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ABSTRACT 

 

 
ARTICLE DETAILS  

 
Adenomas are benign, premalignant neoplasm composed of dysplastic epithelium. In lower Gastro 

intestinal tract, adenomatous polyps most commonly occur in colon and rectum. Although rare, it 

can also arise in anal canal. These neoplasms have the potential to transform into malignancy. 

Primary Adenocarcinoma arising from prolapsed hemorrhoids being an extremely rare entity 

warrants an interdisciplinary approach to treatment. 
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INTRODUCTION 

Adenomatous polyps are extremely rare in anal canal. 

Although rare, anal canal adenomas are can arise in the setting 

of Familial Adenomatous Polyposis, which can coexist with 

multiple colorectal adenomas. Even frank adenocarcinomas 

can arise from such anal adenomatous polyps. We here 

describe a case of adenomatous polyp with high grade 

dysplasia and foci of adenocarcinoma which arose from 

prolapsed mucosa of long standing internal hemorrhoids in a 

person without any other risk factors. 

 

CASE SUMMARY 

A 66year old man, with history of hemorrhoids with mucosal 

prolapse for past 40years, but he ignored the mass as he was 

otherwise asymptomatic. 2years back he developed a polyp 

along with the preexisting hemorrhoids, but he mistook as a 

newly developed pile mass. Now, he presented with 

intermittent bleeding per rectum for 1 month duration. 

On examination : Two grade 4 hemorrhoids at 3 O’clock and 

11O’ clock positions with a reddish polypoidal mass with 

focal surface ulceration attached to hemorrhoid at 3O’ clock 

position protruding out through the anal canal, measuring 

2x2x1.5cm (Fig 1) 

 
Figure 1: Grade 4 hemorrhoids at 3 O’clock and 11O’ clock 

positions with a reddish polypoidal mass protruding out 

through anal orifice. 

 

INVESTIGATIONS 

Blood investigations including CEA were normal. 

Colonoscopy showed a single pedunculated polyp arising 

from rectal wall measuring 2.5x2.8x1.8cm, with surface 

ulceration. 

Biopsy was taken from the polyp 2 months back, the report 

was Tubulovillous adenoma with high grade dysplasia, 

following which complete excision of polyp along with 
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prolapsed mucosa followed by Laser treatment for 

hemorrhoids was done. Postsurgery Contrast MRI showed no 

significant abnormality in rectum and anal canal and the 

patient is doing well. 

 

GROSS  

We received a grey brown to tan nodular mass measuring 

2.3x2.3x1.5cm. Cut section was grey white. 

 

MICROSCOPY 

Section from anal canal shows squamo-columnar junction 

with a polyp arising from the portion lined by columnar cells 

(Fig 2), composed of back to back tubules and villi lined by 

columnar cells with elongated hyperchromatic stratified 

nuclei with loss of polarity and irregular nuclear membranes, 

many showing conspicuous nucleoli (Fig 3,4,5 & 6). Focal 

areas shows irregular and angulated glands surrounded by 

desmoplastic stroma and high grade nuclear features (Fig 7). 

Also noted dysplastic epithelium displaced into the 

submucosal area with associated surrounding lamina propria 

and smooth muscle proliferation consistent with mucosal 

prolapse (Fig 8). Submucosa shows dilated, thick walled 

blood vessels and vascular spaces often with thrombosis and 

areas of hemorrhage (Fig 9) 

Base of resection was negative for dysplasia/ 

adenocarcinoma. 

 

 
Fig 2: Adenomatous polyp arising near to squamo-columnar 

junction (10x) 

 

Fig 3: Tubulovillous adenoma with areas of low grade 

dysplasia (4x)     

 
Fig 4: Tubulovillous adenoma with areas of low grade 

dysplasia (10x) 
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Fig 5: Tubulovillous adenoma with areas of high grade 

dysplasia (10x)                                    

 

  
           Fig 7: Microscopic focus of Adenocarcinoma (10x) 

                         

Fig 6: Tubulovillous adenoma with areas of high grade  Fig 8: Areas consistent with mucosal prolapse (10x)                              

                    dysplasia (40x) 

                                                    Fig 9: Dilated, thick walled thrombosed vessels and hemorrhage (10x).      
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DISCUSSION 

Anal canal tumors are relatively uncommon among intestinal 

neoplasms. Anal canal adenomas are extremely rare, but has 

malignant potential to transform into adenocarcinomas. 

Anatomy in this area is complex; mucus membrane of upper 

half of anal canal is derived from endoderm of hindgut and 

lower part is derived from ectoderm. The former is lined by 

columnar cells and latter lined by stratified squamous 

epithelium [1]. The presentation of adenomas can vary and 

often mimics benign conditions like hemorrhoids as in our 

case, which leads to delay in diagnosis and timely treatment 

[2]. Especially in patients with long standing hemorrhoids, 

they will misinterpret the polypoidal lesion as a newly 

developed hemorrhoid. 

Adenomas can either arise from colorectal type epithelium at 

proximal end of anal canal or from columnar epithelial lining 

of anal glands or ducts which opens into transitional zone [3]. 

Adenocarcinomas can arise from these adenomatous polyps. 

Current studies supported the concept of adenoma- carcinoma 

sequence in pathogenesis of anal adenocarcinomas which is 

well recognized in colorectal carcinogenesis [3, 4]. The 

predominant histological type is squamous cell carcinoma 

which accounts for about 90% of cases. Whereas 

adenocarcinomas accounts for <5-10% of anal canal 

carcinomas [5]. 

 

It was once thought to be due to chronic irritation, but now 

identified multiple risk factors including HPV, HIV, anal 

sexual intercourse, smoking, immune suppression [6, 7]. Anal 

adenocarcinoma has also been described in correlation with 

anal fistulae, hemorrhoids, following ileal pouch-anal 

anastomosis, or with inflammatory bowel disease [6]. 

 

Natural history and treatment of anal canal tumors differ from 

those of anal verge tumors [8]. In our case, the patient had 

gross & microscopic evidence of mucosal prolapse with a 

polyp attached to it. Microscopically, polyp was arising near 

to squamo-columnar junction attached by narrow stalk 

confirming polyp arose from anal mucosa and not from 

rectum. 

 

In Anal adenocarcinoma with early T category, wait and 

watch strategy is considered in node negative and lack of 

other factors [5]. The patient is on follow up now without 

chemotherapy or radiotherapy. 

 

CONCLUSION 

The clinical importance to recognize and treat these 

adenomatous polyps at an early stage is because of their 

potential to transform into malignancy and lymph node 

metastasis. Despite this presentation the surgical literature 

does not routinely recommend pathological examination of 

all excised hemorrhoids. In instances where polyp arises from 

chronic hemorrhoidal lesions, consider it an alarming sign to 

sample extensively to not overlook a carcinoma. Close 

pathological evaluation of all hemorrhoidectomy specimens 

should be done so that rare lesions like this are not missed. 
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