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Low rectal mass diagnosed as a cap polyp
fiapka polibi tan›s› alan rektal kitle vakas›
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To the Editor,

Cap polyposis is a rare disease, reported occasio-
nally in case series. We report here a case of a
mass-forming low rectal lesion diagnosed as a cap
polyp, which resolved spontaneously after the lesi-
on was partially removed by snare. This type of ca-
se has not been reported previously.

A 31-year-old man was admitted to our hospital
with a history of frequent mucous and bloody di-
arrhea (>10 times/day) and tenesmus that had
persisted for six months. He had no significant
medical or sexual history, and was not taking any
medications. Laboratory tests including stool
exam disclosed no abnormalities. Colonoscopy re-
vealed multiple (>10) reddened and eroded sessile
polyps with nonspecific intervening mucosa,
which were consistent with the features of cap
polyps, in the distal sigmoid colon (Figure 1). On a
retroflexed view of the rectum, a large mass of mo-
re than 4 cm immediately above the dentate line
was also observed, and the characteristics seemed
similar to those of the one in the sigmoid colon. A
partial endoscopic resection with hot snare was at-
tempted for accurate diagnosis and treatment. On

the histological examination of the mass, the pati-
ent was diagnosed as cap polyp without malignant
cells (Figure 2).

After resection, the main symptoms improved dra-
matically. A year later, colonoscopy demonstrated

FFiigguurree  11..  Colonoscopic view of cap polyps in sigmoid colon and
around the anus shows a large mass with coarse surface and
copious exudates before.
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disappearance of the mass with no pharmacothe-
rapy due to follow-up loss, and a decrease in the
number of polyps in the sigmoid colon. To date, the
patient exhibits no particular symptoms and is be-
ing followed on an outpatient basis.

Cap polyposis is a rare disease; only 20-plus cases
have been reported since the first report by Willi-
ams et al. (1) in 1985 (2,5,6). Its main symptom is
mucoid, bloody diarrhea. It usually involves the
rectum and sigmoid colon, and histologically is cha-
racterized by a cap of fibrinopurulent exudate (7). 

The pathogenesis of cap polyposis is not known ac-
curately yet, but one cause seems to be repeated
trauma to the colonic mucosa from abnormal colo-
nic movements and straining during defecation
(4). 

In this case, the lesion was difficult to differentia-
te from a malignant tumor by colonoscopy alone,

and we thus attempted a partial resection. The
reason for partial resection is that the mass was so
large that complete resection posed a high risk of
complications during the procedure, and histologi-
cal diagnosis was given a high priority because the
shape of the mass was similar to those found in
the sigmoid colon.

Various methods of managing cap polyposis have
been attempted, including conservative treat-
ment, drug treatment, endoscopic resection, and
surgical excision (3). However, a clear-cut therapy
has yet to be identified.

In conclusion, we report an interesting case of cap
polyp presenting as a large mass on retroflexed vi-
ew in the rectum, not described previously in the
literature, and cured by a combination of partial
resection and subsequent conservative manage-
ment.

FFiigguurree  22..  Histological view of the resected specimen from the perianal mass. A mucosal surface exudates by a “cap” of mucoid and
fibrinopurulent exudates with hyperplastic change and regenerative atypia.
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To the Editor,

Amyloidosis is a disease characterized by the de-
position of altered proteins in tissues. Amyloidosis
is classified as primary or secondary disease. He-
patic involvement, secondary amyloidosis is com-
mon, but primary systemic amyloidosis (amyloid
light [AL] chain) is an uncommon entity (1). It
may result in massive hepatomegaly, elevated se-
rum alkaline phosphatase (ALP) levels and ra-
pidly progressive liver failure (2).

A 51-year-old male presented with nausea, vomi-
ting and jaundice. Hepatomegaly and ascites were
noted on physical examination. Laboratory tests
revealed the following values; WBC: 13200/mm3,
Hct: %36, Plt: 487000/mm3, PT: 16.7 sn, INR: 1.48,
APTT: 40.7 sn, ALT: 45 U/L, AST: 69 U/L, ALP:
235 U/L, GGT: 255 U/L, LDH: 186 U/L, T. Biliru-
bin: 24 mg /dL, D. Biluribin: 17 mg/dL, Albumin:
2.3 g/dL, Ca: 12 mg/ dL. Protein electrophoresis re-
vealed polyclonal hyper-gammopathy. Serum and
urine kappa and lambda light chain levels were
elevated. Roller formation on peripheral smear
was observed and plasma cells were increased
(6%). Markers for hepatitis and autoimmunity we-
re negative. Abdominal tomography showed hepa-

tomegaly, blunt contours and homogeneous pa-
renchyma on liver. Endoscopic retrograde cholan-
giopancreatography (ERCP) revealed normal gall
tracts. Examination of abdominal ascites showed
characteristics of transudate. Space of Disse, pa-
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FFiigguurree  11..  The pathologic specimen revealing: liver biopsy stai-
ning with Congo red and non-staining with potassium perman-
ganate.


