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Cap polyposis is a rare gastrointestinal disease also occurring elsewhere
in the colorectum. Mostly, it appears in the distal colon and rectum, cha-
racterized by erythematous, inflammatory colonic polyps covered by a
cap of fibrinopurulent mucous. The pathogenesis of cap polyposis is not
well understood, but the pathological hypothesis includes infection, mu-
cosal ischemia or T cell-mediated inflammation or mechanical stimula-
tion by abnormal bowel motility and repeated trauma to the colonic mu-
cosa caused by straining. The exact incidence is unknown, but the inci-
dence of age reports range from 11 months to 76 years. As most patients
with cap polyposis appear asymptomatic, diagnosis is difficult, and symp-
tomatic patients usually present unspecific symptoms such as rectal bleed-
ing, mucoid diarrhea, abdominal pain, tenesmus, weight loss and consti-
pation. Herein, we present a 25-year-old male patient presenting with 3-
month rectal bleeding where multiple rectal sessile polyps were found via
colonoscopy and managed successfully with transrectal polypectomy.

[J Soc Colon Rectal Surgeon (Taiwan) 2025;36:211-216]

C ap polyposis (CP) is a rare and under-recognized
condition with distinct clinical, endoscopic and
histopathological features. It was first described by
William et al.' in 1985, and is characterized by inflam-
matory polyps usually located from the rectum to the
distal descending colon. Most cases occur during the
fifth decade of life with intermittent frequency,” al-

though the exact incidence and pathogenesis are un-
known. The most common symptoms include consti-
pation, mucous discharge, diarrhea, abdominal pain
and rectal bleeding’™ that are unspecific and overlap
with inflammatory bowel disease, making cap poly-
posis difficult to diagnose.

Rectal bleeding combined with the presence of a
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rectal mass has been traditionally associated with pre-
sence of malignant disease, although cap polyposis is
a relatively young and still undefined rare entity that
mainly involves the rectosigmoid. Diagnosis is usu-
ally set by exclusion of ulcerative colitis after poor re-
sponse to mesalamine and steroids where surgical re-
section is considered the optimal treatment.> We here-
in present a case of a 25-year-old male who presented
with unexplained chronic long-standing anemia sec-
ondary to intermittent rectal bleeding where histopa-
thological examination confirmed it to be a case of CP
of the rectum.

Case Report

This 25-year-old male had no medical history other
than anemia. He presented with fresh blood in his
stool intermittently over a 3-month period. He visited
our outpatient department (OPD) and the associated
symptoms were occasional abdominal fullness and
pain although he denied suffering from diarrhea or
constipation. Digital rectal examination showed a pal-
pable mass in the lower rectum, so colonoscopy was
arranged, revealing multiple sessile polypoid lesions
over the rectum that were partially removed by poly-
pectomy for complete pathological examination (Fig.
1). Biopsy was performed revealing inflammatory
polyps with dilated or degenerated crypts with abun-
dant mucoid deposits and inflammatory exudate simu-
lating rectal cap polyp or polyposis (Fig. 2). After dis-
cussion with the patient, transrectal polypectomy was
performed (Figs. 3-5), with the pathology report indi-
cating compatibility with rectal cap polyposis. After
the operation, the patient recovered well and has had
regular follow-up in our OPD with no further rectal
bleeding being found. He has also received a colono-
scopy every year following the surgery, with no sign
of recurrence till now.

Discussion

Colorectal cap polyposis is a rare condition char-
acterized by erythematous, inflammatory colonic polyps

covered by a cap of fibrinopurulent mucous. It always
presents with multiple sessile polyps occurring in dis-
tal areas like the sigmoid colon and rectum. Cap poly-
posis is generally known as a benign lesion, and there
is no documented malignant potential of these polyps®
although the exact incidence is unknown because cases
in both males and females are rarely reported, while
still lacking statistical significance. The age of re-

Fig. 1. Colonoscopic picture: multi-polyp cover with an
erythematous surface and a yellow-white coating
under colonoscopy.
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Fig. 2. Pathological section: lower-power view of cap po-
lyposis showing elongated hyperplastic appearing
glands and a cap of overlying mucosa composed of
mucus, fibrin, and leukocytes (red arrow).
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Fig. 3. Intra-operative picture: multiple sessile polypoid
lesions were found during operation over rectum 3
cm from anal verge.

ported cases has ranged from 11 months to 76 years.>®

The pathogenesis of cap polyposis is not well un-
derstood, with hypothesized causes including infec-
tion, mucosal ischemia, T cell-mediated inflamma-
tion, mechanical stimulation by abnormal bowel mo-
tility, and repeated trauma to the colonic mucosa
caused by straining when defecating. Microscopi-
cally, the polyps consist of elongated, tortuous and
distended crypts covered by a “cap” of inflammatory
granulation tissue.

Patients with cap polyposis might be mostly asymp-
tomatic as symptomatic patients usually present with
rectal bleeding (82%), followed by mucoid discharge
(46%), constipation, diarrhea and abdominal pain.®®
Other symptoms include tenesmus, straining during
defecation, the sensation of incomplete defecation,
the need for manual stool evacuation, weight loss and
protein-losing enteropathy have also been reported,>’
with the symptoms appearing present for weeks to
months prior to the diagnosis. Laboratory studies are
typically normal, and diagnosis is always difficult be-
cause the symptoms overlap with inflammatory bowel
disease, which causes delay and inappropriate treat-
ment for such patients, although cap polyposis can be
directly diagnosed by colonoscopic evaluation and
confirmed by biopsy. It can be found anywhere in the
colon but is mostly discovered in the rectosigmoid co-
lon where single or multiple polyps varying in size

£
Fig. 4. Post-operative picture: surgical wound after trans-
anal rectal polypectomy.

Fig. 5. Gross view of specimen: rectal cap polyps.

and shape might be observed.

Treatment for asymptomatic patients is unneces-
sary. Treatment for symptomatic patients includes en-
doscopic polypectomy and colectomy according to se-
verity and distribution of the polyps.* Snare poly-
pectomy with argon plasma coagulation or endosco-
pic mucosal resection is recommended, and is associ-
ated with complete resolution of symptoms. Some re-
ports have shown polyposis regrowth for patients who
received polypectomy, especially in patients with mul-
tiple polyps. Repeated colonoscopy has been recom-
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mended for these patients, while colectomy is indi-
cated for those with multiplicity of polyps precluding
endoscopic resection. Complete colonoscopy for the
entire colon should be performed prior to surgery to
make sure no other colonic disease coexists. Some
case reports have revealed successful treatment with
amino-salicylates,!” anti-inflammatory agents (eg., to-
pical and systemic steroids),'>!* antibiotics (eg., me-
tronidazole)'*!" and immunomodulators (eg., infli-
ximab),®!*!% implying a possible cause of inflamma-
tion in the pathogenesis of cap polyposis; however,
the evidence is not sufficient to support these treat-
ment strategies.

Interestingly, a possible relationship between He-
licobacter pylori infection and cap polyposis of the
colon was proposed by Akamatsu et al. in 2004, who
demonstrated that some patients with cap polyposis
receiving eradication therapy for Helicobacter pylori
infection also showed endoscopic improvement of
cap polyposis. All of these patients had been diag-
nosed with H. pylori infection in the stomach; how-
ever, Helicobacter pylori was not detected in the bio-
psy specimens from the colonic inflammatory polyps.’

Conclusion

Cap polyposis is a rare condition with unknown
incidence and pathogenesis with the most common
symptoms including rectal bleeding and mucoid di-
arrhea. Medication treatment is an option, especially
in children, and for those symptomatic cases and
patients failing in medication treatment or recur-
rence, surgical intervention with endoscopic poly-
pectomy should be recommended. Colectomy is in-
dicated for patients with multiplicity of polyps that
makes endoscopic polypectomy inappropriate. Test-
ing for Helicobacter pylori infection is also recom-
mended because of the efficacy of eradication ther-
apy. The outcome of cap polyposis is not clear be-
cause of the small case number with limit long-term
follow-up data. Moreover, chronic recurrent symp-
toms requiring multiple treatments with polypectomy
as well as spontaneous resolution, have also been
reported.'>!°
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