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a presentation with acute appendicitis, lower abdominal pain or 
intussusceptions is not uncommon. Abdominal ultrasound studies and 
computed tomography scans can be helpful for larger lesions.2

Almost all patients are managed surgically either with an 
appendectomy or with an ileocecal resection depending on the size 
of the tumor and the presumed pathology. Resection at the time 
of colonoscopy has rarely been undertaken because of the risks of 
incomplete removal and bowel perforation.3 

Detection of pre‒malignant polyps is an important objective 
during colonoscopy. Careful attention is crucial to fully evaluate all 
luminal orifices of the colon. In this case report, we report four cases 
of pre‒malignant polyps in the appendiceal orifice region. Herewith, 
we give emphasis to the importance of visualising the whole colon, 
including the appendiceal (orifice) region, during colonoscopy.

Case presentation
Case 1

A 52 year‒old‒female was referred for colonoscopy by her 
family physician because of pain in the right lower abdomen. 
Colonoscopy showed multiple polyps and a polyp in the appendix 
region. Histopathological examination of the biopsied appendiceal 
polyp showed tubulovillous adenoma with low‒grade dysplasia. 
Subsequently, the polyp was fully removed at laparoscopic 
appendectomy including the base of the cecum. Definitive pathological 
diagnosis showed a tubulovillous adenoma with low‒grade dysplasia 
within the appendix and a prominent inflammatory change of the 
appendiceal wall. 

Case 2

A 59‒year‒old male was admitted with rectal blood loss and 
hemodynamic instability. No abnormality was found at esophago‒

gastro‒duodenoscopy. Colonoscopy was performed and a biopsy 
was taken from a polyp seen through the appendiceal orifice (Figure 
1). Histopathologic examination of the biopsy revealed a low grade 
tubulovillous adenoma. One month later a laparoscopic appendectomy 
and resection of the base of the cecum was performed. Definitive 
pathological examination confirmed the biopsy report. Also, faecal 
stasis and lymphoid hyperplasia was found in the appendix.

Figure 1 A benign looking polyp seen through the appendiceal orifice. 

Case 3

A 57‒year‒old female with persistent colicky pains in her right 
upper abdomen after cholecystectomy was referred for colonoscopy 
to rule out a colonic origin for her complaints. The endoscopist 
removed several small polyps in the colon and observed a polyp in the 
appendiceal region, not suitable for endoscopic resection (Figure 2). 
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Summary
Detection of pre‒malignant polyps is an important objective 

during colonoscopy. Careful attention is crucial to fully evaluate all 
luminal orifices of the colon. In this case report, we report four cases 
of pre‒malignant polyps in the appendiceal orifice region. Herewith, 
we give emphasis to the importance of visualising the whole colon, 
including the appendiceal (orifice) region, during colonoscopy.

Introduction
The most common neoplasia of the appendix vermiformis are 

carcinoid tumors. The remainder is a mixed group of benign and 
malignant neoplasia including adenomas, mucinous cystadenomas, 
adenocarcinomas and metastases. Case reports have also described 
hyperplastic polyps, neurofibromas, schwannomas and stromal cell 
tumors.1 

The mode of presentation of these tumors is variable. Mostly a 
benign tumor of the appendix is asymptomatic and in approximately 
10% of patients, the appendiceal neoplasm has been an incidental 
finding at the time of laparotomy for other procedures. However 
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The polyp was proved to be a tubulovillous adenoma with low‒grade 
dysplasia. Following laparoscopic resection of the base of the cecum 
histopathological examination showed, in addition to adenomatous 
polyp, inflammatory changes of the appendix.

Figure 2 Tubulovillus adenoma within the appendix. 

Case 4

A 74 year‒old female presented with abdominal pain and persistent 
changes in bowel habit. Colonoscopy revealed a polyp in the base of 
the appendiceal orifice; findings in biopsy indicated a tubular adenoma 
(Figure 3). After that, a laparoscopic appendectomy and resection of 
the cecal base was performed. Pathological examination showed signs 
of inflammation of the appendix and a tubular adenoma with low‒
grade dysplasia of the cecal base.

Figure 3 A tubular adenoma with low‒grade dysplasia of the cecal base 
adjacent to the appendix opening. 

Discussion
Regardless of the location in the gastrointestinal tract tubulovillous 

adenomas and serrated adenomas are pre‒malignant polyps and should 
be removed. Because the appendix has a similar mucosal pattern to 
the colon, it has been hypothesized that appendiceal adenocarcinoma 
account for 1 percent of all colorectal malignancies. Furthermore, in 
a recent retrospective review authors report 4 percent synchronous 
appendiceal neoplastic lesions in patients with colonic cancer who 
had an appendix available for pathological examination.4

Retrospective histopathological reviews of appendectomy 
specimens have shown that the most common malignant neoplasm’s 

of the appendix are carcinoid tumours followed by adenocarcinomas.5 
Also, adenomatous polyps of the appendix are frequently reported in 
case reports.6-9 A benign tumor of the appendix is mostly asymptomatic 
and in approximately 10% of patients, it has been an incidental 
finding at the time of laparotomy for other procedures. However 
a presentation with acute appendicitis, lower abdominal pain or 
intussusceptions is not uncommon. Abdominal ultrasound studies and 
computed tomography scans can be helpful for larger lesions. Almost 
all patients are managed surgically either with an appendectomy or 
with an ileocecal resection depending on the size of the tumor and the 
presumed pathology. 

In three out of four patients with pre‒malignant polyps, 
inflammatory changes were found in histopathological examination of 
the appendiceal wall after surgical resection.4 It is possible that polyps 
in the appendiceal region cause luminal obstruction. The continued 
secretion of mucus could result in elevated intraluminal pressure and 
luminal distension. This may eventually lead to the development 
of chronic appendicitis, and could be the source of these patients’ 
abdominal complaints.

As is illustrated in our four cases; the endoscopist should always 
consider the possibility of an appendiceal neoplasm. Therefore it 
is essential to expose the appendiceal region during colonoscopy. 
In our experience the appendiceal orifice is best inspected when it 
is visualised for a couple of seconds in succession so that hidden 
polyps ‘vanishing polyps’ have the possibility to unfold. Whether 
to perform polypectomy at the time of endoscopy or to refer all 
such cases for resection depends on the decision of the endoscopist. 
Most endoscopists performing colonoscopies are trained to remove 
the majority of polyps found. However, polyps that involve the 
appendiceal orifice are technically challenging and classified as 
difficult polyps because they are situated in a high‒risk location 
and also access to them is very awkward. They may extend into 
the appendix, and, although this phenomenon is rare, total removal 
of this type of polyp is problematic and is associated with high risk 
of recurrence or perforation hence surgery is generally the preferred 
approach.3,8 However, for those polyps at the edge of the appendiceal 
orifice, a similar principle to that used in peridiverticular polyps may 
be applied. When injecting submucosally, it is helpful to inject into 
the edge between the polyp and the appendix to create a cushion of 
fluid between them which allows adequate separation between the two 
and enables better polyp delineation by pushing the polyp towards 
the cecum. For polyps inside the appendix, perforation risk is high. 
Lastly, in the current follow up guidelines of patients with colorectal 
polyps there is no clear recommendation concerning the appendiceal 
polyps.10,11 We would advocate incorporating them in such protocols. 
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