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ABSTRACT

Today, endoscopic polypectomy has become a daily-performed routine procedure in the operating room.
Almost every polyp in the colon can be removed endoscopically, but there are some problematic adenomas
which are either large in size or difficult to approach. We present 80 years old white woman with a tubulo-
villous adenoma with high-grade dysplasia on a flat surface located in sigma with 4 x 5cm in size and also
synchronously found in colon ascendens a well differentiated G1 adenocarcinoma with 2 x 2cm in size on a
flat surface. The abdominal ultrasound did not find any liver metastases. Because of the difficult location
and the size of the two lesions in the right and left colon, we make a decision for a laparoscopic-assisted en-
doscopic mucosal resection (piece-meal) of the polyp in sigma and for the adenocarcinoma in colon ascen-
dens the procedure was followed by laparoscopic right hemicolectomy in one step approach. The both inter-
ventions were performed without complications and good postoperative period. Hybrid endoscopic and lap-
aroscopic interventions are very effective approach that can resect large tubulovillous polyps and adenocar-
cinoma of the colon, with a lesser risk of complications. Combining the methods in one surgery save time,
make endoscopy more easy to perform and can save one-half of the colon in cases of synchronous lesions of
the colon. Scr Sci Med 2017; 49(3): 49-52
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INTRODUCTION

Primary prevention of colorectal cancer de-
pends on effective screening through colonoscopy
and polypectomy (1). Complete resection of some
polyps can be technical challenges particularly when
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polyps are flat, large, or behind colonic folds. Lapa-
roscopy is a helpful method to the endoscopic arsenal
in removing difficult colonic polyps without subject-
ing patients to radical segmental colectomy (2) and
was deemed unresectable based on size, broad base,
or location of the polyp.

MAIN OUTCOME MEASURES

Intraoperative and postoperative complica-
tions, length of hospital stay, and recurrence were the
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primary outcomes measured. RESULTS Thirty con-
secutive patients underwent combined endoscopic-
laparoscopic surgery. In the last two decades laparo-
scopically assisted colonoscopic polypectomy (or also
known as hybrid laparoendoscopic techniques) has
become established in the endoscopic field, which re-
duced the need of operations for those patients with
lesions that are large or hard to approach. These tech-
niques are reported in literature as alternatives to
segmental or large colectomy for the treatment of so
called “difficult polyps”.

The first laparoscopically monitored colono-
scopic polypectomy was performed by Franklin in
1991 (3) and reported in 1993 (4). Laparoscopic-as-
sisted colonoscopic polypectomy is the most often
used technique and also has the power of laparosco-
py to aid endoscopic polypectomy by flattening folds,
mobilizing flexures and also providing retraction (2)
and was deemed unresectable based on size, broad
base, or location of the polyp.

There are several reviews on how to manage
the “difficult polyp” endoscopically (5, 6). The use
of hybrid techniques in dealing with “difficult pol-
yps” is usually a last resort maneuver when all oth-
er options are exhausted (1). At the present time with
the advance of the endoscopic equipment, endoscop-
ic training and mastering the techniques such as en-
doscopic mucosal resection (EMR) and endoscop-
ic submucosal dissection (ESD), most of the polyps
can be resected and very few of them will require
the assistance of laparoscopy. The mortality associ-
ated with laparoscopic colon resection is about 1%
and overall morbidity about 18% (7)less morbidi-
ty, improved reconvalescence and better quality of
life. The assistance of laparoscopy will definitively be
helpful at some polyps or lesions that are suspicious
for adenocarcinoma.

We present a case report of a patient who have
been diagnosed with two different lesions located in
the sigma and colon ascendens and underwent lapa-
roscopically assisted polypectomy followed by lapa-
roscopy right hemicolectomy in one step approach.

The aim of this case report is to show that syn-
chronously found two lesions (giant adenoma of the
sigma and adenocarcinoma of the colon ascendens)
can be removed using minimally invasive techniques

in one step approach and save one-half of the colon
of the patient.

CASE REPORT

We present 80 years old white woman, with
performed ambulatory a screening colonoscopy that
found a sessile tubulovillous adenoma with high-
grade dysplasia on a flat surface located in sigma
with 4 x 5cm in size and also synchronously in colon
ascendens a well differentiated Gl adenocarcinoma
with 2 x 2cm in size on a flat surface. The abdomi-
nal ultrasound did not find any liver metastases. Be-
cause of the difficult location and the size of the two
lesions in the right and left colon, we have decided to
performe laparoscopic-assisted EMR (piece-meal) of
the polyp in sigma and for the adenocarcinoma in
colon ascendens the procedure has been done a lapa-
roscopic right hemicolectomy in one step approach.

The patient was admitted to the hospital and
during this hospitalization, the patient underwent
the mentioned procedure into the operating room.
The operation was performed under general an-
esthesia. The patient was in a supine position dur-
ing the operation. Laparoscopy was performed us-
ing an Olympus laparoscope. Pneumoperitoneum
was formed by using CO, gas. During laparoscopy,
abdominal pressure was maintained around 10 mm
Hg. All actions and procedures in the peritoneal cav-
ity were performed using soft intestinal graspers. Af-
ter that, we started with colonoscopy performed us-
ing an Olympus EVIS EXERA III F-HQ190L/I colo-
noscope with the diathermal snare for “piece-meal”
EMR of the adenoma in the left colon. A colono-
scopic injection needle was used to inject saline and
methylene blue for lifting the lesion. Submucosal in-
jection beneath the flat mucosal lesion lifts it away
from the muscle layer and it became more easy to
resect. In our case, the lesion in the sigma was with
good “lifting sign”. We have tried to remove the
whole polyp at a single sitting but in cases like this,
when the lesions is >2cm, we have considered a piece-
meal resection. Sometimes, haustral folds can create
blind spots for the endoscopist, making excision of
the entire polyp challenging and increasing the risk
of bowel wall injury or perforation. Also, the polyp
was behind a haustral fold and the laparoscopic in-
struments were used to present the polyp to the colo-
noscope. We have performed this procedure by using
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gentle pressure on the colon wall with a laparoscop-
ic grasper to flatten out the haustral fold. The idea
of this move is to improve the endoscopic view upon
the lesion and stabilization of the polyp for the dura-
tion of its resection. This has to be assisted by adjust-
ments of the laparoscopic instruments as needed to
help EMR (Fig. 1).
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Figure 1. Starting the piece-meal resection of the lesion in
sigma

For better comfort and safety of the manipula-
tions, we suggest having laparoscopic access and in-
struments in place before inserting the colonoscope
and distending the bowel. Because of the size of the
polyp of the sigma we have proceeded to piece-meal
resection and resecting submucosal layer with con-
tinuously re-injecting saline and methylene blue for
lifting the lesion. After resection was performed,
an inspection with Narrow-band imaging (NBI)
and “Near focus” has been used for a residual ade-
nomatous tissue. Remaining parts of the adenoma
has been destroyed using argon-plasma coagulation
(APC) and the margins of the resected site were ab-
lated by APC. The resection site has been cleaned
and checked for bleeding and perforation possibility.
After finishing EMR we have reached the second le-
sion into the colon ascendens (that was previously di-
agnosed by histology) that was adenocarcinoma G1
with size 2 x 2cm (Fig. 2).

The lesion has been inspected using NBI and
amorphous or absent surface pattern classified as
NICE type 3 classifications is shown in Figure 3.

Flgure 2. The endoscopic view of the lesion that is in colon
ascendens

Figure 3. Using narrow-band imaging for the lesion in the
colon ascendens: Amorphous or absent surface pattern
classified as NICE type 3 classifications

After the EMR was finished, a laparoscopic-
assisted right hemicolectomy with transverse right
paraumbilical minilaparotomy has been performed
for the lesion in the colon ascendens. Starting with
the mobilization of the terminal ileum, the right lat-
eral peritoneal reflection is opened, the right ureter
is identified and also protected. The cecum and as-
cending colon are mobilized medially. Firstly, the he-
patic flexure and gastrocolic ligament have been di-
vided to the level of the mid transverse colon and
once the colon is freely mobilized to the midline, the
terminal ileum and right colon are exteriorized by
extending the supraumbilical incision to a length of
4 to 6 cm. Secondly, the mesentery and bowel have
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been divided, then the anastomosis is constructed,
the bowel is returned to the peritoneal cavity, and
the incisions are closed. The estimated length of the
both procedures is 105 minutes and hospital stay was
4 days. The both interventions were performed with-
out complications and good postoperative period. It
was found a T2NOMO adenocarcinoma Gl1 in histolo-
gy evaluation for the lesion in the right colon and this
was not suitable for ESD. The second lesion into the
sigma was a tubulovillous adenoma with high-grade
dysplasia. The patient has been followed-up.

DISCUSSION

Laparoscopic-assisted colonoscopic polypecto-
my sparing patients the morbidity associated with
major bowel resection (8). This hybrid technique
appears to be the one used most frequently when a
combined laparoendoscopic approach is required for
removing a difficult polyp or lesions that are suspi-
cious for adenocarcinoma. The description of the
technique is quite uniform with the exception of a
few details. Most groups have used CO2 insuftlation
for endoscopy to facilitate visualization during lap-
aroscopy (9), but the procedure can also be success-
tully performed with air insufflation. Presenting the
polyp to the endoscopist using laparoscopic instru-
ments is the hallmark of this method (10). Nowadays
the endoscopic removal of benign colorectal lesions
is the gold standard, but there are some polyps that
are hard to remove because of their size or their in-
accessible growth place and when it combined with a
synchronous lesion it is very appropriate to use these
hybrid techniques. The role and benefit of this hy-
brid technique is continually evolving and may de-
pend on the local endoscopic expertise available.

CONCLUSION

Hybrid endoscopic and laparoscopic interven-
tions is useful approach for resecting large tubulovil-
lous polyps and synchronous adenocarcinoma of the
colon, with a lesser risk of complications. Combining
the methods in one surgery save time, make endos-
copy more easy to perform and can save one-half of
the colon in cases of synchronous lesions of the colon
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