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Abstract

In January 2007, a 74-year-old male was admitted to our hospital for treatment of an
adenoma-like dysplastic lesion (ALM). He had a four-year history of ulcerative colitis.
Endoscopic findings revealed that a protruded lesion with an approximate size of 3 cm at
the splenic flexure was surrounded by pseudopolyps. Lifting of the tumor was poor
despite injection of normal saline around it. Therefore, the combination of endoscopic
resection and heat ablation therapy with argon plasma coagulation was performed.
Histopathological examination of the resected specimen showed tubular adenoma with
high-grade atypia. Endoscopic examination 15 months after this treatment revealed no
occurrence of ALM. Whether or not there is a possibility of local recurrence after ablation
therapy in addition to endoscopic resection performed in this case remains unclear.
However, this endoscopic therapy is a promising option for ALM in chronic ulcerative
colitis.

Case Report

In January 2007, a 74-year-old male was admitted to our hospital for treatment of adenoma-like
dysplastic lesion (ALM). Four years before admission, he had been diagnosed with ulcerative colitis
(UC) endoscopically and histologically; there were extensive colonic lesions. He had a history of
chemoradiothearpy for pharyx and pulmonary cancer five years earlier. He had been treated with

KARGER

Hiroshi Nakase, MD, PhD Department of Gastroenterology and Hepatology, Graduate School of Medicine
Kyoto University, 54 Shogoin Kawahara-Cho, Sakyoku
Kyoto 606-8507 (Japan)
Tel. +81 75 751 4319, Fax +81 75 751 4303, E-Mail hiropy_n@kuhp.kyoto-u.ac.jp



{ase Reparfs dn | Case Rep Gastroenterol 2009;3:121-124 | Published online: April 29, 2009 ©2009 S. Karger AG, Basel
DOI: 10.1159/000213648 ISSN 1662-0631
www.karger.com/crg

3,000 mg of oral salazosulphapyridine and had attended follow-up colonoscopic examination every
year. Disease activity of his UC remained indolent on admission.

Endoscopic findings revealed pseudopolyps and scar formations through the entire colon and a
protruded lesion with an approximate size of 3 cm at the splenic flexure surrounded by pseudopolyps
(fig. 1a). Histological findings of the biopsy specimen from this lesion on previous endoscopic
examination revealed tubular adenoma. Lifting of the tumor was poor despite injection of normal saline
around it. Therefore, the first procedure was performed by endoscopic resection with snare.
Additionally, remnant neoplastic tissue was treated with argon plasma coagulation (APC) (fig. 1b).
Histopathological examination of the resected specimen showed tubular adenoma with high-grade
atypia. Endoscopic examination 15 months after this treatment revealed no occurrence of ALM (fig. 2).

Discussion

Patients with long-standing or extensive UC are at increased risk of developing cancer
[1, 2]. Therefore, colonoscopic surveillance in patients with long-standing UC is highly
recommended. The main objective of surveillance colonoscopy in UC is to detect
neoplasia at a surgically curative and preferably preinvasive stage. In addition, endoscopic
differentiation of an ALM and dysplasia-associated lesional mass in chronic UC (CUC) is
a critical issue, because ALM can be indicated for endoscopic treatment [3-5]. However,
mucosal and submucosal fibrosis induced by long-standing inflammatory activity in CUC
makes it difficult to perform endoscopic resection of ALM. Recently, Smith et al. reported
the effectiveness of a combined endoscopic mucosal resection and cap-assisted
submucosal dissection technique for adenoma-like mass in CUC [6]. Exactly,
ESD-assisted EMR technique should be a promising treatment for ALM in CUC to avoid
unnecessary surgical treatment. On the other hand, we sometimes encountered difficult
cases of ALM in patients with CUC even by ESD-assisted EMR technique. We herein
presented an UC patient with ALM successfully treated by the combination of endoscopic
resection and heat ablation therapy.

ALM observed in this case was classified into sessile type (Is) according to the Paris
workshop guidelines for gross morphological classification of neoplastic colorectal lesion
in UC [7]. Histological findings of the biopsy specimen revealed tubular adenoma. In
addition, the patient was of old age and had a medical history of chemoradiotherapy for
pharynx and pulmonary cancer. Therefore, we selected endoscopic treatment to avoid
surgery despite the size of the tumor. Exactly, this tumor might be indicated for
ESD-assisted EMR technique. However, the lateral margin of this tumor was unclear
because of surrounding pseudopolyps, and lifting sign was also poor. Taken together, we
performed the combination of endoscopic resection and heat ablation therapy with APC.
As a result, no local recurrence of ALM was observed 15 months after the combination
therapy. Whether or not the possibility of local recurrence after ablation therapy in
addition to endoscopic resection performed in this case is higher compared to
ESD-assisted EMR technique remains unclear. In this regard, surveillance colonoscopy in
patients with CUC having experienced endoscopic treatment for their colonic tumors
should be performed routinely for detecting early local recurrence of colonic tumor and
newly emerging colonic lesions either after ablation therapy or ESD-assisted EMR.

In conclusion, we report a UC patient with ALM successfully removed by the
combination of endoscopic resection and heat ablation therapy with APC. The
development of endoscopy enables us to find neoplastic lesions in CUC which can be
indicated for endosocopic therapy. Thus, gastroenterologists should take various
therapeutic options into consideration when treating cases of neoplastic lesions in CUC.
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Fig. 1. a Endoscopic examination showing the protruded tumor with a size of approximately 3 cm
surrounded by pseudopolyps. b Endoscopic view after ablation therapy in addition to endoscopic
resection.

Fig. 2. Endoscopic examination 15 month after endoscopic therapy showing no local recurrence of
ALM.
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