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CASE REPORT

An ileal hyperplastic polyp comorbidity in the case of
acute appendicitis
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ABSTRACT

Introduction: We aimed to underline the importance of the covert comorbidities like ileal intestinal polyps in pediatric abdominal
operations for appendicitis.
Case: A 10-year-old girl was referred to us from the emergency ward with the complaints of abdominal pain and vomiting. After
detailed examination, we decided to conduct an abdominal exploration in suspicion of potential acute appendicitis. During the
laparotomy, an acute simple appendicitis was found and appendectomy was performed. We further explored the abdomen to
rule out a possible Meckel diverticulitis, during which an ileal intraluminal mass was palpated about 10 cm proximal to the
intestinal ileocecal valve. We performed enterotomy and resected the polypoid mass completely. The histopathological reports
were lymphoid hyperplasia for the appendicitis and intestinal hyperplastic polyp for the polypoid mass. Follow up of the patient
after 6 months was eventless.
Conclusions: Comorbidities like intestinal polyps should be part of the considerations during the abdominal explorations for
acute appendicitis. Missing an ileal polyp may lead to a second operation.

Key Words: Appendicitis, Polyp, Comorbidity, Children

1. INTRODUCTION
Acutely inflamed appendix is one of the most common causes
of abdominal explorations in children. While many mis-
leading factors exist for negative appendectomy, an acutely
inflamed appendix may obscure another intra abdominal
pathology. An extended abdominal exploration after a sus-
picious appendicitis inoperatively may decrease the chances
of a missing comorbidities, which may require a second
operation otherwise.

2. CASE REPORT
A 10-year-old girl was referred to us from the emergency
ward with the complaints of abdominal pain and vomiting.

After detailed examination, we decided to conduct an ab-
dominal exploration with the diagnosis of acute appendicitis.
During the laparotomy, an acute simple appendicitis was
found and appendectomy was performed. We further ex-
plored the abdomen to rule out Meckel diverticulitis, during
which an ileal intraluminal mass was palpated about 10 cm
proximal to the ileocecal valve. The mass was about 2 cm in
diameter and located at ileal intestinal mesenteric side, with-
out a stalk formation. There was no evidence of any ischemic
or inflammatory intestinal segmental change suggesting a
possible leading point for invagination. We just performed
an enterotomy and resected the polypoid mass completely.
The histopathological reports were as lymphoid hyperplasia
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for the appendicitis and intestinal hyperplastic polyp for the
polypoid mass. The patient had neither previous history of
gastrointestinal polypoid symptoms nor her family history
suggests a polypoid disease. Follow up of the patient after 6
months was uneventful.

3. DISCUSSION
Gastrointestinal polyps are less commonly observed in chil-
dren than in adults. Intestinal epithelium or submucosal
intraluminal overgrowth leads to their formation.[1] The ma-
jor presentations of gastrointestinal polyps in children are
rectal bleedings and non-specific abdominal pain. Polyps can
also change the intestinal peristalsis and by acting as lead-
ing points, can cause invagination of the affected intestinal

segment, which is believed to be the main reason of sub-
tle or non-spesific abdominal pain owed to the periodical
invagination attacks.[2, 3]

Most pediatric intestinal polyps are defined as benign, spo-
radic, in a few cases nonfamilial (non hereditary) and without
malignant transformation (see Figures 1-2). They are classi-
fied as juvenile, non-hereditary and hyperplastic, hereditary
and hamartomatous like Peutz-Jeghers, Juvenile polyposis,
syndrome of Cowden, syndrome of Ruvalcaba-Myhre-Smith
and hereditary adenomatous types like familial polyposis coli,
Gardner and Turcot syndromes. Hereditary hamartomatous
polyps and mainly hereditary adenomatous polyposis have
malign transformation potential and may be seen together
with extraintestinal benign and malign neoplasms.[4–6]

Figure 1. Crypts are dilated (thin arrow), with the proliferation of the lining epithelium (thick arrow), (H&E ×100).

Figure 2. The polyp with dilated crypts and proliferated epithelium. Papillary proliferation in the crypt lumen (arrow) is
observed (H&E ×200).
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Although intestinal polypoidal nodular hyperplasia can be
seen in all age groups, they are more common in pediatric
age groups.[6] Rectal and ileocecal intestinal segments are
the most common sites. Intestinal polypoidal hyperplasias
are characterized as benign lesions and viral or parasitic in-
fections are their main etiological factors. Commonly, they
don’t occur in stalk formation (as sessile) and mostly they are
in solid appearance.[6, 7] Sometimes more than one intestinal
polypoidal hyperplasias can be observed at different point of
intestinal segment.

Patients usually suffer from non-specific abdominal pain
and anemia resulting from chronic subtle hemorrhage. In
the etiology of intussusception; polyps have an important
role, acting as a trigger or leading point. Usually, simple
local excision of them is sufficient. Sometimes spontaneous
remission of these polyps may occur.[6, 7]

The rectosigmoidal segment of intestin is the most common
site for polyps to occur, followed by the other side of in-
testinal segments. Multiple segmental diseases may also be
observed. Patients with the following features should be
evaluated endoscopically for polypoidal diseases: Patients
with positive family history, symptomatic patients during
follow up and patients with extraintestinal polyp related dis-
eases.[6–9]

Wireless capsule endoscopy is a technology developed re-
cently for the endoscopic exploration of the small bowel
which otherwise can not be visualized by conventional tech-
niques. It is first and essential indication was occult gastroin-
testinal bleeding and intestinal polyp like diseases. It’s use

has expanded progressively and is nowadays considered as
an important diagnostic method in pediatric gastroenterology,
although the literature on this topic is not as extensive as in
adults.[8, 10, 13, 14]

The invaginations caused by ileal polyps are commonly
ileoileal or jejunoileal in nature which do not act like the
ileocecal ones. These intussusceptions cannot be treated
with hydrostatic, pneumatic reductions or by milking ma-
neuver.[11, 12] Open or laparoscopic surgical resections are
mandatory for their treatment. Generally, simple surgical
removal of a polyp or a limited wedge resection without
intestinal segmental resection and anastomosis is sufficient.
However, in cases of suspected malignancy, intestinal resec-
tion is required.[11, 12, 14]

The reported case is an example of an ileal polyp that was
masked by an inflamed appendix and could be missed out
easily if unchecked. The possibilities of comorbidities like
pelvic masses, palpable intestinal intraluminal polyps and
other intraabdominal pathologies should be kept in mind
and checked during the pediatric abdominal explorations for
appendicitis.

4. CONCLUSIONS

Any comorbidities should be thoroughly searched in cases
of questionable or acutely inflamed appendix during the pe-
diatric abdominal explorations.
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