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Abstract

Case Report

Introduction

Lymphatic drainage from the entire rectum occurs parallel 
to the superior rectal artery and up to the inferior mesenteric 
artery. However, lymphatic drainage below the peritoneal 
reflection can also extend laterally to the pelvic sidewall 
nodes.[1] These lateral pelvic lymph nodes (LPLNs) are located 
primarily along the obturator and internal iliac vessels.[1] 
6%–12% of patients with T1 rectal cancer experience lymph 
node metastasis along the inferior mesentery artery, 
and <1% experience lymph node metastasis to the LPLNs. 
Approximately 10%–25% of patients with locally advanced 
rectal cancer experience LPLN metastasis.[2] LPLN metastasis 
is a major cause of locoregional recurrence. Therefore, in 

Japan, total mesorectal excision (TME) with lateral lymph 
node dissection  (LLND) is generally performed for the 
treatment of T3‑4 rectal cancer below the peritoneal reflection 
and not for T1 rectal cancer.[3,4]

The standard surgery for T1 rectal cancer is TME. However, 
endoscopic treatment is only suggested for patients with T1 
rectal cancer with a low risk of lymph node metastasis.[5,6] 
Salvage TME is indicated when mesorectal lymph node 
metastases are detected. However, there is no standard 
strategy for treating LPLN metastasis recurrence. LLND is 

Due to fecal occult blood screening, more patients undergo endoscopic polypectomy for T1 rectal cancer. Active surveillance is more favorable 
for patients with a low risk of lymph node metastasis. In general, lymph node metastases occur in the mesorectum or alongside the inferior 
mesenteric artery. The incidence of lateral pelvic lymph node (LPLN) metastasis in patients with T1 rectal cancer is very low. We experienced 
a case of LPLN recurrence 42 months after polypectomy for T1 lower rectal cancer. There are no guidelines for treating patients with isolated 
LPLN metastatic recurrence. Lateral lymph node dissection can be performed with curative intent. Adjuvant radiotherapy and chemotherapy 
are reasonable.
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suggested if resection is possible. Isolated LPLN metastasis 
after TME has been previously reported in five patients, 
and to our knowledge, our case is the first case of LPLN 
metastasis after the endoscopic removal of a malignant 
rectal polyp.

Case Report

A 53‑year‑old healthy female without a family history of 
colorectal cancer was referred to our hospital in September 
2018 to treat T1 lower rectal cancer post polypectomy. Her 
initial presentation was anal bleeding, and she underwent 
colonoscopy at a local hospital, which revealed a polyp (0‑Is) 
approximately 1.5 cm × 1.8 cm in size at 4 cm above the anal 
verge. One piece was subjected to hot snare polypectomy. 
Pathology revealed moderately differentiated adenocarcinoma 
extending to the submucosa. The deep margin was not 
affected by carcinoma. However, the margin distance was 
only 0.6 mm. There was focal lymphovascular permeation, 
but no perineural invasion. The treatment recommendation 
of our multidisciplinary team was low anterior resection with 
TME or chemoradiotherapy. However, the patient preferred 
follow‑up only [Figure 1a]. Her condition was disease free 
until March 2022. Periodic computed tomography  (CT) 
of the abdomen and pelvis revealed a 16‑mm lymph node 
located in the left internal iliac region [Figure 1b]. Positron 
emission tomography CT revealed a hot spot in the left pelvic 
region [Figure 1c]. No other metastases or metachronous colon 
cancer were identified. Her serum carcinoembryonic antigen 
and carbohydrate antigen 19‑9 levels were within normal 
limits. A case of left LPLN recurrence was diagnosed without 
percutaneous biopsy. We performed laparoscopic left LLND 
in April 2022  [Figure  2]. There was one ill‑defined tumor 
measuring 1.8 cm × 1.8 cm × 1.8 cm in size. Histologically, 
the resected tissue had the same characteristics as the 
primary rectal cancer, and the sampled margin was free of 
adenocarcinoma [Figure 3]. In addition, there was another free 
lymph node. The postoperative course was uneventful. The 
patient received concurrent chemoradiotherapy consisting of 
5000 cGy radiation delivered in 25 fractions and tegafur‑uracil. 
Finally, she was treated with 12  cycles of fluorouracil, 
leucovorin, and oxaliplatin as adjuvant chemotherapy. She 
tolerated therapy well except for paresthesia. The patient 
remained healthy without evidence of recurrence after 2 years 
of follow‑up at an outpatient clinic.

Discussion

With the increasing use of fecal immunochemical tests, many 
patients are being diagnosed with malignant rectal polyps. 
Managing malignant rectal polyps is challenging because 
of local recurrence, lymph node metastasis and functional 
preservation. The risk factors for lymph node metastasis in 
patients with malignant rectal polyps include deep submucosal 
invasion, lymphovascular invasion, non well or moderately 
differentiated adenocarcinoma, positive resection margins, 
piecemeal resection and high‑grade tumor budding.[7‑9] 

Surveillance is recommended for patients with malignant 
rectal polyps without poor prognostic features after en bloc 
endoscopic resection.[5,6] In these patients, no further imaging 
assessment or imaging surveillance is recommended. Radical 
surgery or chemoradiotherapy is recommended if a tumor 
patient has at least one risk factor.[5,6] However, the benefit of 
prophylactic LLND is limited.[3,4] There is a paucity of data 
for imaging surveillance in patients with high risk factors 
for lymph node metastasis who do not undergo oncological 
resection.

Although isolated LPLN metastasis is regarded as a distant 
metastasis in the West, there is no standard therapeutic 
strategy. The significance of surgery alone is unclear, and 
bilateral dissection has greater benefits for reducing local 

Figure  1:  Contrast‑enhanced computed tomography and positron 
emission tomography  (a) after polypectomy,  (b) recurrence  (arrow), 
and (c) a small mildly hypermetabolic lesion in the left pelvic region (arrow)
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a

Figure  2: Surgical findings during laparoscopy:  (a) a bulging nodule 
behind the peritoneum and (b) en bloc resection with anterior division of 
the internal iliac vessels

ba

Figure 3: H and E staining of the resected specimen. (a) The polypoid 
rectal lesion showed moderately differentiated adenocarcinoma invading 
the submucosal layer. (b) The resected lateral pelvic lymph node contained 
metastatic adenocarcinoma of colorectal origin
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recurrence than unilateral dissection. However, bilateral 
LLND requires a longer operative time. Therefore, the 
combination of chemotherapy and radiotherapy can 
reasonably decrease distant and local recurrence. In all 
reported cases, including ours, the patients with isolated 
LPLN metastasis were treated successfully via unilateral 
dissection on the affected side.[10] With regard to adjuvant 
chemotherapy, two patients in the reported cases refused 
chemotherapy after surgery. Only our patient received 
postoperative radiotherapy [Table 1].

Clear images obtained during laparoscopy have significant 
advantages for LLND, especially for identifying vessels. 
Technically, we performed en bloc resection with anterior 
division of the internal iliac artery. It may be argued that 
resection should be limited to enlarged lymph nodes. However, 
sometimes it is difficult to separate the metastatic lymph node 
from vessels. Resection of only enlarged lymph nodes is 
associated with a greater risk of unexpected bleeding, tumor 
spillage and positive margins. En bloc resection with anterior 
division of the internal iliac artery is much safer.

In conclusion, we reported a case of LPLN recurrence 
after polypectomy for pT1 lower rectal adenocarcinoma. 
Although this disease is rare, follow‑up CT of the pelvis 
should be performed every 6–12 months as for patients with 
advanced‑stage disease. If isolated lymph node recurrence 
occurs, LLND accompanied by adjuvant chemoradiotherapy 
might lead to a favorable prognosis.
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Table 1: Review of reported cases of isolated lateral pelvic lymph node metastasis in patients with T1 rectal cancer

Case Author Location Interval after 1st 
treatment (months)

Bilateral or 
unilateral LLND

Adjuvant therapy after 
LLND

Recurrence  
(months followed)

1 Hara Lower 22 Unilateral None Free (44)
2 Yamaguchi Lower Synchronous Unilateral 5-fluororacil Free (38)
3 Sueda Lower 6 Unilateral None Free (12)
4 Ogawa Lower Synchronous Unilateral Tegafur - uracil Free (48)
5 Tanishima Upper 6 Unilateral FOLFOX Free (30)
6 Ours Lower 42 Unilateral Chemo-radiation + FOLFOX Free (24)
LLND: Lateral lymph node dissection, FOLFOX: Fluorouracil, leucovorin, and oxaliplatin
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