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Abstract

Juvenile rectal polyps are hamartomatous growths commonly occurring in the colon and rectum,
characterized by cystic dilation of glandular structures within the lamina propria. They are typically under
10 years of age, but may also be seen in adolescents. This case report describes a 13-year-old boy with a
five-year history of difficulty in defecation, intermittent rectal bleeding that progressively worsened over the
past year, along with abdominal pain and prolapse of a rectal mass. Initial evaluations by multiple clinicians
misdiagnosed the condition as hemorrhoids, delaying the correct diagnosis. Colonoscopy revealed multiple
large polyps in the lower rectoanal region. Surgical excision was performed, and histopathological
examination confirmed the presence of juvenile rectal (retention) polyps with unusual features, including
torsion and mucin extravasation. This case underscores the importance of considering juvenile polyps in the
differential diagnosis of rectal bleeding in pediatric patients and highlights the necessity for early and
accurate diagnosis to prevent complications. Histopathological analysis plays a crucial role in guiding the
management and ensuring appropriate treatment.
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Introduction

Juvenile polyps are typically benign hamartomatous growths commonly found in the colon, particularly the
rectosigmoid region [1]. They are more frequently observed in children aged between 3 and 10 years and may
also occur in adolescents [2]. Juvenile polyps are more often solitary than multiple, usually pedunculated,
and usually vary in size from 5 mm to 3 cm [2,3]. The prevalence in children ranges from 0.08% to 3.7%, with
a higher incidence in boys [4].

Common clinical presentations include painless rectal bleeding, abdominal pain, altered bowel habits, and
occasional protrusion of a mass per anum [3]. Although the exact etiology remains unclear, juvenile polyps
are believed to arise from mucosal hyperplasia and inflammation. A retrospective study conducted by Wang
et al. [5] has linked factors such as positive family aggregation, positive serum immunoglobulin E (sIgE), and
higher meat intake are associated with an increased risk of colorectal polyps. While these associations do
not necessarily imply that diet or bowel habits directly cause polyps in children, they suggest that these
factors may play an indirect role in the pathogenesis of the condition.

Even though juvenile rectal polyps are the most common cause of rectal bleeding in children, other
conditions, such as anal fissures, inflammatory bowel disease (IBD), and infectious colitis, can also present
with rectal bleeding. Furthermore, when evaluating rectal polyps, it is crucial to distinguish between a
solitary juvenile polyp and a polyposis syndrome, as the latter may involve multiple lesions with an
increased risk of complications, including malignant transformation if left untreated [2].

Diagnosis is typically established through colonoscopy, with definitive confirmation by histopathological
examination. While endoscopic polypectomy remains the first-line treatment for juvenile rectal polyps,
surgical excision is indicated when the polyps are large, when there is significant bleeding or prolapse, or if
technical difficulties preclude complete endoscopic removal. Additionally, surgical excision may be preferred
in cases where there is suspicion of complications or malignant potential.

Here, we present a case of juvenile polyps in a 13-year-old boy, highlighting the clinical presentation,
diagnostic process, and management.

Case Presentation
A 13-year-old boy presented to the National Institute of Ayurveda Hospital in Jaipur with complaints of
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chronic bowel evacuation difficulty and episodes of intermittent painless rectal bleeding. He reported that
these symptoms had persisted for five years and had become more frequent over the past year. Additionally,
he described occasional prolapse of a rectal mass over the past four years, often accompanied by abdominal
pain.

The patient initially noticed difficulty in defecation, which was temporarily relieved with laxatives.
Subsequently, he began to observe episodes of blood loss in the toilet following defecation. Various general
practitioners diagnosed his condition as piles and provided symptomatic treatment. However, these
symptoms recurred over time. Over the last year, the prolapse of a rectal mass after defecation became more
prominent, accompanied by increasing abdominal pain. Despite multiple consultations by the general
practitioners, the patient continued to be misdiagnosed with piles and was managed symptomatically.

The condition worsened, prompting the patient's parents to conduct a personal examination of the mass
following defecation. They identified a substantial, lobulated mass protruding from the anus. Although the
mass was manually reducible, the patient continued to experience abdominal pain, particularly during its
prolapse. This necessitated further evaluation, leading the patient to seek consultation at the Anorectal
Outpatient Department of the National Institute of Ayurveda, Jaipur.

On digital rectal examination, multiple large pedunculated masses were felt on the posterior rectal wall,
apparently originating above the anorectal junction. The anal sphincter tone was normal. Visual
examination by proctoscopy revealed polypoid growths originating above the anorectal junction, without
active bleeding. This warranted further evaluation by colonoscopy.

On examination, vital signs were stable, and abdominal examination revealed tenderness in the lower
abdomen. Laboratory investigations were within normal limits with hemoglobin level at 11.2 g/dL (normal
range: 13-17 g/dL) and hematocrit 34.4% (normal range: 40%-50%) (Table I).
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Test

Total red blood cell
Hemoglobin
Hematocrit

Mean cell volume

Mean corpuscular hemoglobin

Mean corpuscular hemoglobin concentration

RDW-CV

RDW-SD

Total WBC

Differential leucocyte count
Neutrophils

Lymphocytes

Eosinophils

Monocytes

Basophils

Erythrocyte sedimentation rate
Clotting time

Bleeding time

Random blood glucose

Result Reference interval

4.57 x 10"6/uL 4.5-5.5 x 10"6/uL

11.2 g/dL 13-17 g/dL
34.40% 40%-50%
74.8fL 83-101 fL
24.5pg 27-32 pg

32.7 g/dL 31.5-34.5 g/dL
12.70% 11.6%-14.0%
34.70% 39%-46%

6.23 x 10"3/uL 4.0-10.0 x 103/uL

50.20% 40%-80%
40.30% 20%-40%
2.10% 0%-6%
6.90% 2%-10%
0.50% 0%-2%

5 mm/hour <10 mm/hour
6.20 minutes 5-10 minutes
3.36 minutes 2-7 minutes
95 mg/dL 90-140 mg/dL

TABLE 1: Laboratory investigations.

uL, microliter; dL, deciliter; fL, femtoliter; pg, picogram; mm, millimeter; RDW-CV, red cell distribution width-coefficient of variation; RDW-SD, red cell
distribution width-standard deviation; WBC, white blood cell
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A colonoscopy performed the day after the initial consultation revealed multiple polyps of varying sizes in
the distal rectoanal region. The surrounding mucosa appeared inflamed and edematous, raising suspicion for
pseudopolyps (Figure I). Since the polyps were significantly large and were causing significant symptoms,
they were scheduled for surgical excision and histopathological examination.

FIGURE 1: Colonoscopy images showing multiple polyps of varying
sizes in the lower rectum.

(A) Polyp at the 11 o’clock position. (B, C) Large lobulated polyp on the posterior wall of the lower rectum.

Surgical intervention

Surgical excision of the mass was performed under spinal anesthesia, with standard cardiopulmonary
monitoring. Two large polyps located at the 7 o'clock and 11 o'clock positions were excised sequentially. The
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procedure involved initially transfixing the base and ligating it with 2-0 Vicryl, followed by excision of the
mass (Figures 2, 3). Subsequently, the smaller polyps located at the 5 o'clock and 9 o'clock positions were
excised. Hemostasis was achieved, and the rectal mucosa was examined for any remaining polyps. The
timeline of the intervention and postoperative care is detailed in Table 2.

FIGURE 3: Excised polypoid masses.
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Date

05/02/24

06/02/24

15/02/24

16/02/24

17/02/24
19/02/24

20/02/24

Clinical findings

Visited the hospital with complaints of difficulty in bowel
evacuation, intermittent bleeding per anum, and a prolapsing
mass per anum during defecation, accompanied by abdominal
pain.

Complaints as previous

Complaints persisting

Mild pain present

Mild tolerable pain in the abdomen

Bowel movement resumed; minimal postoperative pain

Therapeutic Intervention

Routine blood investigations were done and was planned
for colonoscopy.

Colonoscopy revealed multiple polyps in the lower
anorectal region.

The patient was admitted and planned for excision under
spinal anesthesia. Antibiotic prophylaxis was given with 1 g
Ceftriaxone and gentamicin 80 mg intravenously.

Excision was done mass was sent for biopsy. Parenteral
administration of anti-inflammatory drugs was given, and IV
antibiotics were continued for two days.

The same medication regimen was continued.

Anti-inflammatory drugs and prophylactic antibiotics were
continued.

The patient stable with minimal pain and slight bleeding per anum  The patient was discharged.

TABLE 2: Chronological timeline of diagnosis and surgical intervention.

Histopathological findings

The biopsy of the excised mass revealed a polyp with focal ulceration of the overlying surface epithelium.

Various-sized glands lined by cuboidal epithelium were seen, some of which were cystically dilated and filled
with mucus. These glands were separated by inflamed and edematous stroma (Figure 3). The interglandular
spaces contained variable-sized mucinous pools and inflammatory infiltrate, along with many dilated and
congested blood vessels. The histomorphology was consistent with a juvenile rectal (retention) polyp with

features of torsion and extravasated mucin (Figure 4).

FIGURE 4: Histological microphotograph of the rectal polyp with
cystically dilated glands filled with mucus and lamina propria with
inflammatory infiltrates.

(A) (1) Simple columnar epithelium consistent with rectal mucosa lining the surface of the polyp; (2) numerous
cystically dilated, mucus-filled glands lined by cuboidal epithelium; (3) an inflamed lamina propria infiltrated with

inflammatory cells.

(B) Interglandular stroma displaying variably sized mucin pools and mixed inflammatory infiltrate including

lymphocytes (L) and neutrophils (N).
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Discussion

Juvenile rectal polyps are commonly seen in children, typically presenting with painless rectal bleeding.
Histologically, they are characterized by the cystic dilation of glandular structures within the inflamed
lamina propria [1,3]. In the present case, there was a prolapse of a significant mass per anum, accompanied
by abdominal pain, and the pronounced symptoms in this patient necessitated further evaluation.
Colonoscopy identified multiple polyps located at the lower rectoanal junction, particularly on the posterior
and left lateral walls.

The presence of multiple polyps raised suspicion of a hamartomatous polyposis syndrome. Juvenile
polyposis syndrome (JPS) is diagnosed if any one of the following criteria is met: (1) five or more juvenile
polyps in the rectum or colon; (2) juvenile polyps found elsewhere in the gastrointestinal tract; or (3)
juvenile polyps with a positive family history [6]. Although our patient had no family history, literature
suggests that approximately 25% of JPS cases arise without a genetic predisposition [2]. Moreover, some
studies, including Giardiello et al., propose that the presence of three or more juvenile polyps in the colon or
rectum may warrant a diagnosis of JPS [7]. Histologically, JPS is characterized by non-dysplastic normal
epithelium, accompanied by an abundance of elongated, cystically dilated, mucus-filled glands within the
lamina propria. This lamina propria is infiltrated by myofibroblasts, fibroblasts, and macrophages.
Histologically, JPS is characterized by non-dysplastic epithelium, with abundant elongated, cystically
dilated, mucus-filled glands within the lamina propria. The stroma often shows the presence of
myofibroblasts and fibroblasts, as well as infiltration by macrophages. However, a diagnosis of JPS in this
case remains uncertain, as the polyps were confined to the lower rectum, and the patient did not exhibit
systemic manifestations often associated with extensive disease, such as hypoproteinemia, malnutrition, or
electrolyte imbalance [6]. In this case, several common clinical manifestations of JPS were observed,
including rectal bleeding, anemia, abdominal pain, and prolapse of mass per anum [8,9]. Histologically,
these resemble solitary juvenile rectal polyps, with glandular densities being slightly more pronounced in
JPS [10]. Another possibility that was explored was the scenario of pseudopolyps. Pseudopolyps are benign,
non-neoplastic lesions that arise from the mucosa due to repeated episodes of inflammation and mucosal
regeneration, commonly observed in IBDs such as ulcerative colitis or Crohn's disease [11]. They may be
islands of surviving mucosa situated between ulcerated areas, giving them a polyp-like appearance or as
loose tags of mucosal tissue between ulcerated regions [11]. They are classified into inflammatory

polyps, which develop during the inflammatory process characterized by the formation of granulation tissue
in certain intense foci, and post-inflammatory polyps, which arise during the healing phase through re-
epithelialization and excessive regeneration [11].

Inflammatory polyps are composed of granulation tissue lacking an epithelial lining and infiltrated by
inflammatory cells. Post-inflammatory pseudopolyps contain normal or hyperplastic glandular epithelium,
muscularis mucosae, and fibrovascular submucosa with minimal inflammation [11,12]. Clinical symptoms
like bleeding per rectum and abdominal pain are common to both IBD and juvenile polyps, necessitating
histological confirmation for accurate diagnosis. In this case, histopathological examination confirmed a
juvenile rectal polyp without dysplasia or malignancy. The polyp showed cystic dilation of glandular
structures consistent with juvenile pathology. Uncommonly, torsion of the polyp and extravasation of
mucin were noted, complicating the presentation and emphasizing the critical role of histopathology in
guiding diagnosis and management.

A critical aspect of this case is the delay in accurate diagnosis. Despite the patient's clinical presentation and
age being strongly indicative of a juvenile rectal polyp - a common cause of pediatric rectal bleeding - the
initial evaluation by general practitioners led to a misdiagnosis of hemorrhoids. This misdiagnosis, coupled
with the absence of an early, targeted digital rectal examination, significantly postponed the correct
diagnosis. Had a thorough digital rectal exam been performed during the initial evaluations, the polyp would
likely have been identified sooner. Such a delay not only allowed the polyp to grow larger but also increased
the risk of repeated trauma or irritation over time. Because the rectal bleeding was intermittent, the general
practitioners may have underestimated its clinical significance, opting not to refer the patient to a pediatric
gastroenterologist. This case, therefore, highlights the need for increased clinical vigilance and a proactive
approach, including early endoscopic referral and digital rectal examinations in pediatric patients with
persistent rectal bleeding.

Additionally, the child’s predominantly low-fiber, high-fat Western diet may have contributed to
constipation and increased straining factors that might exacerbate mucosal stress and promote the
development of larger polyps. Although the exact mechanism remains unclear, such dietary patterns are
recognized as potential contributors to an unfavorable colonic environment.

Endoscopic polypectomy is the first-line intervention for symptomatic juvenile polyps [1,2]. However,
surgical excision is warranted for larger polyps, especially those associated with significant bleeding or
prolapse, as seen in this case. Surgical removal not only alleviated the patient’s symptoms but also enabled
definitive histopathological diagnosis. Postoperatively, the child has remained asymptomatic.

Given the presence of multiple polyps and the associated risk of malignancy [13], particularly in cases of JPS,
the parents were advised to bring the child for annual surveillance and follow-up.
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Conclusions

This case highlights the importance of considering juvenile polyps in the differential diagnosis of rectal
bleeding in pediatric patients, and the potential complications that can arise, such as torsion and mucin
extravasation. The delayed diagnosis in this case underscores the crucial need for a careful clinical
assessment, particularly when symptoms persist or worsen despite standard treatments aimed at more
common conditions like hemorrhoids. Early evaluation, especially by a pediatric gastroenterologist, is
essential for ensuring accurate diagnosis and timely intervention. Such a specialized assessment not only
facilitates effective symptom management but also helps prevent complications. Histopathological
examination remains essential in confirming the diagnosis and guiding treatment.

Additional Information
Author Contributions

All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design: Anoop Sachi, Parlapothula Hemantha Kumar, Ashok Kumar, Kandarp Saxena, Hetal
G. Koriya, Vikrant Sharma

Acquisition, analysis, or interpretation of data: Anoop Sachi, Parlapothula Hemantha Kumar, Ashok
Kumar, Kandarp Saxena

Drafting of the manuscript: Anoop Sachi, Parlapothula Hemantha Kumar, Ashok Kumar, Vikrant Sharma

Critical review of the manuscript for important intellectual content: Anoop Sachi, Parlapothula
Hemantha Kumar, Ashok Kumar, Kandarp Saxena, Hetal G. Koriya

Supervision: Anoop Sachi, Parlapothula Hemantha Kumar, Ashok Kumar

Disclosures

Human subjects: Consent for treatment and open access publication was obtained or waived by all
participants in this study. Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all
authors declare the following: Payment/services info: All authors have declared that no financial support
was received from any organization for the submitted work. Financial relationships: All authors have
declared that they have no financial relationships at present or within the previous three years with any
organizations that might have an interest in the submitted work. Other relationships: All authors have
declared that there are no other relationships or activities that could appear to have influenced the
submitted work.

Acknowledgements

The authors would like to thank the patient and his family for their cooperation and consent for the
publication of this case report. Al-assisted tools, such as language models, were employed to support
language refinement, grammatical corrections, and improvement of manuscript clarity. All content was
critically reviewed and approved by the authors.

References

1.  Rowe DA, Bharrat K, Scott K, Asore B, Middlesworth W: A rare case of pedunculated, prolapsed juvenile
rectal polyp in a pediatric patient. Cureus. 2024, 16:e71997. 10.7759/cureus.71997

2. Adolph VR, Bernabe K: Polyps in children. Clin Colon Rectal Surg. 2008, 21:280-5. 10.1055/5-0028-1089943

3. Bothara VP, Singh A, Pandey A, Gupta A: Giant rectal polyp in children: an uncommon entity . Indian ] Colo-
Rectal Surg. 2019, 2:38-40. 10.4103/1JCS.IJCS_2 20

4. Mahmud S, Parvez M, Baidya M, et al.: Colonoscopic polypectomy of juvenile polyps in children: experience
from a tertiary centre of Bangladesh. Gastroenterol Endosc. 2024, 2:1-6. 10.1016/j.gande.2023.11.002

5. WangY, Fang L, Huang K, Pan T, Lu H, Yan X: Characteristics and risk factors for colorectal polyps among
children in an urban area of Wenzhou, China: a retrospective case control study. BMC Pediatr. 2023, 23:408.
10.1186/s12887-023-04197-6

6. Calva D, Howe J: Juvenile Polyposis . Cancer Syndromes. Riegert-Johnson DL, Boardman LA, Hefferon T,
Roberts M (ed): National Center for Biotechnology Information , 2009.

7. Giardiello FM, Hamilton SR, Kern SE, et al.: Colorectal neoplasia in juvenile polyposis or juvenile polyps.
Arch Dis Child. 1991, 66:971-5. 10.1136/adc.66.8.971

8. Dal Buono A, Gaiani F, Poliani L, Laghi L: Juvenile polyposis syndrome: an overview . Best Pract Res Clin
Gastroenterol. 2022, 58-59:101799. 10.1016/j.bpg.2022.101799

9. Zbuk KM, Eng C: Hamartomatous polyposis syndromes. Nat Clin Pract Gastroenterol Hepatol. 2007, 4:492-
502. 10.1038/ncpgasthep0902

10. HuangL, Liu X, Li S, et al.: Multiplex immunohistochemistry reveals histological features of three different

intestinal polyp subtypes in pediatric patients. BMC Pediatr. 2025, 25:219. 10.1186/512887-024-05376-9

2025 Hemantha Kumar et al. Cureus 17(5): e84866. DOI 10.7759/cureus.84866 70f8


https://dx.doi.org/10.7759/cureus.71997
https://dx.doi.org/10.7759/cureus.71997
https://dx.doi.org/10.1055/s-0028-1089943
https://dx.doi.org/10.1055/s-0028-1089943
https://dx.doi.org/10.4103/IJCS.IJCS_2_20
https://dx.doi.org/10.4103/IJCS.IJCS_2_20
https://dx.doi.org/10.1016/j.gande.2023.11.002
https://dx.doi.org/10.1016/j.gande.2023.11.002
https://dx.doi.org/10.1186/s12887-023-04197-6
https://dx.doi.org/10.1186/s12887-023-04197-6
http://www.ncbi.nlm.nih.gov/books/NBK51310/
https://dx.doi.org/10.1136/adc.66.8.971
https://dx.doi.org/10.1136/adc.66.8.971
https://dx.doi.org/10.1016/j.bpg.2022.101799
https://dx.doi.org/10.1016/j.bpg.2022.101799
https://dx.doi.org/10.1038/ncpgasthep0902
https://dx.doi.org/10.1038/ncpgasthep0902
https://dx.doi.org/10.1186/s12887-024-05376-9
https://dx.doi.org/10.1186/s12887-024-05376-9

Cureus

Part of SPRINGER NATURE

11.  Politis DS, Katsanos KH, Tsianos EV, Christodoulou DK: Pseudopolyps in inflammatory bowel diseases: have
we learned enough?. World | Gastroenterol. 2017, 23:1541-51. 10.3748/wjg.v23.i9.1541

12.  Calicis E, Culot M, Veys E, Schillaci A, Frezin J: Recurrent giant pseudopolyp: case report and review of the
literature. Chirurgia (Bucur). 2024, 119:721-4. 10.21614/chirurgia.3043

13.  Ibrahimi N, Septer SS, Lee BR, Garola R, Shah R, Attard TM: Polyp characteristics of nonsyndromic and
potentially syndromic juvenile polyps: a retrospective cohort analysis. ] Pediatr Gastroenterol Nutr. 2019,
69:668-72. 10.1097/MPG.0000000000002477

2025 Hemantha Kumar et al. Cureus 17(5): €84866. DOI 10.7759/cureus.84866 8 of 8


https://dx.doi.org/10.3748/wjg.v23.i9.1541
https://dx.doi.org/10.3748/wjg.v23.i9.1541
https://dx.doi.org/10.21614/chirurgia.3043
https://dx.doi.org/10.21614/chirurgia.3043
https://dx.doi.org/10.1097/MPG.0000000000002477
https://dx.doi.org/10.1097/MPG.0000000000002477

	A Rare Presentation of Juvenile Rectal Polyps in an Adolescent Male With Rectal Bleeding: A Case Report
	Abstract
	Introduction
	Case Presentation
	TABLE 1: Laboratory investigations.
	FIGURE 1: Colonoscopy images showing multiple polyps of varying sizes in the lower rectum.
	Surgical intervention
	FIGURE 2: Intraoperative image showing the excision of rectal polyps.
	FIGURE 3: Excised polypoid masses.
	TABLE 2: Chronological timeline of diagnosis and surgical intervention.

	Histopathological findings
	FIGURE 4: Histological microphotograph of the rectal polyp with cystically dilated glands filled with mucus and lamina propria with inflammatory infiltrates.


	Discussion
	Conclusions
	Additional Information
	Author Contributions
	Disclosures
	Acknowledgements

	References


