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Background and aims: Cap polyposis (CP) is a rare kind of benign disease, and the majority of previously published relevant articles involve a small number of patients. Hence, we summarized our experience to contribute additional data, hoping to raise awareness of this disease.Methods: From 1 January 2017 to 1 November 2021, consecutive patients diagnosed with CP were retrospectively reviewed. Their medical histories, and laboratory, imaging, endoscopic, and pathology results were analyzed. We made telephone calls to the patients and searched for the information in our electronic medical records to obtain the follow-up results.Results: Forty-one patients were chosen for analysis. The median age of the patients was 20 years old, and 90.24% (37 patients) of the patients were male. The majority of the patients presented with hematochezia. The rectum was the most commonly affected site, and the Helicobacter pylori infection rate was high. There were multiple and combined treatments for these patients. These treatments can be divided into 3 main categories: medical therapy, endotherapy and surgery. Medical therapy helped to diminish the size of but the polyps were difficult to resolve; however, the patients’ symptoms could be diminished. Twenty-three patients underwent surgical resection, and 12 patients received endotherapy. We further compared the two methods of polyp resection. Both endotherapy and surgery were safe, and the recurrence risk was not significantly different between the two kinds of therapy (p = 0.321).Conclusion: The clinical improvement of medical treatments was not satisfactory, and endotherapy or surgical resection could remove the polyposis and provide temporary relief, but the recurrence rates were high.Keywords: cap polyposis, Helicobacter pylori, treatment, colonoscopy, resection
INTRODUCTION
Cap polyposis (CP) is a rare benign disease that usually occurs in the rectum and sometimes in the colon or stomach (GT et al., 1985; Esaki et al., 2001; Oiya et al., 2002; Da et al., 2011; Brunner et al., 2019). CP was first described by Williams et al., in 1985, and as the name implies, polyps have a “cap” formed by granulation tissue covered with fibrinopurulent exudates (GT et al., 1985). The etiology of CP is still unclear and might be associated with mucosal prolapse, inflammation, infection with H. pylori (Helicobacter pylori) or other microorganisms, and dysbacteriosis (Konishi et al., 2005; Suzuki et al., 2014; Murata et al., 2017; Okamoto et al., 2018; Brunner et al., 2019). The clinical manifestations of CP are constipation, diarrhea, abdominal pain, mucous stools, hematochezia, and hypoproteinemia (Campbell et al., 1993; Oshitani et al., 1995; Brunner et al., 2019). Endoscopically, it is common to find multiple erythematous, sessile polyps covered by fibrinopurulent exudates of different sizes, and they are often located at the apices of the transverse mucosal folds with normal mucosa between the polyps. These characteristics help to differentiate CP from inflammatory bowel disease (IBD) and cancer via endoscopy (Aggarwal et al., 2021). On imaging, CP is sometimes misdiagnosed as cancer, and surgery might be subsequently suggested to the patient. Hence, improving the diagnostic accuracy before surgery is very important. There are a variety of therapies for CP, such as H. pylori eradication, antibiotics, steroids, 5-amino salicylic acids (5-ASAs), infliximab, and endoscopic or surgical resection (Maunoury et al., 2005; Suzuki et al., 2014; Brunner et al., 2019). However, to date, no standard therapy has been recommended for CP, as sometimes the polyps are not resolved or reoccur (Brunner et al., 2019). The majority of previously published articles on this issue are case reports or case series with a small number of patients; hence, we summarized the experience in our hospital to contribute additional data, hoping to increase the physicians’ and surgeons’ awareness of this disease.
METHODS
Patients
The data of consecutive patients who were diagnosed with CP in our hospital between 1 January 2017 to 1 November 2021, were retrospectively reviewed. The patients were identified from the pathology database in our hospital. The inclusion criteria were as follows: a. patients with confirmed CP, in which endoscopy revealed multiple polyps covered by fibrinopurulent exudates, and pathology revealed inflammatory polyps covered by a thick layer of fibrinopurulent exudate, forming the “cap” structure; and b. patients whose clinical information could be obtained. The exclusion criteria were as follows: a. foreigners; b. patients without endoscopic images; c. patients who refused to receive any treatment in our hospital; d. patients with IBD; and e. patients with parastomal polyps. The study protocol was approved by the Institutional Review Board (IRB) of The Sixth Affiliated Hospital, Sun Yat-sen University (2021ZSLYEC-455), and the requirement for signed informed consent was waived by the IRB.
Information collected
The following information was collected from our electronic medical records: age, sex, symptoms, medical history, laboratory test results [mainly hemoglobin, platelet, white blood cell, neutrophil, serum albumin (ALB), and high-sensitivity C reactive protein (hs-CRP)], imaging results [contrast-enhanced abdominal computed tomography (CT) or magnetic resonance imaging (MRI)], endoscopic findings (mainly gastroduodenoscopy and ileocolonoscopy), rectal ultrasound, pathology results, final diagnosis, and treatment results. We made telephone calls to the patients and searched for information in our electronic medical records to obtain the follow-up results of the patients.
Statistical analysis
IBM SPSS Statistics Version 22 was used to perform the statistical analyses. Continuous variables with normal distribution are presented as mean (standard deviation, SD), and those without normal distribution are presented as median (interquartile range, IQR). Categorical variables are expressed as numbers (percentages), and they were tested by using the χ2 test. To compare the recurrence rates and durations of endotherapy and surgical resection, we used the Kaplan‒Meier method to analyze the recurrence rates. The endpoint was defined as the first recurrence since endotherapy/surgical resection, and recurrence was defined as polyps that recurred on endoscopy or on digital rectal examination, or if symptoms reappeared (as not all patients underwent endoscopic reexamination).
RESULTS
Demographic and clinical characteristics
We selected 41 patients with CP for final analysis, among whom, 7 patients had previously received endotherapy or surgery at other hospitals. The basic information, laboratory results, and imaging characteristics of the patients are presented in Table 1.
TABLE 1 | Basic information, laboratory and imaging characteristics.
[image: Table 1]Endoscopic and pathological features
According to the endoscopic findings, multiple erythematous, polyps covered by rich exudates of different sizes were frequently found (Figures 1A, B). For 22 patients, the involved site was the rectum alone, and for another 19 patients, both the anus and rectum were involved. In 11 patients, the number of polyps was less than 5, while for others, the number of polyps was ≥5. Pathology revealed polyps covered with fibrous purulent exudates and inflammatory granulation tissue forming a “cap” structure (Figures 2A, B), with crypt dilatation and mucous oversecretion within the crypts (Figure 2C); ischemic changes with crypt atrophy and interstitial fibrous tissue hyperplasia mimicking rectal prolapse could also be observed (Figure 2D).
[image: Figure 1]FIGURE 1 | Colonoscopy images and surgical specimen of cap polyposis (CP): (A–C), Patient No. 30, colonoscopy images before and after medical treatments; (D–F), Patient No. 5, colonoscopy images showing endoscopic mucosal resection for endotherapy of CP; (G–I), Patient No. 11, with prolapse of CP, which was treated by surgical resection.
[image: Figure 2]FIGURE 2 | Pathological findings (hematoxylin and eosin staining.): (A) Prominent polypoid lesion seen covered by a cap of inflammatory granulation tissue (1X power); (B) Inflammatory cells immersed and inflammatory granulation tissue (10X power); (C) Goblet cell hyperplasia with serrated appearance, and cyst dilation with increased mucous secretion (10X power); (D) In other cases, ischemic changes could be seen with crypt atrophy and interstitial fibrous tissue hyperplasia (4X power).
Treatments and outcomes
As no standard therapy has been recommended for CP, there were multiple and combined treatments for these patients. These treatments can be mainly divided into 3 categories: medical therapy (including observation, H. pylori eradication, corticoids enema, oral metronidazole, mesalazine anal plug/enema/oral, and biofeedback therapy), endotherapy [including polypectomy with snare and endoscopic mucosal resection (EMR)], and surgery (including transanal polypectomy, laparoscopic rectum resection, and laparoscopic rectal fixation). Further details are presented in Supplementary Table S1.
From the follow-up results, we found that medical therapy could help to diminish the size of the polyps but was difficult to resolve (Figure 1C); however, the patients’ symptoms could be resolved. Twelve patients received endotherapy (Figures 1D–F) and 23 patients received surgical resection (Figures 1G–I). We further compared their efficacy and safety. Both could resolve the polyps, but with high recurrence. Endotherapy and surgery were both safe, and the mortality rate was 0%. Only 1 patient (8.33%) who received endoscopic polypectomy with a snare had slight bleeding, and emergent colonoscopy revealed no signs of active bleeding; 1 patient (4.35%) who received transanal+ laparoscopic partial rectum resection had anastomotic leakage, and was treated by conservative methods; and another patient (4.35%) who received laparoscopic partial rectum resection+ ileostomy had anastomotic stricture, and was treated by endoscopic stricture dilation and incision.
The patients who underwent polyp resection were followed for a median of 26 (IQR 19) months (1 patient who underwent surgical resection was lost). Eighteen patients (51.43%) experienced recurrence, and the recurrence rate was not significantly different between the two groups (41.67% vs. 59.09% p=0.331). Kaplan‒Meier curves (Figure 3) further supported that, the recurrence risk was not significantly different between the two kinds of therapy (p=0.321).
[image: Figure 3]FIGURE 3 | Kaplan-Meier curves showing the recurrence rates after endotherapy or surgery for the treatment of cap polyposis.
Literature review
We also summarized the literature on this issue (Arana et al., 2014; Suzuki et al., 2014; Kim et al., 2017; Murata et al., 2017; Anuchapreeda et al., 2018; Batra et al., 2018; Okamoto et al., 2018; Tamura et al., 2018; Brunner et al., 2019; Monsalve et al., 2020), and evaluated the percentage of clinical improvement associated with these treatments (Table 2).
TABLE 2 | Efficacy ratio by treatment in the previously published cases.
[image: Table 2]DISCUSSION
CP is a relatively rare disease that is still not well recognized by physicians and surgeons, and currently, fewer than 100 cases have been reported in the literature (Aggarwal et al., 2021). In our study, most of the patients were very young, their median age was only 20 years, and some of them were significantly negatively affected by this disease, which impacted their normal work and study status. Hence, we believe that more attention should be devoted to this disease. Here, we share our experience regarding CP in our hospital to contribute additional data to the existing literature.
The majority of the patients were male, which was in accordance with previous literature (Papaconstantinou et al., 2012; Li et al., 2013; Suzuki et al., 2014). In 2012, Papaconstantinou et al. described the cases of CP (Papaconstantinou et al., 2012), and most of the patients were older than 50 years of age; however, Brunner et al. reported that children or younger people may also develop CP (Brunner et al., 2019). The laboratory, and imaging characteristics of CP are not specific. A portion of them had anemia and thrombocytosis, while leukocytosis or elevated hs-CRP was not common. Additionally, we should be aware that a certain number of patients are misdiagnosed with malignant lesions on contrast-enhanced CT or MRI, with rates of 26.32% and 13.64%, respectively. Rectal cancer usually presents as a mass and seldomly multiple polyps (unless familial adenomatous polyposis), and repeated biopsy does not support malignant changes. If differentiation is still difficult, then a large piece of the polyp should be resected to help make a diagnosis.
IBD is also an important differential diagnosis, especially in children: it was the initial diagnosis in 75% of the reports on children (Kreisel et al., 2017). However, endoscopically, ulcerative colitis has a background mucous change, while CP is usually characterized by multiple polyps covered by fibrinopurulent exudates with normal mucosa between the polyps, and they have different pathologic features.
The relationship between CP and mucosal prolapse syndrome (MPS) is still debated. Some patients with CP have symptoms of prolapse. Cambell et al. suggested that abnormal colonic motility may lead to prolapse of the mucosa at the apices of transverse mucosal folds and cause ischemic changes (Campbell et al., 1993). The pathology included fibromuscular obliteration of the lamina propria, granulation tissue, and elongated, hyperplastic glands. These features can also appear in MPS. However, they have some differences. First, fibromuscular obliteration is more marked in cap polyposis; second, CP can be found in both the colon and rectum, while MPS is usually confined to the rectum; third, the two diseases have different endoscopic ultrasound sonography images, as CP shows significant thickening of the mucosa, whereas MPS has remarkable thickening of the submucous (Hizawa et al., 1994; Shimizu et al., 2002; Li et al., 2013).
To date, there is no standard or optimal therapy for CP, as its cause remains unclear. According to the previously published literature, various kinds of treatments, including medical therapies (such as observation, steroids, aminosalicylates, infliximab, metronidazole, and H. pylori eradication), and endoscopic and surgical resection have been attempted. However, the clinical outcomes were heterogeneous. Some patients experienced spontaneous remission, while some needed surgical resection and still experienced recurrence (Suzuki et al., 2014). Some investigators believe that, in adults, polypectomy should be performed to alleviate symptoms. However, in children, medical treatments are preferred. If the disease persists or recurs with medical treatment, then we should consider resection (Ng et al., 2004; Brunner et al., 2019). In our study, we further compared the long-term effectiveness of endotherapy and surgical resection, although with a small number of patients, we found that the recurrence risk was not significantly different. However, we combined several different means of endotherapy or surgical resection in the analysis, and we think that if we could accumulate more patients, then we may find a certain means of resection with the best short-term and long-term outcomes.
Based on the literature review (Arana et al., 2014; Suzuki et al., 2014; Bordeianou et al., 2017; Kim et al., 2017; Murata et al., 2017; Anuchapreeda et al., 2018; Batra et al., 2018; Okamoto et al., 2018; Tamura et al., 2018; Brunner et al., 2019; Monsalve et al., 2020) and our own data, we hypothesized that, if the patient was H. pylori positive, then H. pylori eradication combined with other therapies might be useful. There were 7 patients who were tested to have H. pylori infection; 5 of them improved after H. pylori eradication, the other two were lost to follow-up. For patients who was negative in H. pylori test, although various means tried, the outcome was not as good. Moreover, for those with rectal prolapse, if rectal prolapse is not treated, CP seems to recur repeatedly.
The goal of CP treatment is another factor that must be considered. During follow-up, some patients had no symptoms, but colonoscopy still revealed small polyps (or recurrence of polyps). These patients felt very well and did not want to see the doctors for further treatment at that time. Should patients receive treatments until the disappearance of all the polyps, until the disappearance of all the symptoms or until the symptoms do not influence the patient’s work and life? The above questions remain to be answered. The natural course of CP is largely unknown, and if asymptomatic or slightly symptomatic CP is left untreated, the chance and risk of developing malignant lesions are also unknown. In this study, no malignant lesions were observed during follow-up. In the future, by obtaining more information on the abovementioned aspects, we can determine the goal of CP treatment and the follow-up strategy.
There are several limitations in this study. First, due to the rarity of CP, it was very difficult to conduct a prospective, large sample-size study, so we only retrospectively reviewed the clinical data of these patients, and because of the retrospective nature of the study, the treatment options were not chosen following a preestablished algorithm, and the pretreatment conditions were difficult to evaluate in different groups. Second, as no standard therapy for CP is recommended, the treatments used vary greatly among patients, and even within the same patients during different periods; moreover, combined treatments are sometimes used. It was very difficult to simply generalize these therapies into several kinds and evaluate their efficacy. Third, as not all patients underwent colonoscopy during follow-up, in this study, recurrence was defined as polyp recurrence on endoscopy or digital rectal examination, or the reappearance of symptoms. However, some patients might have no symptoms, but colonoscopy can reveal polyp recurrence. If we defined recurrence as polyp recurrence on endoscopy, then the recurrence rates in this study were underestimated. (Bordeianou et al., 2017).
In conclusion, CP is a disease with an increasing incidence rate that affects mostly young males and it easily recurs. Endoscopic and imaging features can mimic IBD or rectal cancer, and their relationship with MPS is still under debate. The clinical improvement resulting from medical treatments was not satisfactory and was inconsistent. Endotherapy or surgical resection can remove the polyposis and provide temporary relief, but the recurrence rates are high, with no difference between the two methods.
DATA AVAILABILITY STATEMENT
The raw data supporting the conclusion of this article will be made available by the authors, without undue reservation.
ETHICS STATEMENT
The studies involving humans were approved by the Institutional Review Board (IRB) of The Sixth Affiliated Hospital, Sun Yat-sen University. The studies were conducted in accordance with the local legislation and institutional requirements. The ethics committee/institutional review board waived the requirement of written informed consent for participation from the participants or the participants’ legal guardians/next of kin because this was a retrospective study, and was observational, the patients’ data were kept privacy.
AUTHOR CONTRIBUTIONS
YL: Data curation, Formal Analysis, Funding acquisition, Methodology, Writing–original draft. LH: Data curation, Formal Analysis, Methodology, Writing–original draft. XL: Data curation, Investigation, Writing–original draft. CC: Data curation, Writing–original draft. JS: Conceptualization, Supervision, Writing–review and editing.
FUNDING
The author(s) declare that financial support was received for the research, authorship, and/or publication of this article. This study was supported by The Sixth Affiliated Hospital of Sun Yat-Sen University Clinical Research-“1010” Program, the program of Guangdong Provincial Clinical Research Center for Digestive Diseases (2020B1111170004), and National Key Clinical Discipline.
PUBLISHER’S NOTE
All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.
SUPPLEMENTARY MATERIAL
The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fphar.2024.1391367/full#supplementary-material
REFERENCES
 Aggarwal, A., Lang, A., Krigman, H. R., and Dehner, L. P. (2021). Vascular malformation and cap polyposis: a new insight into pathophysiology or fortuitous association?Fetal Pediatr. Pathol. 41, 670–676. doi:10.1080/15513815.2021.1913537
 Anuchapreeda, S., Phengsuthi, P., Aumpansub, P., Wisedopas, N., and Ratanachuek, T. (2018). Polypectomy for recurrent inflammatory cap polyposis combined with argon plasma coagulation. ACG Case Rep. J. 5, e35. doi:10.14309/crj.2018.35
 Arana, R., Fléjou, J. F., Parc, Y., El-Murr, N., Cosnes, J., and Svrcek, M. (2014). Cap polyposis and colitis cystica profunda: a rare association. Histopathology 64 (4), 604–607. doi:10.1111/his.12292
 Batra, S., Johal, J., Lee, P., and Hourigan, S. (2018). Cap polyposis masquerading as inflammatory bowel disease in a Child. J. Pediatr. Gastroenterol. Nutr. 67 (3), e57. doi:10.1097/MPG.0000000000001343
 Bordeianou, L., Paquette, I., Johnson, E., Holubar, S. D., Gaertner, W., Feingold, D. L., et al. (2017). Clinical practice guidelines for the treatment of rectal prolapse. Dis. Colon Rectum 60 (11), 1121–1131. doi:10.1097/DCR.0000000000000889
 Brunner, M., Agaimy, A., Atreya, R., Grützmann, R., and Matzel, K. E. (2019). Cap polyposis in children: case report and literature review. Int. J. colorectal Dis. 34 (2), 363–368. doi:10.1007/s00384-018-3192-6
 Campbell, A. P., Cobb, C. A., Chapman, R. W., Kettlewell, M., Hoang, P., Haot, B. J., et al. (1993). Cap polyposis--an unusual cause of diarrhoea. Gut 34 (4), 562–564. doi:10.1136/gut.34.4.562
 Da, C. A. R., Castanheira, A., and Silva, A. (2011). Unusual colon polyps. Diagnosis: cap polyposis. Gastroenterology 141 (4), e1–e2. doi:10.1053/j.gastro.2010.07.066
 Esaki, M., Matsumoto, T., Kobayashi, H., Yao, T., Nakamura, S., Mizuno, M., et al. (2001). Cap polyposis of the colon and rectum: an analysis of endoscopic findings. Endoscopy 33 (3), 262–266. doi:10.1055/s-2001-12797
 Gt, W., Hjr, B., and Bc, M. (1985). Inflammatory cap polyps of the large intestine. Br. J. Surg. 72 (Suppl. l), 133. 
 Hizawa, K., Iida, M., Suekane, H., Mibu, R., Mochizuki, Y., Yao, T., et al. (1994). Mucosal prolapse syndrome: diagnosis with endoscopic US. Radiology 191 (2), 527–530. doi:10.1148/radiology.191.2.8153334
 Kim, S. C., Kang, M. J., Jeong, Y. J., and Hwang, P. H. (2017). A case of cap polyposis with epidermal nevus in an infant. J. Korean Med. Sci. 32 (5), 880–884. doi:10.3346/jkms.2017.32.5.880
 Konishi, T., Watanabe, T., Takei, Y., Kojima, T., and Nagawa, H. (2005). Cap polyposis: an inflammatory disorder or a spectrum of mucosal prolapse syndrome?Gut 54 (9), 1342–1343. doi:10.1136/gut.2005.073452
 Kreisel, W., Ruf, G., Salm, R., Lazaro, A., Bengsch, B., Globig, A. M., et al. (2017). Protein-losing pseudomembranous colitis with cap polyposis-like features. World J. Gastroenterol. 23 (16), 3003–3010. doi:10.3748/wjg.v23.i16.3003
 Li, J. H., Leong, M. Y., Phua, K. B., Low, Y., Kader, A., Logarajah, V., et al. (2013). Cap polyposis: a rare cause of rectal bleeding in children. World J. Gastroenterol. 19 (26), 4185–4191. doi:10.3748/wjg.v19.i26.4185
 Maunoury, V., Breisse, M., Desreumaux, P., Gambiez, L., and Colombel, J. F. (2005). Infliximab failure in cap polyposis. Gut 54 (2), 313–314. doi:10.1136/gut.2004.053686
 Monsalve, A. S., Miranda, G. P., and Santander, V. C. (2020). Endoscopic mucosal resection for cap poliposis treatment. Rev. Esp. Enferm. Dig. 112 (2), 155. doi:10.17235/reed.2020.6537/2019
 Murata, M., Sugimoto, M., Ban, H., Otsuka, T., Nakata, T., Fukuda, M., et al. (2017). Cap polyposis refractory to Helicobacter pylori eradication treated with endoscopic submucosal dissection. World J. Gastrointest. Endosc. 9 (10), 529–534. doi:10.4253/wjge.v9.i10.529
 Ng, K. H., Mathur, P., Kumarasinghe, M. P., Eu, K. W., and Seow-Choen, F. (2004). Cap polyposis: further experience and review. Dis. Colon Rectum 47 (7), 1208–1215. doi:10.1007/s10350-004-0561-8
 Oiya, H., Okawa, K., Aoki, T., Nebiki, H., and Inoue, T. (2002). Cap polyposis cured by Helicobacter pylori eradication therapy. J. Gastroenterol. 37 (6), 463–466. doi:10.1007/s005350200067
 Okamoto, K., Watanabe, T., Komeda, Y., Okamoto, A., Minaga, K., Kamata, K., et al. (2018). Dysbiosis-associated polyposis of the colon-cap polyposis. Front. Immunol. 9, 918. doi:10.3389/fimmu.2018.00918
 Oshitani, N., Moriyama, Y., Matsumoto, T., Kobayashi, K., and Kitano, A. (1995). Protein-losing enteropathy from cap polyposis. Lancet 346 (8989), 1567. doi:10.1016/s0140-6736(95)92101-x
 Papaconstantinou, I., Karakatsanis, A., Benia, X., Polymeneas, G., and Kostopoulou, E. (2012). Solitary rectal cap polyp: case report and review of the literature. World J. Gastrointest. Surg. 4 (6), 157–162. doi:10.4240/wjgs.v4.i6.157
 Shimizu, K., Koga, H., Iida, M., Yao, T., Hirakawa, K., Hoshika, K., et al. (2002). Does metronidazole cure cap polyposis by its antiinflammatory actions instead of by its antibiotic action? A case study. Dig. Dis. Sci. 47 (7), 1465–1468. doi:10.1023/a:1015890329492
 Suzuki, H., Sato, M., Akutsu, D., Sugiyama, H., Sato, T., and Mizokami, Y. (2014). A case of cap polyposis remission by betamethasone enema after antibiotics therapy including Helicobacter pylori eradication. J. Gastrointest. liver Dis. JGLD 23 (2), 203–206. doi:10.15403/jgld.2014.1121.232.hs1
 Tamura, K., Matsuda, K., Yokoyama, S., Iwamoto, H., Mizumoto, Y., Nakamura, Y., et al. (2018). Successful laparoscopic resection for cap polyposis: case report, literature review. Surg. case Rep. 4 (1), 69. doi:10.1186/s40792-018-0476-6
Conflict of interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.
Copyright © 2024 Lu, Huang, Lou, Chen and Sun. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.
OPS/images/fphar-15-1391367-t002.jpg
Treat

Effective cases/total cases

Efficacy ratio (%)

“leffective case used metronidazole+ amoxicillin.

Observation 6/7 857
Avoiding straining at defecation 25 40
Total parental nutrition o5 0
Metronidazole* 7122 318
Quinolone 02 0
Steroids (oral) 07 18
Steroids (enema or suppo) 4ns 267
Aminosalicylates (oral) 024 0
Aminosalicylates (enema or suppo) 174 25
Helicobacter pylori eradication® 15/16 >93.8
[ Inflximab 25 40
Resection (endoscopic or surgical) 23/37 622

b1 effective case combined steroids oral and enema, and 1 case failed was H. pylori negative.






OPS/images/fphar-15-1391367-g003.gif





OPS/images/fphar-15-1391367-t001.jpg
Sex, M (n, %) 37 (90.24%)
Age, years (median, IQR) 20 (14)

Symptoms (n, %)*

Hematochezia 29 (70.73%)
Increased stool frequency 5 (12.20%)
Difficult defecation or constipation 5 (12.20%)
Prolapse of mass 15 (36.59%)
‘Tenesmus 7 (17.07%)
Abdominal pain 4/(9.76%)
Diarrhea 3(7.32%)
No symptom 4(9.76%)
Disease course, months (median, IQR) 12 (33)

Laboratory Results (n, %)

Anemia 8(19.51%)

‘Thrombocytosis 16 (39.02%)
Leukocytosis 1 (2.44%)
" Hlevated hs-CRP 3 (3/36, 8.33%)
Positive 13 C urea breath test 8 (8/13, 61.54%)
" positive serum antibody of H. pylori 0 (0/8,0)

Imaging Results (n, %)

Contrast-enhanced abdominal CT

Benign lesions 10 (10719, 52.63%)
Malignant lesions 5 (5/19, 26.32%)
Unclear 3 (3019, 15.79%)
Normal 1.(1/19, 5.26%)

Contrast-enhanced abdominal MRI
Benign lesions 19 (19/22, 86.36%)

Malignant lesions 3 (3119, 13.64%)

IQR, interquartile range; hs-CRP, high-sensitivity C reactive protein; CT, computed
tomography; MR, magnetic resonance imaging.

Anemia: hemoglobin <120 g/L for male and <11 g/L for female; thrombocytosis:
platelet >3*109/L; leukocytosis: white blood cell >10°109/L; elevated hs-CRP: hs-CRP >
3 mg/L.

T oy T e





OPS/xhtml/nav.xhtml
Contents

		Cover

		Clinical, endoscopic, pathological characteristics and management of cap polyposis: experience from a Tertiary Hospital in China		Background and aims

		Methods

		Results

		Conclusion

		Introduction

		Methods		Patients

		Information collected

		Statistical analysis





		Results		Demographic and clinical characteristics

		Endoscopic and pathological features

		Treatments and outcomes

		Literature review





		Discussion

		Data availability statement

		Ethics statement

		Author contributions

		Funding

		Publisher’s note

		Supplementary material

		References









OPS/images/cover.jpg
& frontiers | Frontiers in Pharmacology






OPS/images/fphar-15-1391367-g001.gif





OPS/images/fphar-15-1391367-g002.gif









OPS/images/crossmark.jpg
©

|





OPS/images/logo.jpg
& frontiers | Frontiers in Pharmacology





