
Co lonic adenomas with se vere dysplasia are var i -
ously called as ma lig nant co lonic pol yps, early

co lonic can cers or co lonic adenomas with fo cal car ci -
noma, high grade dysplasia, car ci noma in situ or
intramucosal car ci noma.1-6 Ap prox i mately, 5% to 7%
of adenomas have se vere dysplasia at the time of di ag -
no sis.7 The na ture of these le sions are a “pre-mali -
gnancy state” or in fact, “be nign adenomas”. They can 
usu ally be man aged suc cess fully by colonoscopic

polypectomy, electrocautery piece meal re sec tion or
strip bi opsy re sec tion method. Un for tu nately, a sig nif -
i cant num ber of pa tients with colorectal car ci noma
con fined to the mu cosa con tinue to un dergo un nec es -
sary colectomies. The aim of this study was to com -
pare the out come of pa tients who had a polypectomy
alone with those who had a polypectomy fol lowed by
a colectomy. We also in tended to find out when a
colectomy was needed fol low ing polypectomy for co -
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Co lonic adenomas with se vere dysplasia are “pre-malignant tu mors” or
“in fact be nign adenomas”. They are treated by colonoscopic poly -
pectomy, electrocautery piece meal re sec tion or strip bi opsy re sec tion
method. Un for tu nately, a sig nif i cant num ber of pa tients with these le sions
con tinue to un dergo un nec es sary colectomies. The aim of this study was to 
com pare the out comes of pa tients who had a polypectomy alone with
those who had a polypectomy fol lowed by a colectomy. 179 pa tients hav -
ing colorectal polypoid le sions with early car ci noma were stud ied ret ro -
spec tively. The clin i cal pre sen ta tions, colonoscopic find ings, histological
find ings, com pli ca tions, op er a tions, histological re sults of the sur gi cal re -
sec tion spec i mens, and out come were re viewed. 160 pa tients hav ing co -
lonic adenomas with se vere dysplasia were suc cess fully treated only by
colonoscopic pro ce dures with no re cur rence or me tas ta sis. 19 pa tients re -
ceived fur ther sur gi cal treat ments in clud ing con ven tional colectomies,
lap aro scopic seg men tal re sec tions, or transanal re sec tions. Histological
ex am i na tion of the resected spec i mens showed that 16 pa tients had no ev i -
dence of re sid ual tu mor, 1 had re sid ual adenoma, 2 had re sid ual T1N0 car -
ci no mas. There were no per fo ra tion or deaths af ter colonoscopic treat -
ments. Mild bleed ing oc curred in three pa tients (1.7%). There were no
com pli ca tions or mor tal ity in the sur gi cal group. For co lonic adenomas
with se vere dysplasia colonoscopic re sec tion can be a cu ra tive pro ce dure.
Fur ther sur gi cal re sec tions are in di cated only if there are un clear re sec tion
mar gins. [J Soc Co lon Rec tal Sur geon  (Tai wan) 2002;13:137-142]
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lonic adenomas with se vere dysplasia.

Ma te rials and Methods

From Jan u ary 1993 to De cem ber 2000, 179 pa -
tients hav ing ad eno ma tous pol yps with se vere
dysplasia were treated by colonoscopic polypectomy
ini tially. Pa tients’ age and gen der, le sion lo ca tion and
size, com pli ca tions, op er a tions, patho logic di ag no sis,
and fol low up data were re viewed. All pol yps were re -
moved by colonoscopic co ag u la tion snare tech nique,
strip re sec tion method, or piece meal re sec tion. Sub se -
quent sur gi cal treat ments fol low ing polypectomy in
some pa tients in cluded transanal, lap aro scopic or
open re sec tions. Spe cial ef forts were made in de fin ing 
tu mor in volve ment at the mar gin of the ini tial
polypec tomies. How the ini tial patho logic or clin i cal
char ac ter is tics of the pol yps would af fect the de ci sion
mak ing of the sur geons af ter polypectomies were also
ana lysed.

Re sults

There were 179 pa tients, in clud ing 133 men and 46 
women. Age ranged from 25 to 89 years (67.8 ± 11.2
years). The lo ca tions of the pol yps in the colorectum
were : ce cum 2 (1%), as cend ing co lon 11 (6%), trans -
verse co lon 10 (6%), de scend ing co lon 18 (10%), sig -
moid co lon 76 (42%) and rec tum 62 (35%). The sizes
of pol yps ranged from 0.3 to 6 cm (4.7 ± 2.2 cm).

The le sions were clas si fied mor pho log i cally as :
55 pedunculated pol yps (31%) and 124 ses sile pol yps

(69%). The his tol ogy of the adenomas were tu bu lar
adenoma in 83 pol yps (46%), tubulovillous adenoma
in 68 pol yps (38%) and villous adenoma in 28 pol yps
(16%). Syn chro nous pol yps were found in 92 pa tients
(51%) dur ing the first di ag nos tic colonoscopic poly -
pectomy and were ex cised con com i tantly.

All pa tients were di vided into three groups de -
pend ing on the com plete ness of polypectomy mar gins 
re ported by patho logic as sess ments: com plete re sec -
tions (n = 174) ; in com plete re sec tions (n = 5) and
doubt ful re sec tions (n = 27).

Most of the pa tients (n = 140) with com plete re -
sec tion of pol yps un der went no fur ther treat ment af ter
en do scopic polypectomy (EP). One pa tient re ceived a
sub se quent an te rior re sec tion, one re ceived a low an -
te rior re sec tion, and five pa tients re ceived hemi -
colectomy. A re sid ual villous adenoma with car ci -
noma in situ at the polypectomy site was found in one
pa tient. The other six pa tients had no re sid ual tu mors
(Ta ble 1). Two pa tients with in com plete re sec tion of
polyp re ceived no fur ther treat ment af ter EP. One pa -
tient un der went a transanal wedge re sec tion and two
pa tients re ceived low an te rior re sec tions. One of the
resected spec i mens was a mod er ately dif fer en ti ated
adeno carcinoma with sub mu cosa in va sion but with -
out lymphovascular in va sion. The other two spec i -
mens showed no ev i dence of re sid ual tu mor (Ta ble 2). 
Most of the pa tients (n = 18) with doubt ful re sec tions
pol yps re ceived no fur ther treat ment af ter EP. One re -
ceived transanal re sec tion which re sulted in re sid ual
adenoma at the polypectomy site. Five pa tients re -
ceived hemicolectomies, two pa tients re ceived an te -
rior re sec tions and one un der went low an te rior re sec -
tion (Ta ble 3). All of these spec i mens had no re sid ual
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Table 1 Complete Polypectomy Margin

Resection specimen

Resection method
Residual tumor

postive
Residual tumor

negative Out come

Polypectomy alone 140 None All patients alive without disease
Polypectomy followed

by resection 7
Transanal excision 0
Hemicolectomy 5
AR or LAR 2 V.A. with CIS* 1

5
1

All patients alive without disease

*Villous adenoma with carcinoma in situ. Grossly unclear base after polypectomy



tu mors.
Fol low-up pe ri ods ranged from 12 to 102

months (47.1 ± 22.3 months). No re cur rent tu mors
were found at the polypectomy sites for EP only pa -
tients. No re cur rence at the anas to mo sis sites for
sub se quent colectomy pa tients was found by reg u -
lar colonos copic ex am i na tions. There was also no
ev i dence of dis tant me tas ta sis. In sum mary, three of
the nine teen pa tients un der go ing sub se quent co -
lonic re sec tions had a re sid ual tu mor at the poly -
pectomy site. There was no lymphovascular in va -
sion or re gional lymph nodes metastases in these
pa tients.

Three pa tients had bleed ing (1.7%) af ter poly -
pectomy. They were treated by epi neph rine in jec -
tion at the polypectomy sites. One pa tient was hos -
pi tal ized for ob ser va tion for 2 days. No blood
trans fu sion was needed. There was no com pli ca -
tion af ter sub se quent colectomies. Five pa tient
died of un re lated causes dur ing the fol low-up pe -
riod. Fol low-up colo no sco pies were done in 3
months to as sure the com plete ness of ex ci sion.
The pa tients there af ter un der went rou tine post-
 polypectomy sur veil lance.

Dis cus sion

Adenomas of the co lon and rec tum are gen er ally
re garded as premalignant le sions. Re moval of
adenomas with sub se quent re duc tion in mor tal ity
from colorectal can cer has been con firmed. Colonos -
copy with polypectomy can have a 76 % to 90 % re -
duc tion in the ex pected in ci dence of colorectal car ci -
noma.7-9

It is gen er ally agreed that co lonic adenomas with
se vere dysplasia are be nign le sions. Histologically,
there are no lym phatic or vas cu lar ves sels above the
muscularis mucosae. Haggitt. et. al. re ported that 65
pa tients hav ing polypectomies for such le sions were
alive and well with no ev i dence of re cur rent dis ease
af ter a mean fol low up of 90 months. They con cluded
that le sions con fined to the mu cosa have no po ten tial
of lym phatic or vas cu lar in va sion, and the be hav ior of
these le sions are clin i cally be nign.1 Other stud ies also
con firm this re sult.2,9-11 Me tas ta sis from these le sions
has not been re ported. Some au thors re gard intra -
mucosal car ci no mas as ma lig nant le sions that could
be treated by colonoscopic polypectomies.12,13

When can cer in volves the polypectomy re sec tion
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Table 2. Incomplete Polypectomy Margin

Resection specimen

Resection method
Residual tumor

postive
Residual tumor

negative Out come

Polypectomy alone 2 None All patients alive without disease
Polypectomy followed

by resection 3
Transanal excision 1
Hemicolectomy 0
AR or LAR 2 T1N0M0* cancer 1

1

1

All patients alive without disease

*Moderately differentiated adenocarcinoma with submucosa invasion.

Table 3. Doubtful Polypectomy Margin

Resection specimen

Resection method
Residual tumor

postive
Residual tumor

negative Out come

Polypectomy alone 18 None All patients alive without disease
Polypectomy followed

by resection 9
Transanal excision 1
Hemicolectomy 5
AR or LAR 3

Adenoma 1
5
3

All patients alive without disease



mar gin, Langer et al. con cluded that there were usu -
ally no re sid ual tu mors in the sur gi cal spec i men at the
polypectomy site, even in cases in which poly pectomy
was con sid ered in com plete clin i cally, or in which
can cer ex tends to the re sec tion mar gin histo -
logically.12 Dia thermy used dur ing the snare poly -
pectomy may ex tir pate some of the rem nant re sid ual
tu mor in the bowel wall.3

In this study, 160 co lonic adenomas with se vere
dysplasia (89.4%) treated suc cess fully by poly -
pectomy alone had ex cel lent out comes dur ing a mean
fol low up in ter val of 47.1 months (12-102 months).
There was no lo cal re cur rence or dis tant me tas ta sis.
Nine teen (10.6%) pa tients who un der went sub se quent 
sur gi cal re sec tions, histological ex am i na tion of the re -
sec tion spec i mens re vealed no re sid ual tu mor or
lymph nodes me tas ta sis in 16 (84%) pa tients. The
other three pa tients (16%) had re sid ual tu bu lar
adenoma (n = 1) or T1N0 car ci noma (n = 2). It is rea -
son able for pa tients who had in com plete mar gins at
polypectomy sites to un dergo fur ther sur gi cal re sec -
tions, es pe cially when the endoscopists had en coun -
tered tech ni cal dif fi cul ties in the ini tial poly -
pectomies. For those pa tients with in com plete or doubt -
ful mar gins, the de ci sion of a sub se quent colectomy is
rel a tively dif fi cult. Our rec om men da tion is thor ough
com mu ni ca tion be tween the colonoscopist and the pa -
thol o gist be fore dis cus sion with pa tients.

The im por tant role played by the pa thol o gist in
han dling the sur gi cal spec i mens can not be over em -
pha sized. Poor ori en ta tion of the spec i men which was
ob tained via piece meal re sec tion, hot bi opsy or snare
polypectomy makes the re sec tion mar gin dif fi cult to
de fine. A pos i tive polypectomy mar gin dose not nec -
es sar ily mean that the re sid ual vi a ble car ci noma is
pres ent be cause the electrocautery de stroys a zone of
tis sue around the mar gin and may have oblit er ated any 
re sid ual car ci noma. Ap pro pri ate con sul ta tion be tween 
endoscopist, sur geon and pa thol o gist is im per a tive in
or der to avoid mis takes.6,14,15 

The ad vent of endo-sonography and mag ni fy ing
colonoscopy means that, in a few cases, ad di tional
informations may be noted about the pres ence of in va -
sion in ses sile pol yps. De ci sions to un dergo poly -
pectomy alone or a colectomy in stead could be made

dur ing colonoscopic ex am i na tions.2,3

Con clu sion

Colonoscopic polypectomy is an ad e quate treat -
ment for co lonic adenoma with se vere dysplasia, if
there is an ad e quate re sec tion mar gin, both clin i cally
and patho log i cally. A fur ther colectomy may some -
times be needed if there is a grossly unresectable re -
sid ual tu mor or a pos i tive mar gin of ma lig nancy.
These pa tients must be fol lowed care fully be cause of
their in creased in ci dence of metachronous po-
lyps.7,16,17
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