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1. Background 

Rectal squamous adenocarcinoma is a rare primary rectal malig- 

nancy compared to the common colorectal adenocarcinoma. Due 

to the low incidence of this cancer at 0.1% the pathogenesis and 

risk factors are based on few case reports and case series [7]. It is 

believed to be directly linked to the complex inflammatory process 

caused by the Human Papilloma Virus (HPV), specifically sero- 

type 16 and 18 [3]. Here we present a case report on a 45-year-old 

female who was found to have a distal mass that required careful 

pre-operative planning to complete surgical intervention with R0 

resection. Her past medical history includes a complex sclerosing 

breast lesion with abnormal fibrocystic changes s/p lumpectomy, 

but HPV negative who presented with over 6 months of consti- 

pation that recently worsened to include rectal bleeding. Imaging 

revealed a distal circumferential mass that was compressing the 

rectum. Biopsy revealed poorly differentiated squamous rectal 

adenocarcinoma. Ultimately the patient needed neoadjuvant ther- 

apy and surgery intervention, which required lysis of adhesions, 

resection of omentum, takedown of splenic flexure and subtotal 

proctectomy. Exophytic squamous rectal adenocarcinoma varies 

in general GI symptoms and the distal location makes it difficult 

to resect. The prognosis and probability of surgical intervention 

depends on early staging, size of neoplasm, and invasion of nearby 

structures. In this case, RO resection was successfully performed. 

Rectal squamous adenocarcinoma is associated with HPV, STDs, 

history of anal intercourse, HIV, presence of precancerous anal le- 

sions such as condylomas or high grade intraepithelial anal/ cer- 

vical/vulvar/vaginal neoplasia, and smoking. This subtype of anal 

cancer is extremely rare. Its tumor size, nodes, and metastasize as 

well as clinical staging determines patient prognosis. 

Male gender and HIV positive status may be an unfavorable long- 

term outcome [8]. 

2. Case Presentation 

A 45-year-old female with a past medical history of complex 

sclerosing breast lesion with proliferative fibrocystic changes s/p 

lumpectomy in 2018 presented to the Medical Oncology team in 

Hackensack University Medical Center, NJ with longstanding con- 

stipation with no relief from suppositories and a month of rectal 

bleeding. She underwent a colonoscopy on 11/13 which showed 

a circumferential, frond-like fungi ulcerative partial obstructing 

mass in the proximal rectum. Biopsy revealed moderate to poor- 

ly differentiated invasive squamous cell carcinoma (Figure 1). She 

had a subsequent CT scan revealing a right-sided rectal mass 2.9 

x 3.5 cm, which appears largely exophytic and was compressing 

the rectum. There were some adjacent mesorectal lymph nodes 5 

and 9 mm in size. She had a myomatous uterus seen as well as a 

functional right ovarian cyst. She then underwent an MRI of the 

rectum revealing a mass 10.4 cm from the anal verge that appeared 

to be primarily extra-rectal, again 3.7 x 2.8 cm in greatest dimen- 

sion with some small adjacent 7 mm mesorectal lymph nodes. Giv- 

en the uncommon biopsy result of rectal squamous cell carcinoma 

further investigation was done to rule out the possibility of it being 

a secondary tumor/metastasis. Studies have shown a correlation 

between Human Papilloma Virus and various squamous cancers. 

Patient was referred to her gynecologist and she states she has not 

had an abnormal pap smear result or HPV. Her PET did not reveal 

another site of disease, and nodes were negative. Her GYN exam 

and HPV negative. Patient was diagnosed with rectal squamous 

cell carcinoma staged at T3N1 (N0 by PET). Plan was to start che- 

motherapy of Xeloda on days of radiation and Cisplatin and to be 

evaluated by surgery for possible tumor resection. After chemo was 

completed a follow up MRI was done on 3/2021 which showed no 

residual tumor. Given her rare malignancy, the patient consented 

to a repeat colonoscopy and surgery to eliminate the possibility of 

recurrence. 
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In the operating room, a foley catheter was placed and the patient 

was placed in a lithotomy position. Prior to prepping the perine- 

um, rigid sigmoidoscopy performed revealing an area of firmness 

in the area tattooed consistent with the previous location of the 

rectal cancer. 

Exploratory laparoscopy was performed; making a periumbilical 

incision through which a Veress needle inserted. The abdominal 

cavity insufflated with CO2 gas pressure of 15 mmHg, followed by 

5-mm trocar and 5-mm 30-degree 

laparoscope. Surgery was difficult as it was noted patient had rel- 

atively fatty internal components with extensive fatty omentum 

and multiple enlarged appendices epiploic in the colon, and dilated 

right colon, which extended across to the left side in the operative 

field. The patient was placed in reverse Trendelenburg position, to 

evaluate the colon and then placed in Trendelenburg for evaluation 

of adhesions extending down towards the pelvis. Lysis of adhesions 

in the lateral left quadrant were done. The surgery was converted 

to open and an excision was done in her previous abdominal scar 

from a prior ectopic pregnancy. Following this, a midline incision 

16 cm above the umbilicus down to pubic symphysis was done. The 

descending colon was mobilized to better access the splenic flex- 

ure. Small bowel was retracted away from the area and with use of 

the Impact LigaSure device direct takedown of the splenic flexure 

was done to increase the mobilization of the descending and distal 

transverse colon to allow for pelvic anastomosis. It was also noted 

the uterus had multiple leiomyomas and a St. Marks retractor was 

used to retract it away. 

Identification of right and left ureters were done to preserve it and 

middle hemorrhoidals were taken down with the Impact LigaSure 

device. The Posterior perirectal space was dissected out down to 

the level of the visibility of the tattoo extending down below the 

peritoneal reflection towards the mid to distal rectum. Following 

this, rigid sigmoidoscopy was reperformed to confirm that the 

site for transection would incorporate all the areas of inking seen 

within the rectum. Transection of the descending left colon with 

resection of the sigmoid colon and extending down to proximal 

to mid-rectum for a subtotal proctectomy transection at the base 

of the rectum was conducted with GIA stapler. The specimen was 

removed, opened, and gross examination inking was noted with- 

in the specimen. A colotomy incision was done to place the anvil 

in the descending colon and was placed down to the pelvis. Then 

the EEA stapler was placed through the rectum noted at the distal 

stump and the end-to-end low pelvic anastomosis was conducted. 

Exparel was then used for the abdominal wall rectus sheath nerve 

block, followed by subsequent complex plastic closure of the ante- 

rior abdominal wall. The postoperative course was uneventful, and 

the patient was kept NPO. Once pain was well-controlled, tolerated 

diet, and she displayed normal bowel function, the patient was dis- 

charged three days later (Figure 2). 

 

 

Figure 1: Biopsy revealed moderate to poorly differentiated invasive squa- 

mous cell carcinoma 
 

 
 

Figure 2: subsequent complex plastic closure of the anterior abdominal 

wall 

3. Discussion 

Cancer of the colon and rectum is the third leading cause of cancer 

related deaths in the United States, with an estimated incidence of 

149,500 (7.9% of all new cancer cases) and 52,980 deaths (8.7% of 

all cancer related deaths) in 20211. Squamous cell carcinoma of the 

colon and rectum, whether primary or metastatic, is an extremely 

rare presentation, accounting for less than 1% of colorectal can- 

cers. Normal colorectal tissue is composed of glandular epithelium 

and while squamous epithelium is found in tissue of the anus, it is 

unusual for it to be localized more proximally. While the patho- 

physiology and risk factors of colorectal adenocarcinoma are well 

known, those of squamous cell carcinoma are not as well under- 

stood. Current literature has proposed several potential mecha- 

nisms. These include improper differentiation of precursor cells in 

the colonic epithelium, metaplastic changes secondary to chronic 

pathological (ulcerative colitis, iatrogenic radiation injury, etc.) or 

mechanical irritation, and infection [2, 3]. 
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Clinical presentation of colorectal SCC in the patient included 

chronic rectal bleeding and constipation for multiple weeks. This 

presentation is nonspecific and is similar to that of many other pa- 

thologies including adenocarcinoma, solitary tumors, and inflam- 

matory bowel disease among other conditions. Furthermore, giv- 

en the patient’s age, absence of family history of colorectal cancer, 

and negative genetic predisposition, the diagnosis was improbable. 

Poorly differentiated squamous cell carcinoma in other systems is 

well documented to be aggressive with varying factors that impact 

prognosis, namely stage and grade [4]. Prognosis has been shown 

to decrease with increase in stage, poor differentiation, and nodal 

spread. This highlights the role of colonoscopy and CT scan in lo- 

calizing the mass and excisional or incisional biopsy in correctly 

distinguishing the pathology from adenocarcinoma in the patient. 

The patient was diagnosed with T3N1 cancer with a PET scan 

showing no distant metastasis or malignancies anywhere else in 

the body. Due to the rarity of colorectal squamous cell carcinoma, 

there is a scarcity of literature studying prognostic factors, inter- 

ventions, and patient outcomes for colorectal squamous cell carci- 

noma [5, 6]. However, multiple case reports have shown that sur- 

gical intervention has been successful in numerous patients with 

no recurrence. We believe given the patient’s tumor burden and no 

sign of metastasis, surgical resection was therapeutic despite the 

technical difficulty of the procedure. 

Future studies are needed to further explore potential causes 

of squamous cell carcinoma in the colon and rectum, as well as 

quantify outcomes for surgical intervention. Furthermore, other 

therapies such as chemoradiotherapy and pharmacological agents 

should be evaluated to see if they could potentially have a role in 

treating more severe and disseminated forms of this malignancy. 

4. Conclusion 

We report a 45-year-old female presenting with a large, exophyt- 

ic, circumferential, ulcerative obstructing mass in the proximal 

rectum that was identified as a T3N1 squamous rectal carcinoma 

requiring a Rigid sigmoidoscopy, exploratory laparoscopy, lysis of 

adhesions, exploratory laparotomy, takedown of splenic flexure co- 

lon, left colectomy, sigmoid colectomy, subtotal proctectomy, low 

pelvic anastomosis, abdominal wall rectus sheath block, and com- 

plex plastic closure. Surgical intervention was ultimately therapeu- 

tic despite the technical difficulty of achieving resection. 
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