 
metabolic alkalosis in patient with colorectal villous adenoma (Mckittrick-
Wheelock syndrome). Surgery 154: 643-644. 

15. Bretagnol F, Panis Y (2009) Comment prendre en charge une tumeur villeuse 
étendue du bas rectum? Gastroentérol Clin Biol 335: F101-F105.

16. Worrell S, Horvath K, Blakemore T, Flum D (2004) Endorectal ultrasound 
detection of focal carcinoma within rectal adenomas. Am J Surg 187: 625-
629.

17. Dumontier I, Poulet B, Carnot F, Barbier JP (1998) Les tumeurs bénignes de 
l’estomac. EMC Gastroentérologie 9-026-A-10.

18. Fujishiro M, Yahagi N, Kakushima N, Kodashima S, Ichinose M, et al. (2006) 
Successful endoscopic en bloc resection of a large laterally spreading 
tumour in the rectosigmoid junction by endoscopic submucosal dissection. 
Gastrointestinal Endoscopy 63: 178-183.

19. Soune P.A, Ménard C, Salah E (2010) Large endoscopic mucosal resection for 
colorectal tumors exceeding 4 cm. World J Gastroenterol. 16: 588-595.

20. Maeda K, Maruta M, Sato H, Hanai T, Masumori K, et al. (2004) Outcomes of 
novel transanal operation for selected tumours in the rectum. J Am Coll Surg 
199: 353-360.

21. Touzios J, Ludwig KA (2008) Local management of rectal neoplasia. Clin Colon 
Rectal Surg 21: 291-299.

22. Semana M, Bretagnola F, Guedjb N, Maggioria L, Ferrona M, et al. (2010) 
Transanal endoscopic microsurgery (TEM) for rectal tumour: The first French 
single-centre experience. Gastroentéro Clin Biol 34: 488-493.

23. Asencio Arana F, Uribe Quintana N, Balciscueta Coltell Z, Rueda Alcárcel 
C, Ortiz Tarín I (2011) Transanal endoscopic surgery with conventional 
laparoscopy materials: is it feasible. Cir Esp 89: 101-105.

24. Ferrer Marquez M, Reina Duarte A, Rubio Gil F, Belda Lozano R, Alvarez 
Garcia A, et al. (2011) Indications and Results of Transanal Endoscopic 
Microsurgery in the Treatment of Rectal Tumours in a Consecutive Series of 52 
Patients. Cir Esp 89: 505-510.

25. Maunsell HW (1892) A new method of excising the two upper portions of the 
rectum and the lower segment of the sigmoid flexure of the colon. Lancet 140: 
473-476.

26. Cantero Cid R, García Pérez JC, González Elosua T, Lima Pinto F, Martínez 
Alegre J, et al. (2011) Transanal resection using a single port trocar: a new 
approach to notes. Cir Esp 89: 20-23.

27. Bodin R, Peycru T, Schartz A, Jarry J, PommierN, et al. (2010) Tubulo 
villous adenoma of the appendix: A case report and review of the literature. 
Gastroentérol Clin Biol 34: 633-635.

https://dx.doi.org/10.1016%2Fj.ijscr.2013.12.003
https://dx.doi.org/10.1016%2Fj.ijscr.2013.12.003
https://dx.doi.org/10.1016%2Fj.ijscr.2013.12.003
https://dx.doi.org/10.1016/j.annpat.2011.09.052
https://dx.doi.org/10.1016/j.annpat.2011.09.052
https://dx.doi.org/10.1016/j.annpat.2011.09.052
http://www.santetropicale.com/Resume/3806.pdf
http://www.santetropicale.com/Resume/3806.pdf
https://dx.doi.org/10.1016/j.ejrad.2008.11.026
https://dx.doi.org/10.1016/j.ejrad.2008.11.026
https://dx.doi.org/10.1016/j.ejrad.2008.11.026
https://dx.doi.org/10.1016/j.bpg.2010.04.005
https://dx.doi.org/10.1016/j.bpg.2010.04.005
https://dx.doi.org/10.1016/j.gcb.2009.02.001
https://dx.doi.org/10.1016/j.gcb.2009.02.001
https://dx.doi.org/10.1007/s003840050103
https://dx.doi.org/10.1007/s003840050103
https://dx.doi.org/10.1007/s003840050103
https://dx.doi.org/10.1136%2Fgut.48.6.812
https://dx.doi.org/10.1136%2Fgut.48.6.812
https://dx.doi.org/10.1136%2Fgut.48.6.812
https://dx.doi.org/10.4253%2Fwjge.v4.i7.269
https://dx.doi.org/10.4253%2Fwjge.v4.i7.269
https://dx.doi.org/10.1016/j.surg.2012.04.011
https://dx.doi.org/10.1016/j.surg.2012.04.011
https://dx.doi.org/10.1016/j.surg.2012.04.011
https://dx.doi.org/10.1016/j.gcb.2009.07.023
https://dx.doi.org/10.1016/j.gcb.2009.07.023
https://dx.doi.org/10.1016/j.amjsurg.2004.01.005
https://dx.doi.org/10.1016/j.amjsurg.2004.01.005
https://dx.doi.org/10.1016/j.amjsurg.2004.01.005
https://dx.doi.org/10.1016/j.gie.2005.07.009
https://dx.doi.org/10.1016/j.gie.2005.07.009
https://dx.doi.org/10.1016/j.gie.2005.07.009
https://dx.doi.org/10.1016/j.gie.2005.07.009
https://dx.doi.org/10.3748%2Fwjg.v16.i5.588
https://dx.doi.org/10.3748%2Fwjg.v16.i5.588
https://dx.doi.org/10.1016/j.jamcollsurg.2004.05.268
https://dx.doi.org/10.1016/j.jamcollsurg.2004.05.268
https://dx.doi.org/10.1016/j.jamcollsurg.2004.05.268
https://dx.doi.org/10.1055/s-0028-1089945
https://dx.doi.org/10.1055/s-0028-1089945
https://dx.doi.org/10.1016/j.gcb.2009.07.040
https://dx.doi.org/10.1016/j.gcb.2009.07.040
https://dx.doi.org/10.1016/j.gcb.2009.07.040
https://dx.doi.org/10.1016/j.ciresp.2010.11.002
https://dx.doi.org/10.1016/j.ciresp.2010.11.002
https://dx.doi.org/10.1016/j.ciresp.2010.11.002
https://dx.doi.org/10.1016/j.cireng.2011.04.006
https://dx.doi.org/10.1016/j.cireng.2011.04.006
https://dx.doi.org/10.1016/j.cireng.2011.04.006
https://dx.doi.org/10.1016/j.cireng.2011.04.006
https://dx.doi.org/10.1016/S0140-6736(01)86749-0
https://dx.doi.org/10.1016/S0140-6736(01)86749-0
https://dx.doi.org/10.1016/S0140-6736(01)86749-0
https://dx.doi.org/10.1016/j.ciresp.2010.09.006
https://dx.doi.org/10.1016/j.ciresp.2010.09.006
https://dx.doi.org/10.1016/j.ciresp.2010.09.006
https://dx.doi.org/10.1016/j.gcb.2010.07.006
https://dx.doi.org/10.1016/j.gcb.2010.07.006
https://dx.doi.org/10.1016/j.gcb.2010.07.006

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction
	Clinical Case 
	Discussion
	Conflicts of Interest 
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	References

