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A Case Report of Juvenile Polyposis
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Department of Radiology, College of Medicine, Ewha Womans University,
Seoul, Korea

Most juvenile polyps develop as isolated colonic lesions in children less than
12 years of age and average age is 4~year-old.

Rectal bleeding is the most common symptom and family history is generally
negative and malignant potentiality is absent.

On barium enema, the polyps are identified roundish filling defect, often ped-
unculated, which are located most commonly in the rectum or sigmoid.

Juvenile polyps are retention or inflammatory polyps and predominant histol-
ogical feature is an abundant connective tissue stroma which contains cystic
structures lining by simple epithelium and numerous inflammatory cells may be
present.

A 12-year-old boy has been complained of rectal bleeding and rectal prolapse
during defecation for 6 months and Juvenile polyposis has bheen confirmed by
radiological (complete double contrast barium enema) and pathological findings.
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Fig. 1. Filling state film of barium enema shows
a large walnut-sized smooth round radiolu-
cent filling defect in the rectum and a sm
all finger tip-sized round radiolucent filling
defect in the rectosigmoid junction and a
peanut-sized round radiolucent filling defect
in the distal descending colon and a large
walnut sized round radiolucent filling def-
ect in the mid-transverse colon.

Fig. 2. Double-contrast barium enema film shows
a walnut-sized round radiolucent filling de-
fect with long pedicle in the rectum and a
peanut-sized round radiolucent filling defect
in the descending colon and a large walnut-~
sized round radiolucent filling defect in the
mid-transverse colon.

Fig. 8. Compression spot film shows round smocth radiclucent filling defect in the rectum,
rectosigmoid junction and distal descending colon.
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Fig. 4. A histclogical section(H&E X60) of tissue
removed from the polypoid lesion of the
colon shows erosion and marked inflamma-

tory cell infiltrations
few normal glands.

in the stroma and a

Gross finding; Colon with seven pedunculated polyps mea-
suring approximaterly from 3x2. 5x2. 5to 0.5%0.5
%3 in diameter, On cutsection shows cyst1c change
with hemorrhagic necrosis.
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Table 1. Classification of gastrointestinal polypo-
sis syndrome

{A) Hereditary
1. Familial multiple polyposis
2. Gardner’s syndrome
3. Peutz-Jeghers syndrome
4. Turcot’s syndrome
{B) Nonhereditary
1. Cronkhite-Canada syndrome
2. Juvenile polyposis (sometimes hereditary)

Table 2. Classification of colorectal polyps

1. Neoplastic:
Adenomatous (polypoid adenoma)
Villous (papillary adenoma)
Villoglandular (mixed adenoma)
Adenomatous familial polyposis syndrome
Familial multiple polyposis
Gardner’s syndrome
Other hereditary syndrome
Turcot’s syndrome
Oldifield syndrome
Cronkhite-Canada syndrome
Leiomyoma, lipoma, carcinoid, neurofibroma,
hemangioma
2. Inflammatory:
Pseudopolyposis: Ulcerative colitis
Granulomatous colitis (Crohn’s disease)
Inflammatory (nonspecific)
Lymphoid polyp
Colitjs cystica profunda

3. Hamartomatous:
Juvenile polyposis coli (familial)
Peutz-Jeghers syndrome

4. Unclassified:
Hyperplastic (metaplastic) polyp
Prneumatosis cystoides intestinalis
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6) Turcot’s syndrome
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7) Cronkhite-canada syndrome
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Table 3. Summary of features characterizing gastrointestinal polyposis syndromes

Syndrome Symptoms  Hereditary Distribution Histology Additional Prognosis
onset usual transmiss- Stomach  small colon features
age (Yrs) ion bowel
Familial  15~30 Dominant Less than Less than 100% Adenomas Colon ca
multiple 5% 5%
polyposis
Gardner’s 15~30 Dominant Less than Lessthan 100% Adenomas Soft tissue Colon ca
5% 5% tumors,
Osteomato-
sis
Peutz-Jeg- 10~30 Dominant 25% 95% 30% Hamarto- Pigmented With or
hers ma skin without
. G-I ca
Turcot’s Teens ecessive — — 109% Adenoma CNS tumo- CNS
rs tumor
Cronkhite- 40~70 None 100% Less than 100% Inflamma- Alopecia Death of
Canada 50% tory glan- Onychia, cachexia
dular Hyperpigm-
dilataticn entation,
Diarrhea,
with protein
and electro-
lyte loss
Juvenile less than Usually — — 100% Inflamma Diarrhea Regressi-
polyps 10 none tory with on
protein Autoamp-
loss utation
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Table 4. Differential diagnosis of multiple colonic
filling defects

1. Retained fecal material or air bubbles
2. Polyposis syndromes
(a) Familial multiple polyposis
(b) Gardner’s syndrome
(c) Peutz-Jeghers syndrome
(d) Turcot’s syndrome
(e) Cronkhite-Canada syndrome
(f) Juvenile polyposis
3. Inflammatory pseudopolyps
(a) Ulcerative colitis
(b) Granulomatous colitis
(c) Schistosomiasis
(d) Amebiasis
(e) Occasionally with Hirschsprung’s disease
4. Lymphoid hyperplasia
(a) Benign lymphoid hyperplasia
(b) Lymphonodular hyperplasia (often associat-
ed with Giardiasis)
5. Neurofibromatosis
(a) Ganglioneuromatosis
6. Lipomatous polyposis
7. Hemangiomatosis
8. Cystic fibrosis
9. Pneumatosis cystoides intestinalis
10. Colonic urticaria
11. Malignant lymphomas
12. Multiple metastases

Table 5. Differential diagnosis of multiple polyp-
oid lesions of the small bowel

1. Polyposis syndromes
(a) Peutz-Jeghers syndrome
(b) Cronkhite-Canada syndrome
(c) Diffuse intestinal polypesis (variant of fam
ilial multiple polyposis)
(d) Generalized juvenile intestinal polyposis(va-
riant of juvenile polyposis)
2. Crohn’s disease
3. Lymphonodular hyperplasia (often associated
with Giardiasis)
4. Lymphangiectasia
5. Neurofibromatosis
6. Ncdular lipomatosis
Multiple lipomas
7. Hemangiomatosis
8. Systemic mastocytosis
9. Whipple’s disease
10. Waldenstrom’s macroglobulinemia
11. Malignant lymphomas
12. Metastases
(a) Especially melanoma
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