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INTRODUCTION

The term polyp is defined as a smooth projecting

growth of hypertrophied mucous menbrane(Webster, 1984},

Intestinal polyposis encompasses a spectrum of
abnormal growth; hyperplastic polyps, the eticlegy and
significance of which are virtually unknown;
inflammatory polyps, which accompany non-~hsreditary
conditions but can lead to cancers; hamartomas, both
single and mulkiple which can Ffollow a hereditary
pattern with daefinable syndromes which are often
eziated with adenomatous polyps, in which cancers
<an  d=velep; and firally the necplastic polyposes,
which includs numercus inherited syndromes that usually
appear tc have a mendelian dominant inherited pattern.
Familial polyposis, gardner's syndreme, and Turcot's
syndremee are all parts of a systemic overgrowth
pattern, and the associated with scft tissue, bony,
qlandular and brain tumours illustrate the wide

speckrum of this disorder {Watne, 1987).

Thaere i35 large evidence supporting the importance
of intestinal polyps as a precursor to the development
~f colerectal c<ancer. These precancerous polyps are

Fibiilal adenana, villous adenoma, tubulovilious



zdencma, familial polyposis coli, Gardner's syndrome

and peutz Jeghers syndrome (Shinva and Welff, 1975}.

Therefore, 1t 1s wuseful o achieve an early
Jdatection of 1ntestinal pelyposis to prevent their
complications especially malignant transfeormation and

i methods of early detection should be considered.

nformations regarding the management of
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al polyposis will be cobtained the management of
colarectal polypesis will ke obtained from availakle
3, periodicals and journals. An updated review on
he sukject will be prepared.  This will include types,
ravhalogy, ciinical  finding, investigatien and

different lines of treatment.
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ANATOMY OF THE LARGE INTESTINE

The large intestine extend from the distzl =nd <

L

the ileum to te the anus, it is about 1.5 merre long,

its caliker 13 largest nmear the caecum and gradiazl

diminishes towards the rectum, whers 1t enlo

23

res ]iat

1

above  the aral zarzl. Its functicon being chied

i

th
s

absorption of fluidzs and solutes. t is divided intc

the caecum—-including vermiferm appendix, the colon, che

=

rectum and the anal caral (Goligher, 24).

ILEOQ CAECAL- APPENDICULAR REGION;
The terminal centimers of the ilsum, the oasoum
and vermiform appendixz may grouped into an lmportant

1
1

rgical anatomic composite. During early develop the

o

i

large intestine is a tube of uniform diminsicn and 1us

¢!

[eAl

=1

ascal segament present no distiaguiished featar

beot
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the icwer part cof the cascal sigment lags in Srowth
while the upper part kesep pace with -the growth oL the
cclon. As the difference in size bescowme Jreater, the
lower tapering extermity become the verniform asppsodix.
At kirth caecum has a conical shape, & smookbh external
and will marked curve in the long axis. The appendis
is attached to the medial and posterior as pect of the

caecal segment. The location of the haze of the

aegem. The

H
)
®
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cppendix is depend on the position ©



position of the tip of the appendix in relaticon to the

caecum i3 variakle { BEnscn and Mc Vay, 1984).

THE CAECUM:

The caecur comprises that part of the laig= [liwel
located kelow a transverss line passing just above the
ilegcascal valve., It i3 about 8.0 cm long and 7.0 o
wide and lies normally upon the iliopscas muscls in ths

right iliac fossa, when filled with gas and EFinid 1t is
visible mass. In incowple chstruction <f @ Lhe

show kthe most distensicon and may rupture pecause it is
tha thinnest- walled part of thes colon. Rz a role, it
is completely covered by the peritonsum and is freely
dependent in the gensral cavity. But in some S percant
of the individual the peritoneal covering is deficlent
posteriorly and it rest ip direct contact with the
fascia averlying the iliacus muscle. Colls of =wall
intestine usually conceal the enphy caecum. The
anterior cascal bands (tasnia coli] is a guide *o the
appendix, as they are continued with outer longitudinal
muscle of the appendix. As a conseguence of inconplete
rotation of the colon, the caecum may occupy a highev
position and lies on the right kidney below the liver.

In its low position it may lies in the depth ¢f rthe



palvis, In the fetus and infant it lies high in the
rigit iiliac fessa and in the old pzople the cascum lies
lowsrdown. Its elongation and desent with advancing
age fzver the pressnce of the cascum and appendix in

the =ac of the right inguinal hernia.

As the result of faulty development, rotation and
fizaticn of the large intestine the ileoccascal
sagmenc may occupy almost any poertion of
the abkdominal caviiy and have high degree of a
practicle surgical intrest becauss tﬁe difficulfy 1in
diagnosis and the complications which are introduced by

appendicitis (Anson and M-, Vay, 1384)

The vermiform Appendix:
It is a2 narrow virmin tube arising from the
posterior medial border of the caecum, 2-5 cm below the

iles cascal junction and can always be located by

following the ankterior iongiﬁudinai band (taemia)
distally. it is 6-12Z cm long and 9.8 cm wide its
layers are similar teo these of large intestine. Its

orifice imteo the cascum is guarded by a crescentic
rmucosal fold, abscence or incoptence of which mnay
account for the presence of facal material withen the
process. The m=so appendix is a triangular peritoneal

Fold attached to the left or lower aspect of the



nes=ntery of the ileum. Itz free wporder éontain the
appendicular vessels. The lecation of the base of the
appendiz 1s depend on the position of the cascum
vaualiy  lies in the 1right 1iliac fossa, but  in
incoemplete rotation of the bowel it may lie at a higher
level keaszath the liver "sub-hepatic™ 1an relation to
gall hladder and ths ducdenum. Irn this position the
synptons and signs of acute cppendicitﬂ;may gimilar to
the acute cholecystitis.  When the caszcum is long and
mokile the base of the appendix may lie in the pelvis
in which case the tenderness in acute appendicitis is
found mazimally on pelvic =xamination. The cascom
nay aven lies in the left iliac fessa and the
tapdarness due to appendicitis is similar to that found
in a cuate diverticulitis of the sigmeoid ceolon. The

position of t“he tip of the appendiz in relation to the

The colon:

The celon kegins in the right iliac fossa distal
to caecum and terminate opposite the body of the third
sacral vertebra where &% Eecome continous with the
rectum. Its general outline resemble on "M." shape or
an invested "V" shape hecause of its fixation, its

position  is  much meore  constant. The =external

app=arance of the large bowel is readily distingished




frem the small intestine by its greater calibre, its

zasculated  oppearance through most of its length, the

appendices epiplocias, the attachment of a par:t of it
to the greates omentum, and the strickling features in
the wall cof the colon is the taeniae coli {zoligher,

1984).

The ascending colon:

—

¥

It lies bpetween the caecum and the right ceolic
"hepatic™ f[lexure. The inferiocr margin is usually
tangent to the iliac crest and the upper margin is on a

horizental plane whers the right tenth rib crosses to

k5

the midarxillary line, it is about 12.5 - 20 cm long,
Posteriorly, it is related to fascia over the iliacus
and quadratus lomborum muscies and the lower part of
the rigat kidasy it 1s seperated frocm the kidney by
extra-peritonegal and pari-renal fat and the anterior
layer of the perirenal fascia. Its relation to the
right kidrey sexplains the resonant notes cbtained by
percussion owver tumecur antericrly, the colon may
agquire adhesicn from an enlarged or inflammsd kidney
and ke in danger of injury in nephrectomy cperation.
The medial aspect of the ascending colon is related to
Lthe pacas muscle and the second part <f the duodenum.

Th= peritconeum invest the ascending celen, except
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ceriorly 1t is devold of peritcneal covering. In

-
ra

T

2ction of

¥}

he ascending cclon the peritoneum on the
laterzl margin of 1t is incissd and the colon in drawn
re=dially by klunt cleavage of Zusicn fascia "Told' s
fazcia”, in this manipulation there is no injury to
aither the wessels in ascending colon and its neso
colon or ureter and vessels ©o kidney becauss they lie
prosteriorly to fusion fascia "Told s Fascia™. kren
the ascending colon is suppled with mesccolon, it fall
away [rom the leoin and drags the hepatic flexure and
caecum with it, this condation may be syptomless, 1Lt
nay play a impeortent rule in caescol stasis, volvulus

ana

ps
—r

eo caecal intussusception and also in mobilty of

the right kidney (Anscon and Mc.vay, 1984).

rr

THE RIGHT CCLIC "HEPATIC" FLEXURE:

Tiie right colic flexuer is formed by the junction
wf the ascending and transverse colon, it lies under
%4,i0 castal cartilage in the interval between the
inferier surface of the right lobe of the liver and the
anterior surface of the lower pole of the right
lidney. It is related by its medial surface to the
Fundus of the gall bladder anterienly and the 2nd
dundenal part posterierly. A peritoneal band from the

lesser  omentum passes down ward £from the right



extremity of the flexzure to form “hepatic- colic

ligament" fAnson and Mc. Vay,1384).

THE TRANSVERSE COLON:

Ths transverse colcon cross the abdominal caviky
from the right colic flexure to the left colic flexure
with a downwird curve. in recumpbency position it
reachas  in the midlne at or a 1little below the
umlbilicus in many patients. Identificatior of the
transverse cclon can always ke established by finding
the greater awmentum attached to 1its supericr and
anterior surfaces. The right segament 13 related the
gail bladder. The left segament of the transuerse colon
is gelated to greater curvature of the stomach,
Bztween the right and the left flexures the transverse
colon is connected to the posterior abdominol wall by
transverse meso-colen., The relation of the hepatic
fluyure of colon, transverse colon and gall bladder
explain the possibility of gall stone penterating in
the colen and formation of fistula. Alse liver abscess

may rupture in hepatic flexure of the colon.

THE LEFT COLIC " SPLENMIC" FLEXURE!
The left colic flexure may over lie the left
kidney. Any whare from its upper to its lower ends it

iz located deeply under cover of the costal margin ard
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stomach, 30 that examination of flexure is difficult
and the tumour escape early recoginitien. The postericr
aspect i3 attached teo the pancrease by the left
artermity of the transverss meso colon. the left
phrenicolic ligament 158 a peritconeal fold attached
between the lateral aspsct of the left colic flexure
and diaphragim, it 1s know also as the supporting

Ligament of thes spleen. (Goligher, 1384).

'THE DESCENDING COLON:

The discending colon extend from the left colic
flegure to the left iliac crest where it cortinous as
sigmoid cclon. It varies from 8.0 tol2.0cm in length.
Its posteromedial aspect lies directly upon the fascia
covering the quadratus lumborum muscle and is devied of
a peritocneal cowvering., Its anterior, medlal and lateral
zapect ére covered by the postericr parietal
veritoneum. The descending celon is more deeply placed
than the ascending ceolon and rarély has a mesentery

{Williams and Warwick, 19839).

THE SIGMOID COLON AND MESOCOLON:
The sigmeid colon begins at the iliac crest and
tyoically end at the third sacral vertebra. It is

divided into a fixed "iliac" and a mckile "pelvic”

m

egrents. The iliac segment is that part of the sigmeid




