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ABSTRACT 
Background and Aim: Polyps of the gastrointestinal tract (GI) are apparent protrusions from the mucosal surface. The majority 
of polyps is asymptomatic and goes unnoticed; however in symptomatic situations, the most common clinical manifestations 
include abdominal discomfort, and rectal prolapse, intestinal blockage, and GI bleeding. The present study intended to assess 
the colorectal polyps characteristics based on clinical, pathological, and endoscopy in children and adolescents.  
Patients and Methods: This retrospective study was conducted on 78 children and adolescents (<18 years) with colorectal 
polyps in Gastroenterology Department of DHQ Teaching Hospital and Mufti Mahmood Memorial Hospital, Dera Ismail Khan 
from January 2020 to September 2022. Participants were assessed for various clinical variables such as age, gender, 
colonoscopy-related signs and symptoms, polyp identification, symptom’s onset age, duration between colonic polyp’s 
endoscopic diagnosis and symptoms onset, and intestinal polyps family history. Polyp’s characteristics involved: frequency, 
histology, morphological type, and distribution. SPSS version 26 was used for data analysis.  
Results: The overall mean age was 8.6±2.4 years with an age range 3 to 18 years. Of the total 78 colonic polyps, there were 48 
(61.5%) male and 30 (38.5%) females. The most prevalent symptom was rectal bleeding present in 94.6% (n=74) cases with 
13.8±16 months. Juvenile was the prevalent polyps found in 76.9% (n=60), out of which 96.7% (n=58) were in left colon. The 
prevalence of Solitary polyps, multiple polyps, familial adenomatous polyposis, and Peutz-Jeghers syndrome (PJS) was 10.3% 
(n=8), 6.4% (n=5), 3.8% (n=3), and 2.6% (n=2) respectively.  Polyposis syndrome cases were more likely to have old age, 
diarrhea, anemia, and abdominal pain. Peutz-Jeghers syndrome majority patients experienced intestinal partial blockage with 
acute episodes, abdominal pain, and emergency laparotomy, resulting in increased morbidity. 
Conclusion: The present study found that clinical signs of polyposis syndrome include anemia, diarrhea, abdominal pain, 
polypectomy history, and older age at presentation. Despite the fact that the most commonly diagnosed kind of polyp was 
juvenile colonic polyps, the current investigation recognized a substantial number of polyposis syndromes children, which are 
related with individual’s higher rate of morbidity. 
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INTRODUCTION 
Gastrointestinal polyps are common due to the preponderance are 
solitary, localized in the recto sigmoid colon, and have a juvenile 
hamartomata’s histology with a low chance of evolving into a 
malignant cancer [1]. Nevertheless, as endoscopic procedures 
have advanced, there has been a shift in understanding of colonic 
polyps. Histologically, polyps can be classed as neoplastic (benign 
or malignant) or non-neoplastic (inflammatory or hamartomatous) 
[2]. Colorectal polyps are one of the most prevalent GI tract 
disorders in children, presenting as painless rectal bleeding and 
subsequent anemia. Most polyps are solitary, with no genetic 
predisposition to neoplasia or long-term risk. Colorectal polyps 
(>90%) in children are juvenile polyps located in the recto sigmoid 
colon, but polypectomy with simple sigmoidoscopy may be 
adequate and efficient therapy [3]. Multiple Adenomatous polyps 
with recurrence should be identified very away. To avoid neoplastic 
development in the GI tract, such youngsters may require periodic 
screening and close supervision [4]. Polyps in the gastrointestinal 
tract are described as distinct masses of tissue that protrude into 
the intestine lumen. Distinguishing polyposis syndrome from 
Solitary Juvenile polyps is critical due to high risk of polyps 
recurrence associated with polyposis syndrome. Based on 
histological findings, adenomatous polyps, hamartomas, and 
juvenile polyps were present in polyposis syndrome, Peutz-
Jeghers syndrome, and juvenile polyposis respectively. Unlike 
solitary juvenile polyps, all of these polyposis syndromes are linked 
to an elevated risk of colorectal cancer [5, 6]. 
 Multiple polyps in children who underwent a polypectomy 
colonoscopy were 20% to 50% [7, 8], polyps near the sigmoid 
colon were 10%-50% [9, 10] and 3%-15% in the right colon [11, 
12]. Many juvenile polyps in children, particularly with JPS, are at 
risk of developing adenomatous changes or even carcinomas in 

26%-47% polyp’s cases [13, 14]. There is scarcity of data on the 
polyposis syndrome and symptomatic colorectal polyp’s clinical 
spectrum in Pakistani children and adolescent. In the present 
study, colorectal polyps in children and adolescent were 
investigated clinically, colonoscopically, and histopathologically.  
 
METHODOLOGY 
This retrospective study was conducted on 78 patients (<18 years) 
with colorectal polyps in the Gastroenterology Department of DHQ 
Teaching Hospital and Mufti Mahmood Memorial Hospital, Dera 
Ismail Khan from January 2020 to September 2022. Participants 
were assessed for various clinical variables such as age, gender, 
colonoscopy-related signs and symptoms, polyp identification, 
symptom’s onset age, duration between colonic polyp’s 
endoscopic diagnosis and symptoms onset, and intestinal polyps 
family history. Polyp’s characteristics involved: frequency, 
histology, morphological type, and distribution. The juvenile 
hamartomata’s polyp’s different sub-classification was solitary and 
multiple polyps. The juvenile polyp’s family history presence, 
polyps along with gastrointestinal tract, and juvenile 
hamartomatous polyps (five or more) was referred to Juvenile 
Polyposis syndrome (JPS). Histologically confirmed two or more 
polyps, positive family history, and typical polyps from histologically 
confirmed PJS, and mucocutaneous pigmentations were all 
included in Peutz-Jeghers syndrome (PJS).  
 SPSS version 26 was used for data analysis. All the 
categorical variables were expressed as mean and standard 
deviation. Continuous variables were described as frequency and 
percentages. Categorical variables were evaluated using the chi-
squared test. For non-parametric data, the Mann-Whitney test was 
used, and for parametric data, the unpaired t test was used; a p-
value of 0.05 was considered statistically significant.  
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RESULTS 
The overall mean age was 8.6±2.4 years with an age range 3 to 18 
years. Of the total 78 colonic polyps, there were 48 (61.5%) male 
and 30 (38.5%) females. The most prevalent symptom was rectal 
bleeding present in 94.6% (n=74) cases with 13.8±16 months. 
Juvenile was the prevalent polyps found in 76.9% (n=60), out of 
which 96.7% (n=58) were in left colon. The prevalence of Solitary 
polyps, multiple polyps, familial adenomatous polyposis, and 
Peutz-Jeghers syndrome (PJS) was 10.3% (n=8), 6.4% (n=5), 
3.8% (n=3), and 2.6% (n=2) respectively. Polyposis syndrome 
cases were more likely to have old age, diarrhea, anemia, and 
abdominal pain. Peutz-Jeghers syndrome majority patients 
experienced intestinal partial blockage with acute episodes, 
abdominal pain, and emergency laparotomy, resulting in increased 
morbidity. Figure-1 depicts the gender’s distribution. Prevalence of 
different polyps are demonstrated in Figure-2. Age-wise 
distribution of patients are shown in Figure-3.  
 

 
Figure-1: Gender’s distribution (n=78) 
 

 
Figure-2: Prevalence of different polyps (n=78) 
 

 
Figure-3: Age-wise distribution of patients (n=78) 

DISCUSSION 
The present study mainly investigated the colorectal polyps 
clinical, endoscopic, and pathological characteristics and found 
that the most common polyps were juvenile, followed by solitary 
polyps, multiple polyps, familial adenomatous polyposis, and 
Peutz-Jeghers disease. Anemia, diarrhea, abdominal pain, a 
history of polypectomy, and an older age at presentation are all 
clinical symptoms of polyposis syndrome. Despite the fact that the 
most usually diagnosed kind of polyp was juvenile colonic polyps, 
the current study found a considerable number of polyposis 
syndromes cases among children, which are related with a higher 
risk of morbidity in individuals. In our study, benign juvenile polyps 
were the most prevalent colorectal polyps. Males are more 
susceptible to benign juvenile polyps than in girls and generally 
manifest as painless rectal bleeding [15, 16]. According to our 
findings, mostly patients suffer from juvenile polyps within 10 years 
of life. These polyps are typically seen alone in the recto sigmoid 
colon [17]. Several studies, however, have found that multiple 
polyps and sigmoid colon proximal varied from 53% to 58% and 
30% to 60% respectively [18-20]. As a result, in all children with 
polyps, a comprehensive colonoscopy evaluation is required [21]. 
 In our study, 10.3% of the children had numerous polyps, 
with 6.4% having lesions near the sigmoid colon. Another study 
reported that multiple polyps and recto sigmoid colon was found in 
24% and 85% children [22]. According to Min et al. [23], 
adenomatous transformation occurs in up to 47% of adolescent 
polyposis patients. Adenomatous transition was identified in two of 
eight individuals with adolescent polyposis (25%). 
 A new studies conducted on Chinese children [24] reported 
that 94.9%, hamartomatous polyps had juvenile polyps, 
adenomatous and hyperplastic polyps and inflammatory polyps. 
Wang et al. investigated the 29 polyps among 730 colonoscopies, 
out of which 24 were juvenile, Peutz-Jeghers 2, and adenomatous 
in 1 [25]. Recurrence of juvenile polyps following polypectomy is 
uncommon (1.7%) [26]. in our analysis, 4.7% of patients with 
juvenile polyps had a history of polypectomy, which is similar to the 
4.5% identified by Hazewinkel et al. [27].  
 Polyps were limited to the left colon was found non-polyposis 
group and polyposis syndrome group was 96.7% and none. This 
research was comparable to that of East et al. [28]. In addition, 
Hoffenberg group similarly reported that anemia, sessile polyposis, 
and pedunculated was more like to be found in the polyposis 
syndrome group as compared to the non-polyposis group. Though, 
a substantial variations in both groups in terms of duration of 
symptom, age of presentation, stomach discomfort presence, and 
polypectomy history [29]. 
 Within the pediatric age range, patients with PAF were 
asymptomatic, with only a few symptomatic instances before the 
twenties [30], the major manifestation arises in terms of rectal 
bleeding, trailed by stomach discomfort, diarrhea, and anemia. 
Benign extra colonic symptoms such as retina congenital 
enlargement, osteomas, and epidermoid cysts are conceivable 
[31], as demonstrated by the current case series. Tumors of the 
desmoid may be seen in 10%-15% of PAF patients [32]. 
 
CONCLUSION 
The present study found that clinical signs of polyposis syndrome 
include anemia, diarrhea, abdominal pain, polypectomy history, 
and older age at presentation. Despite the fact that the most 
commonly diagnosed kind of polyp was juvenile colonic polyps, the 
current investigation recognized a substantial number of polyposis 
syndromes children, which are related with individual’s higher rate 
of morbidity. 
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