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Abstract
Rationale. It is well known that adenomas are the morphological precursors of the vast majority of colorec-
tal cancers. Nevertheless, nonpolypoid lesions follow pathways which differ from the known sequence from 
adenoma to carcinoma. Since these pathways appear to be more aggressive, early detection is crucial for 
definition of the natural history of these cancers.

Objective. In our study we used both conventional chromoendoscopy with blue methylene and indigo car-
mine and electronic chromoscopy with the NBI (Olympus) system to identify nonpolypoid neoplastic colorectal 
lesions without magnification. All lesions were treated by endoscopic mucosal resection since this technique 
is safe and effective and allows the complete specimen to be saved for histopathological study.

Design. We found 155 (12.6%) cases of nonpolypoid neoplastic colorectal lesions as defined by the Paris 
classification in a total of 1,234 colonoscopies performed between 2006 and 2010.  All were removed through 
EMR in single sessions without complications.

Results. Nonpolypoid neoplastic lesions were found in 155 patients (from 1.234 colonoscopies, 12,6%).  
The lesions were classified as follows: 125 were IIa (80,65%), 24 were lateral spreading tumors (15,48%), 4 
were IIb (2,58%), and 2 were IIc (1,29%). 70 were in the right colon (45%), and 85 were in the left colon (55%). 
Average patient age was 61 years and the age range was from 42 to 81 years old. 87 patients were male, and 
68 were female. The sizes of the lesions ranged from 5mm to 50 mm. 16 (10,32%) nonpolypoid lesions were 
diagnosed as normal and hyperplastic. The other 139 (89,68%) were neoplastic lesions: 10 were diagnosed 
as serrated adenomas, 119 were tubular adenomas (18 with high-grade dysplasia), 9 were tubulovillous ade-
nomas with high degrees of dysplasia, and 1 was a well differentiated adenocarcinoma. Sensitivity was 100% 
and specificity was 98,5 %.

Limitations. There were two limitations: the study was carried out in only one medical center and the 
sample size was limited. 

Findings. The results suggest that endoscopy without magnification was useful and sensitive for identifica-
tion of nonpolypoid lesions in the colon. It is important to note that a significant number of lesions were found 
in the right colon. Endoscopic mucosal resection is a safe, minimally invasive procedure that can be performed 
widely. In addition it allows the physician to obtain the complete specimen for histological study.
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IntroductIon

Nonpolypoid neoplastic lesions of the colon represent 
a variety of premalignant colon pathology that someti-

mes leads to greater risk for cancer when than do classic 
polypoid lesions with their well-known adenoma-carci-
noma sequence. Although they were described in 1985 by 
Japanese authors (1) there are few studies in the Western 
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Hemisphere (2, 3). This verified the small importance ini-
tially given to identification of these small lesions which 
now are known to vitally require early identification. For 
these reasons we consider it useful to present our expe-
rience in the diagnosis and treatment of Nonpolypoid neo-
plastic lesions of the colon.

MaterIals and Methods

The study population consisted of all adult patients who 
underwent colonoscopies in Caracas Medical Center bet-
ween January 2006 and December 2010. Patients were 
included if they met the following criteria:
1. Patients were asymptomatic but had intermediate risk 

of colorectal cancer.
2. Patients were symptomatic and had anemia, were 

positive for occult blood, had changes in bowel habits, 
and exhibited rectal bleeding, weight loss and abdo-
minal pain.

3. Patients were being monitored because of histories of 
colon polyps and/or colon cancer surgery. 

Exclusion criteria were incomplete colonoscopies and 
unprepared colons. The endoscope used was an Olympus 
colonoscope F-H180 A1 series. Endoscopies were per-
formed in the morning after colon cleansing with divided 
doses combining phosphosoda (90 cc) the evening before 
and Polyethylene glycol (2 liters) before the endoscopy. 
Sedation with and IV Hyoscine Bromide 5 mg and either 
Midazolam 7.5 mgr or Propofiol was administered by the 
gastroenterologist. Endoscope withdrawal time was at least 
6 minutes. Methods of enhancement used included acetic 
acid, indigo carmine, and electronic Chromoscopy (NBI). 
The Paris classification was used to classify all lesions 
(Figure 1) (4). 

All lesions were resected endoscopically except when 
contraindicated and when the endoscopist considered that 
lesions were advanced cancer without adequate indication 
for endoscopic mucosal resection. Cases of laterally sprea-
ding tumors larger than 3 cms were partially resected. 30% 
hypertonic glucose was used sued for endoscopic mucosal 
resections. All specimens were examined by a pathologist 
who is an expert in the gastrointestinal area.

results

Of a total of 1,234 colonoscopies performed, 155 patients 
presented nonpolypoid tumors (12.6%). Lesion sizes 
ranged between 5 and 50 mm. Lesions were identified as 
follows: 125 (80%) type IIa: 24 (15.48 %) lateral spreading 
tumors, 4 (2.58 %) type IIb, 2 (1.29%) types IIa and IIc 
(Table 1). The only lesions larger than 2 cm were found in 

cases of lateral spreading tumors. 139 lesions (89.6%) were 
histologically diagnosed as neoplasias, but the remaining 
cases were histologically normal or hyperplastic. Benign 
neoplastic lesions were distributed as follows: 119 tubular 
adenomas, 9 tubulovillous adenomas, 10 serrated adeno-
mas and 1 well-differentiated adenocarcinoma (Table 2). It 
should be noted that 18 of the lesions presented high-grade 
dysplasia. In two cases delayed bleeding occurred and was 
controlled endoscopically. There were no perforations.

Table 1. Type of lesion found.

Lesion Number Percentage
IIa 125 80%

TDL 24 15.48%
IIb 4 2.58%

IIa + IIc 2 1.29%

Table 2. Histological diagnosis.

Histology Number Percentage
Tubular Adenomas 119 85.6 %
Tubulovillous Adenomas 9 6.4 %
Serrated Adenomas 10 7.1 %
Well differentiated Adenoma 1 0.76 %

dIscussIon

Although non polypoid neoplastic lesions were first descri-
bed more than twenty years in Japan (1), they have recei-
ved little attention by Western endoscopists. Only recently 
have studies been reported in the U.S. and Europe which 
shows that Western endoscopists may be waking up to this 
pathology (2, 3). The literature shows that the prevalence 
of these lesions ranges from 4 to 25%, (13) but there is still 
uncertainty about the clinical relevance of these findings. 
The prevalence of these lesions in our study (12.6%) com-
pares favorably with those found in series in the USA, Italy 
and China (2, 5, 6). Also, as in these other series, we found 
a predominance of these lesions in the right colon. The 
clinical significance of this fact most likely lies in the high 
incidence of right colon cancer that has gone undetected 
during early diagnostic colonoscopies (7). This emphasizes 
the need for better and more detailed exploration of this 
segment of the colon in light of recent progress in unders-
tanding the events that lead to polypoid and nonpolypoid 
colorectal cancer.

In fact, today we require better detection and characteri-
zation of neoplastic lesions thanks to the increasingly fre-
quent use of chromoendoscopy, the use of high resolution 
and high definition endoscopes, and a better understanding 
of the molecular biology of polypoid lesions (12). These 
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Figure 1. The Paris classification.
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developments have led us to clearly question the concept of 
a single pathway in the adenoma-carcinoma sequence (12). 
Currently, three types of lesions are recognized: polypoid, 
non polypoid and depressed. Usually, polypoid lesions 
grow over the surface and polypoid volume correlates with 
histological stage (13). Nonpolypoid lesions usually are flat 
or slightly depressed and may eventually progress to lateral 
spreading tumors or polypoid lesions. Depressed lesions 
appear to constitute a separate group because of their grea-
ter tendency to develop into cancer and lymphatic spread 
(14). For proper identification of these lesions optimal 
cleaning of the colon and a high percentage of cecal intu-
bation are essential because many of the lesions are located 
in the right colon. This last point is of fundamental impor-
tance because of the high percentage of incomplete colo-
noscopies performed. Frequently this is due to inadequate 
preparation (15).

In our series we highlight the percentage of complete 
colonoscopies and optimal preparation (99%).

It is important to remark that in this series we only show 
our findings with endoscopic equipment that allows for 
characterization of lesions by narrow band imaging (NBI) 
without magnification. This, in our opinion, should be very 
useful, because endoscopic magnification equipment is not 
available to most endoscopists. By using our methodology, 
we obtained a percentage of 12.4% which relates favorably 
to those of other studies (2, 5, 6, 10).

The number of injuries with high-grade dysplasia even in 
small lesions it is of particularly relevance in regard to histo-
logical study. This is consistent with the views expressed by 
other authors as to the higher propensity of nonpolypoid 
tumor lesions to develop into cancer (14). Also, in this 
series we highlight the finding of serrated polyps because 
it suggests that there currently is a need to search for this 
morphology and have histological studies performed by 
pathologists who are experts in the gastrointestinal area as 
we did in this series.

conclussIons

In our environment nonpolypoid neoplastic lesions appear 
at rates similar to those in series published in the literature. 
This motivates us to take extreme measures to recognize 
them. The emphasis should be on complete colonoscopies 
and ensuring optimal colon preparation. Furthermore, we 
assert that the treatment of these injuries by endoscopic 

mucosal resection is safe and effective for the eradication 
of these lesions.
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