
Rezumat

Hematochezie datoratã unei angiodisplazii cecale determinã
diagnosticarea unei tumori de colon transvers la o pacientã
tânãrã: raportare de caz æi recenzie a literaturii

Vã prezentãm cazul rar a unei angiodisplazii cecale, a cãrei
sângerare a determinat descoperirea unei tumori de colon trans-
vers, la un pacient de sex feminin în vârstã de 26 de ani. Dupã
tratamentul iniåial angiografic al leziunii cecale angiodisplazice,
s-a efectuat colectomie segmentarã de colon transvers asistatã
laparoscopic. Evoluåia postoperatorie a fost favorabilã, fãrã 
reluarea episoadelor de sângerare æi reintegrare socialã rapidã.
Examenul histopatologic a evidenåiat adenocarcinom mucinos
cu penetrarea seroasei, 7 limfoganglioni pozitivi din 18 exami-
naåi. Ca urmare a stadiului avansat, pT4aN2bM0 – STD IIIC,
speranåa de viaåã la 5 ani este între 30-50%.

Cuvinte cheie: angiodisplazie, hematochezie, embolizare
angiograficã

Abstract
We present an unusual case of a caecal angiodysplasia whose
bleeding determined the discovery of a mid – transverse colon
cancer in a 26 years old female patient. After the initial 

successful angiographic treatment of the caecal lesion the
patient underwent laparoscopic - assisted transverse colectomy.
The postoperative evolution was favorable, without resumption
of bleeding episodes and rapid social reintegration. The
histopathology revealed mucinous adenocarcinoma that 
penetrates the visceral serous with 7 lymph nodes invasion of
18 examined. As a result of the advanced stage, pT4aN2bM0
- stage IIIC, the life expectancy at 5 years is between 30 to
50%. 

Key words: angiodysplazie, haematochezia, angiographic
embolization 

IntroductionIntroduction

Angiodysplasia is a real cause of occult and acute lower 
gastrointestinal bleeding along with diverticulum, neoplasm or
internal hemorrhoid. It’s rarely highlighted in people under 50
years old. Frequently, lesions are found in the right colon due
to increased wall tension of the caecum and ascending colon. 

Case reportCase report

A 26-year old women was admitted to the department of the
General Surgery of the Emergency Hospital Floreasca after 
several episodes of hematochezia. The onset of symptoms dates
a week previous, with the appearance of blood in stool, 
subsequently progressive evolution with recurrence of episodes
of hematochezia with the advent of bowel disorders and 
accompanying symptoms, physical fatigue and dizziness. The
patient did not have any co-morbidities. The general clinical
examination revealed an afebrile patient, with a bmi of 19 kg/m2,
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with skin and mucous membranes pale, dehydrated, hemo-
dynamic stable with a blood pressure of 110/70 mmHg and the
heart rate of 93 beats per minute. At the local examination the
abdomen presents meteoroids but it is painless. The digital 
rectal examination revealed fresh blood. We initial performed
laboratory tests that showed microcytic hypochromic severe
posthaemorrhagic anemia with a hemoglobin of 7.6 g/dL. The
remaining blood tests were normal. Preliminary laboratory
investigations including chest X-ray, abdominal X-ray in 
standing position and abdominal ultrasound didn’t show any
particular distress. We conducted our first intention to perform
a rigid colonoscopy which didn’t uncover the bleeding source
but highlighted fresh blood and blood clots in large quantity
located in the rectum and sigmoid. We considered appropriate
to perform an angiography which revealed active bleeding in
the area of an ileo-colic branch (Fig. 1). Catheterization was
performed super-selectively using microcatheter 2.8 Fr and the
embolization was carried out using two fibrin sponges. The out-
come was favorable and the bleeding stopped (Fig. 2). The 
diagnosis was of caecal angiodysplasia, a very rare one among
people of this age. Subsequently we initiated conservative treat-
ment: electrolyte and acid-base rebalancing and blood products
administration. After this episode the evolution was progres-
sively favorable with gradual resumption of food tolerance, with
the stabilization of the hemoglobin level and devoided of sub-
jective complaints. 

In order to investigate the bowel disorders (constipation
alternating diarrhea) that appeared suddenly and also to assess
the entire colon, after a preliminary mechanical bowel prepara-
tion using 4 liters of Fortrans we performed a colonoscopy four
days after the angiography. The colonoscopy found a tumor
appearance formation suggestive of adenocarcinoma localized
at 60 cm from the anal verge, that creates a partial stenosis of
the colonic lumen. Biopsies were harvested. Otherwise normal
appearance including at the ileo-caecal region. Considering the
angiographic result and also that colon tumors located in this
part of the colon, are tumors that cause stenosis of the lumen
and do not usually bleed, we considered that there were two sep-
arate injuries. Pending the outcome of the biopsy with 
sparing diet, our patient had a good evolution. We also per-
formed a thoracic – abdominal - pelvic CT – scan with contrast
material administered orally and iv for preoperative staging,
which located the tumor in the middle third of the transverse
colon, tumor invading serosa, no lymph nodes detected and
without distant metastases – T4aN0M0. Tumor markers 
harvested preoperatively (CEA, CA 19-9, AFP) were within 
normal limits. Three weeks after the biopsies, the result was
ready: colorectal mucinous adenocarcinoma. Considering the
fact that the patient was very young and also that the caecal
lesion was treated successfully angiographically without the
appearance of complications (rebleeding, ischeamia), within a
period of 25 days, we decided to perform laparoscopic-assisted
transverse colectomy with the descending of both colonic angles
and mechanical anastomosis using CEEA 31 (surgical steps:
Figs: 3, 4, 5, 6)

The postoperative course was uneventful patient being
discharged 8 days after surgery. The histopathology revealed

mucinous adenocarcinoma that penetrates the visceral
serous with 7 lymph nodes invasion of 18 examined with free
resection margins. The patient was referred to oncology for
adjuvant therapy. As a result of the advanced stage,
pT4aN2bM0 - stage IIIC, the life expectancy at 5 years is
between 30 to 50%. At the moment the patient has 1 year and
10 months after surgery and she’s doing fine. 

DiscussionDiscussion

Angiodysplasia is a small vascular malformation, and is a real

Figure 1. Active bleeding in the area of an ileo-colic branch

Figure 2. Post-embolization: bleeding stopped
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Figure 3. The tumor is located in the middle third of the 
transverse colon

Figure 4. Middle colic vessels dissection

Figure 5. Clipping the vessels at their origin Figure 6. Final appearance of the anastomosis

cause of occult or acute lower gastrointestinal bleeding along
with diverticulum, neoplasm or internal hemorrhoid. Lesions
are often multiple, and involve more frequently the right colon
due to increased wall tension in this area. It’s development is
related to age and strain on the bowel wall. It is a degenerative
lesion, resulting from intermittent or chronic contraction of
the colon obstructing the venous drainage of the colon. In
time the veins become more and more tortuous and precapil-
lary sphincter becomes incompetent, forming an anterio-
venous malformation characterized by dilated vessels (1), (2).
That's why it is more common in older people. In our case the
patient didn’t have any co-morbidities but the tumor was
localized downstream and caused bowel disorders, explaining
the increased wall tension at the level of the cecum. Lower 
gastrointestinal bleeding has an estimated annual incidence
rate of 20/100.000 population (3). 10 – 15% of patients with
lower gastrointestinal bleeding require intervention (4). In the
recent years mesenteric angiography and embolization began
to be accepted as a part in the management of the patients
with acute lower gastrointestinal hemorrhage (5). Technology
and equipment have enabled super selective angiographic

embolization to be safely performed with a decrease in the
incidence of complications. That's why at the moment
embolization is the preferred therapy in the treatment of acute
lower gastrointestinal bleeding. When appropriate technique
is used the success rate is around 98%. Super selective angio-
graphic embolization targets the vasa recta or the terminal
artery distal from the marginal arch. When compared to the
upper gastrointestinal tract, the colon is thought to be at 
higher risk of ischemia due to the absence of significant 
collateral pathways. However there is a rich intramural 
vascular network that offers protection against ischemia.
Embolization induced bowel ischemia is reported to be around
5% of cases (6). We considered appropriate to perform 
angiography which revealed active bleeding in the area of an
ileo-colic branch. Catheterization was performed super selec-
tive using microcatheter 2,8 Fr and the embolization was 
carried out using two fibrin sponges. The outcome was 
favorable and the bleeding stopped. We think we fit in the 
success rate of 98%. Complications did not occur in the imme-
diate evolution the patient having gradual resumption of food
tolerance, without rebleeding and being devoided of any 
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subjective complaints. In order to investigate the bowel disor-
ders (constipation alternating diarrhea) that appeared suddenly
and also to assess the entire colon after a preliminary mechan-
ical bowel preparation using 4 liters of Fortrans we performed a
colonoscopy four days after the angiography. The colonoscopy
found a tumor appearance formation suggestive of adenocarci-
noma localized at 60 cm from the anal verge. Biopsies were har-
vested. Otherwise normal appearance including at the ileo-
cecal region (the appearance of colonic angioectasia can be
indistinguishable from normal vascular patter of the colonic
mucosa, especially after successfully angiographic supra selec-
tive embolization) (7). Considering the angiographic result and
also that colon tumors located in this region are tumors that
causes stenosis of the lumen and do not usually bleed, we con-
sidered that there were two separate injuries. Hence the partic-
ularity of the case. 

Since it’s introduction in the current medical practice,
fiberoptic colonoscopy represents a dramatic advance in colon
surgery . Colonoscopy allows for diagnosis, harvesting biopsies
and offers a wide range of therapeutic modalities. Its main 
indication is low gastrointestinal bleeding (8). Colonoscopy is a
safe technique, complications during the colonoscopy are esti-
mated to be 12.9/1000 exams and incidence of complications
within 30 days is 2/1000 exams performed (9). 

We also performed a thoracic – abdominal - pelvic CT – scan
with contrast material administered orally and iv for preoperative
staging, which located the tumor in the middle third of the
transverse colon, tumor invading serosa, no lymph nodes 
detected and without distant metastases – T4aN0M0. CT has a
significant role in the preoperative staging and postoperative
period of colon cancer (10). The findings related with colon 
cancer include asymmetric bowel wall thickening or the pres-
ence of a soft – tissue mass that can lead to luminal narrowing. 

Considering the fact that the patient was very young and
also that the caecal lesion was treated successfully angiographi-
cally without the appearance of complications (rebleeding,
ischeamia ), within a period of 25 days, we decided to perform
laparoscopic assisted transverse colectomy with the descending
of both colonic angles and mechanical anastomosis using CEEA
31, made outside. At the beginning of the laparoscopic
approach for colorectal cancer studies showed high recurrence
rates at port sites. Nowadays, laparoscopy still raises a great 
number of concerns with the complexity of the technique,
learning curve and longer duration of the operation. Melanie
Morneau et al, in a study published in Octomber 2013 in the
Canadian Journal of Surgery, after 16 randomized trials and 10
meta – analyses were analyzed concluded that for curative 
treatment of colorectal cancer, laparoscopy is not inferior to
open surgery with respect to survival and recurrence rates.
Besides that, laparoscopy provides short – term advantages:
shorter hospital stay, reduced analgesic use and faster recovery of
intestinal function (11). As for the advanced stage (IIIC), Jing
Sun et al, in his study concluded that there is no difference in
the overall survival and recurrence rate in patients with stage III
colon cancer at 5 years. Laparoscopic – assisted surgery was a
good option for this case, with better short – term outcomes and
similar long – term oncological control, as it was demonstrated. 

ConclusionConclusion

Angiodysplasia is a rare but important cause of acute low 
gastrointestinal bleeding in young adults and should be kept in
mind as a diagnostic possibility. Early diagnosis is crucial to
avoid a possible fatal outcome. The use of super-selective angio-
graphic embolization is safe and effective and can be considered
as a definitive procedure. 

The caecal lesion subsequently led to the diagnosis of the
mid – third transverse colon cancer. Exceeding the acute
episode thanks to angiography, the case could be approached in
an elective manner by laparoscopic – assisted surgery.
Considering the young age of our patient and the advanced
stage (stage IIIC) the long – term prognosis is not great, life
expectancy at 5 years being between 30 to 50%. 
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