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Abstract
Subepithelial lesions (SELs) originating from muscularis mucosae of the colon are very rare
findings on endoscopy. Appropriate management of SELs involves making a correct di-
agnosis and estimating their malignant potential. In this case study, a 58-year-old Saudi
man presented with a small, 8-mm sigmoid polyp during screening colonoscopy. The polyp
was removed by hot snare polypectomy and sent to pathology laboratory. Report showed
an unremarkable colonic mucosa and underlying well-circumscribed submucosal lesion
composed of monotonous spindle cells. Immunohistochemical (IHC) analysis ruled out
CD117-/DOG1-positive GIST and confirmed the lesion as leiomyomatous polyp. Colonic
leiomyomas are usually benign and often asymptomatic and discovered during CRC
screening procedures. Diagnosis is made on histology/IHC analysis since endoscopically
they might be indistinguishable from other SELs. Conventional polypectomy is an ap-
propriate treatment for small colonic leiomyoma and these benign lesions typically do not
recur.

© 2023 The Author(s).

Published by S. Karger AG, Basel

Introduction

Subepithelial lesions (SELs) of the gastrointestinal (GI) tract are described as masses,
bulges, or impressions in the GI lumen that are covered in normal-appearing epithelium [1].
SELs represent a heterogeneous group of lesions – neoplastic SELs can vary from lipomaswith
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no malignant potential to gastrointestinal stromal tumors (GISTs) that could metastasize [1].
SELs usually originate in the muscularis mucosa, submucosa, or muscularis propria [1]. Those
originating frommuscularis mucosae of the colon are likely colonic leiomyomatous polyps, or
colonic leiomyoma [2, 3].

Colonic leiomyoma is considered very rare. The majority of colonic leiomyomas are small,
asymptomatic, and discovered incidentally [1]. However, some cases of colonic leiomyoma are
associated with symptoms such as abdominal pain, constipation, bleeding, or luminal ob-
struction and may be detectable as bulky abdominal masses on palpation [3]. Appropriate
management of SELs involves making a correct diagnosis and estimating their malignant
potential [1].

Because colonic leiomyoma is a very rare occurrence, it is important to report those cases
that arise with the aim of increasing awareness among endoscopists and physicians. This case
report highlights a middle-aged Saudi manwho presentedwith colonic leiomyoma discovered
during screening colonoscopy.

Case Presentation

A 58-year-old Saudi man presented with sigmoid polyp during screening colo-
noscopy (Pentax Medical using digital image enhanced endoscopy technology; “i-scan”)
at our tertiary hospital. A small, 8-mm polypoid lesion was noted in sigmoid colon
(Fig. 1). The i-scan showed the polyp was subepithelial. Submucosal injection with
normal saline and lifting indicated the polyp did not originate in deeper muscle layer.
Further imaging using EUS/MRI/CT was not deemed necessary. The polyp was removed
by hot snare polypectomy with no immediate complications. Pathology study showed an
unremarkable colonic mucosa with underlying well-circumscribed submucosal lesion
(Fig. 2a) formed by intersecting fascicles of monotonous spindle cells with eosinophilic
cytoplasm and indistinct borders (Fig. 2b). There was no evidence of cytological atypia,
mitoses, or necrosis. Immunohistochemical analysis of the excised tumor revealed the
lesional cells were strongly positive for desmin (Fig. 3a) and negative for CD117, DOG1,
and CD34 (Fig. 3b–d). The patient returned to clinic for routine follow-up visit 2 weeks
post-polypectomy and was observed doing well with no further complaints related to the
procedure.

Discussion

Colonic leiomyomas should be considered in the differential diagnosis when a polyp is
found during routine endoscopic evaluations [4]. Most GI polyps are epithelial in origin [5]. On
the other hand, benign proliferations of nonepithelial cells such as underlying smooth muscle
layers are known as leiomyomas; these proliferations can occur in the colon and are typically
found incidentally [3].

Colonic leiomyomas are very rare, accounting for only 3% GI smooth muscle tumors, and
usually located in the descending or sigmoid colon [3–6]. However, polypoid leiomyomas in
the colon and rectum are increasingly detected during colonoscopy [7].

Affecting mainly men aged over 50 years, colonic leiomyomas are usually benign and
often asymptomatic [4]. They may present in asymptomatic individuals on screening but
also can have accompanying symptoms including bleeding, abdominal pain, and intestinal
obstruction [4]. Endoscopically, leiomyomas can appear as pedunculated or intramural
polyps. They arise from the muscularis mucosae/propria or the vascular smooth muscle
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and are subepithelial. Diagnosis is made on histology since endoscopically they might be
indistinguishable from other SELs. Histologically, leiomyomas stain negative for CD117
and CD34 and positive for desmin and smooth muscle actin [8]. They also stain negative
for DOG1, a sensitive marker for GIST with low CD117 expression [9].

The classic study that first described a large series of patients with tumors of the
colonic and rectal muscularis mucosae was performed by Miettinen and colleagues [10].
In that study of 88 resected cases, the lesions were typically small (<20 mm) and located
predominantly in the rectum and sigmoid (72%). All tumors were composed of well-
differentiated, eosinophilic smooth muscle cells that were seen immediately beneath the
mucosa. The lesional cells were uniformly positive for smooth muscle actin and desmin
and negative for CD34, CD117, and S100 protein. No GISTs were identified among the
sample. None of the patients had morbidity related to the tumor [10]. These authors
concluded leiomyomas of the colorectal muscularis mucosae are clinically harmless and
not related to CD117-positive GISTs [10].

Colorectal cancer (CRC) screening and endoscopic removal of colorectal polyps can
reduce the incidence and mortality of CRC [11–13]. Approximately one-third CRCs arise from
so-called serrated lesions, a heterogeneous group of lesions that includes serrated adenomas
and hyperplastic polyps [12]. Hyperplastic polyps are very common, small (<5 mm) non-
dysplastic growths in the left colon (sigmoid colon or rectum) [12]. These tumors can present
as pedunculated intramural or intraluminal polyps and have no endoscopic features to
differentiate between colonic leiomyoma and epithelial polyps (adenomas) [3, 4, 6]. Endo-
scopic snare polypectomy may successfully remove the entire tumor in most cases [4], in-
cluding the present patient. After complete resection, colonic leiomyoma does not recur
[3, 7, 14].

Large polyps have the potential of harboring malignancy and a higher risk of compli-
cations with resection. Careful assessment of each lesion and meticulous resection using the
appropriate tools and techniques are essential requirements [11]. Large colon polyps
manifest as either polypoid or nonpolypoid (flat) lesions. Polypoid lesions, especially those
with pedicles, should be removed with snare resection, whereas flat lesions may require the
use of endoscopic mucosal resection or endoscopic submucosal dissection techniques
[11, 13].

Choi and coworkers [7] evaluated the efficacy and clinical outcomes of endoscopic
removal for colorectal polypoid leiomyoma. Data were retrospectively collected from 22
patients with polypoid leiomyoma arising from the muscularis mucosae in the colon and
rectum who underwent endoscopic removal at single-referral GI endoscopy unit. Most
polypoid leiomyomas were small, asymptomatic lesions less than 1 cm and located
predominantly in the left colon. Ten leiomyomas were removed using cold biopsy forceps,
and 12 were resected by conventional polypectomy or endoscopic mucosal resection.

Fig. 1. Polypoid lesion noted in sigmoid colon of a
58-year-old Saudi man during screening colonos-
copy. The polyp was removed by hot snare poly-
pectomy with no immediate complications and
subjected to laboratory analysis.
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There were no complications, such as bleeding or perforation. No local remnant lesions
were found in 19 patients who underwent at least one follow-up colonoscopy [7].
Likewise, Siddiqui’s group [5] assessed 4 cases of leiomyoma (three men, one woman, age
52–68 years) documented in a single-center study. All polyps were located in descending
or sigmoid colon. The lesions were endoscopically removed using different modalities
(two hot snare and one each biopsy forceps and cold snare) [5].

Conclusions

Colonic leiomyoma polyps are rare growths formed by cells deriving from the sub-
epithelial smooth muscle wall that may protrude into the gut lumen. Snare polypectomy with
complete removal and follow-up is an adequate treatment for small colonic leiomyoma
polyps. According to several reports, fully resected colonic leiomyomas do not recur. The
CARE Checklist has been completed by the authors for this case report, attached as online
supplementary material at https://doi.org/10.1159/000533550.

a b

Fig. 2. a Tissue section showing unremarkable colonic mucosa with underlying well-circumscribed
submucosal lesion. b The lesion comprised intersecting fascicles of monotonous spindle cells with
eosinophilic cytoplasm and indistinct borders.

a b c d

Fig. 3. IHC analysis of the excised tumor. Lesional cells were strongly positive for the smooth muscle cell
marker desmin (a) whereas they were negative for GIST markers CD117 (b), DOG1 (c), and CD34 (d).
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