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Abstract

We report a case of a 45-year-old man with the diagnosis of rectal adenocarcinoma, in which a proctocolectomy
was proposed and the patient refrained from surgery. A new colonoscopy was performed, which revealed a 2.5 cm
diameter sessile lesion with irregular microvascular mesh work, thick capillaries with heterogeneous distribution and
avascular areas, suggesting carcinoma with massive invasion of the sub-mucosa (a C3 lesion in the Hiroshima
classification). However, we tried endoscopic resection and the lesion has completely elevated after Sub-mucosal
hipertonic saline injection. Then the lesion was removed “en block” with a polypectomy snare. Histopathological
study evidenced a moderately differentiated adenocarcinoma in a villous adenoma with high grade dysplasia with
sub-mucosal invasion of 655 µm; there was no angiolymphatic invasion and the lateral and lower margins were
lesion-free.
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Introduction
Lymph node metastases are found in up to 15% of colorectal

cancers that invade the submucosa. Lymphovascular invasion, cellular
differentiation and depth of invasion are predictive of lymph node
metastases [1,2].

Chromoendoscopy is an important tool for the differential
diagnosis of neoplastic and non-neoplastic lesions and could also be
employed in predicting submucosal invasion by early colorectal cancer
[3]. We report, herein, a case of a sessile polyp which presented
vascular characteristics of deep sub mucosal invasion on magnifying
chromoendoscopy. Nevertheless, the lesion was successfully treated by
endoscopic mucosal resection (EMR).

Case Report
A 45 year-old man with lower abdominal discomfort underwent a

colonoscopy at another hospital, which revealed a rectal
adenocarcinoma at biopsy. Surgical consultation recommended
surgical resection with rectal amputation, which was refused by the
patient. A family doctor referred the patient to our unit and a new
colonoscopy was performed (Fujinon 590ZW5 high-resolution
magnifying video colonoscope -Fujifilm Corp., Saitama, Japan), which
revealed a sessile polypoid lesion with a diameter of 2.5 cm, with a
small fibrin-covered ulcer (Figure 1A). The lesion surface showed an
irregular microvasculature, thick capillaries with a heterogeneous
distribution, including avascular areas (Figure 1B). This pattern is
highly suggestive of deep invasion of the submucosa (Sm–m) as seen
by digital chromoendoscopy with magnification as seen by digital
chromoendoscopy with magnification. Thus, surgical treatment
should be indicated. However, we tried an EMR, and the lesion was

completely elevated after submucosal saline injection (Figure 1C),
being grasped with a polypectomy snare and resected “ en bloc ”
(Figure 2). At histopathology, the specimen demonstrated to be a
moderately differentiated adenocarcinoma in a villous adenoma with
high grade dysplasia, with a 655 µm submucosal invasion, no
angiolymphatic invasion and the resected margins were lesion-free
(Figure 3). Eighteen months after endoscopic mucosal resectionand
follow-upevery 6 months (Figure 4), no recurrence was observed.

Figure 1A) Endoscopic view in white light of a type0-Is lesion
measuring 2.5cm in diameter.

Discussion
Lymph node metastases – the limiting factor for endoscopic cancer

resection – are associated with the depth of submucosal invasion. So, a
predictive analysis of depth of invasion by endoscopy or endoscopic
ultrasound is of paramount importance to determine the therapeutic
strategy for early colorectal cancers. In the Hiroshima Classification of
vascular pattern in colorectal lesions, Sm-m invasion occurs only in
the C type, which is subdivided in C1 (irregular vessels with a
homogeneous distribution), C2 (irregular capillaries with
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heterogeneous distribution), and C3 (irregular capillaries, thick
heterogeneous vessels with avascular areas) as in our case [4].

Figure 1B) Micro vasculature under magnification (80x) and digital
chromoendoscopy demonstrating large irregular capillaries with
heterogeneous distribution and some avascular areas.

Figure 1C) Fully elevated lesion after injection of saline into the
submucosa.

Figure 2: Resected specimen stretched in a foamplate.

Kanao et al. [4] demonstrated 11%, 54% and 100% of Sm-m
invasion with types C1, C2 and C3, respectively. Oka et al. [5] found
similar figures of 3%, 57%, and 93%, respectively. Sensitivity,
specificity and accuracy of this classification are between 64% – 100%,
89% – 100%, and 88% – 98% in different studies [6-9].

According to the guidelines of the Japanese Colorectal Cancer
Society [10], EMR is considered curative when the resection is
complete, the carcinoma is well or moderately differentiated, there is
no angiolymphatic invasion and the depth of invasion is less than 1000
µm. According to other groups, these criteria could be even expanded
to 1300 or 1500 µm [2,11]. Nakadoi et al. [12] found lymph node
metastases in 8.22% of 499 colorectal lesions with submucosal
invasion. All metastatic lesions were undifferentiated, had vascular
invasion or had a depth of invasion greater than 1800 µm. Other
treatment options are endoscopic submucosal dissection (ESD) and
transanal endoscopic microsurgery (TEM). In Brazil, few endoscopy

units perform ESD as well as TEM. We have a long experience with
EMR, which has been a very safe and effective procedure in our
endoscopic unit, and carries significant less morbidity than surgical
treatment. In a previous study by our group, complete resection with
EMR was achieved in 155 of 172 (90%) cases with few complications
and recurrences [13].

Figure 3: Moderately differentiated adenocarcinoma into a high
grade dysplasia villousadenoma, which slightly invaded the
submucosa (655µm) (hematoxylin-eosin staining, magnification:
100x).

Figure 4: Endoscopic regular scar 18 months after the endoscopic
mucosal resection.

This way, for all the reasons listed above, in the presence of
colorectal lesions without clear conditions for endoscopic resection, or
when the patient refuses, or is frail to undergo surgery, or the surgical
procedure is too mutilant, as in this case, it is important to highlight
the value of clinical judgment for the best therapeutic decision-
making. The lifting or not of the lesion after submucosal saline
injection should be attempted, since magnifying chromoendoscopy,
either virtual or by means of dyes, does not present an accuracy of
100% for the prediction of deep submucosal invasion, as we have
demonstrated in this case report.

In summary, this case presented with typical chromoendoscopic
characteristics of a Sm-m submucosal cancer. However, EMR showed
to be curative. Thus, in expert hands, EMR could be attempted to
accurately stage and even cure early colorectal cancers when they
elevate after submucosal saline injection.
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