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Inflammatory myoglandular polyp as a cause of recurrent 
abdominal pain in a patient with quiescent Crohn’s disease
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Abstract Chronic inflammation of the intestinal mucosa has been associated with the appearance of 
inflammatory polyps or pseudopolyps. Among the distinct categories of inflammatory polyps are 
inflammatory myoglandular polyps (IMGP) usually found in the colorectum. Only one case of 
IMGP in the terminal ileus has been described since their first description. We report the first case 
of an inflammatory polyp with both hyperplastic and myoglandular histological characteristics, in 
the terminal ileum of a patient with quiescent Crohn’s disease, causing recurrent intussusception.
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Introduction

Inflammatory bowel disease (IBD), comprising both 
Crohn’s disease (CD) and ulcerative colitis (UC), is a chronic 
autoinflammatory disease of the gastrointestinal (GI) tract 
characterized by recurrent periods of flare and inflammation. 
This chronic inflammatory process, especially in more severe 
cases or those not well-controlled by available treatment options, 
leads to the formation of polypoid mucosal protrusions known 
as pseudopolyps, or post-inflammatory polyps [1]. These serve 

as an indirect marker of the alternating cycles of inflammation 
and healing of the ulcerated mucosa [1]. Their prevalence varies 
from 4-74%, with a predominance in UC patients [2,3].

Intussusception, a complication of inflammatory polyps in 
both UC and CD, has been reported in up to 3% of patients, 
mainly in cases of large size [4]. We report the case of a CD 
patient in remission with recurrent abdominal pain due to a 
giant inflammatory polyp of the terminal ileum with a rare 
histological appearance, including both hyperplastic and 
myoglandular changes, causing intussusception.

Case report

A 38-year-old male with a 6-year history of ileocolonic and 
upper GI CD, treated with adalimumab for the previous 2.5 years, 
complained of acute abdominal pain, mainly in the epigastrium 
and right upper quadrant, while he was on deep clinical, laboratory 
and endoscopic remission. During a 3-month period, he was 
admitted thrice to the Emergency Department. Mild abdominal 
tenderness was present at clinical examination. His laboratory 
tests and inflammatory markers were always within normal range. 
An abdominal X-ray showed air-fluid levels of the small bowel. An 
abdominal computerized tomography performed a few days later, 
after symptom resolution, excluded inflammation of the terminal 
ileum, strictures or penetrating complication. A gastroscopy and 
ileocolonoscopy showed no mucosal lesions in the stomach, 
duodenum, terminal ileum or colon.

As the episodes became more frequent, a magnetic resonance 
enterography (MRE) scan was performed to exclude any small 
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bowel complication related to CD. MRE revealed a 3.7-cm polyp 
in the terminal ileum at a distance of 20 cm from the ileocecal 
valve (ICV) causing intussusception with partial small bowel 
obstruction (Fig. 1). A smaller 0.5-cm polypoid lesion was seen 
10 cm from the ICV. A retrograde double-balloon enteroscopy 
confirmed the presence of the 2 polyps (Fig. 2). Following this, 
the patient underwent surgical treatment.

The surgical specimen consisted of a 12.5-cm-long segment 
of the terminal ileum, including the 2 aforementioned polyps. 
Macroscopic examination revealed a sessile polyp with lobulated 
surface measuring 3.7×3.4×2.6  cm, partially obstructing the 
ileal lumen. A  flat tan mucosal lesion measuring 0.5  cm in 
greatest diameter was seen 3 cm proximally to the polyp.

Histologically, the larger polyp had features of an 
inflammatory myoglandular polyp, with focal superficial 
ulceration, rare cryptitis, foci of pyloric metaplasia, and a 
hyperplastic mesenchymal stroma with vascular proliferation 
and rare acellular mucin lakes. Immunohistochemistry for α 
smooth muscle actin and CD68 confirmed the presence of 
fibromuscular stromal hyperplasia, with numerous proliferating 
vessels lined by CD31-positive endothelial cells (Fig. 3) and few 
CD68-positive macrophages. The smaller lesion corresponded 
to an area of intramural hemorrhage involving the submucosa 
muscularis propria. No epithelial dysplasia was observed 
and there was no evidence of cytomegalovirus infection by 
histology or immunohistochemistry. The surrounding mucosa 
showed changes consistent with CD in remission.

Nine months post-surgery, the patient is still in clinical, 
laboratory and endoscopic remission and has gained over 
10 kg in weight.

Discussion

Inflammatory polyps are the most common type of 
benign polyps in IBD, although ischemic or infectious colitis, 
anastomosis and stomas could also be their cause. Subtypes 
of inflammatory polyps include inflammatory cap polyp, 

Figure 1 Magnetic resonance enterography. (A) Coronal and (B) axial 
T2-weighted images. There is a large intraluminal lobulated polypoid 
mass in the terminal ileum
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Figure 2 Endoscopic images during retrograde double-balloon enteroscopy. (A) Terminal ileum without endoscopic lesions; (B) small polypoid 
lesion at 10 cm from the ileocecal valve (ICV); (C) and (D) a 3.7-cm polyp at a distance of 20 cm from the ICV, causing intussusception with partial 
small bowel obstruction
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the terminal ileum in an IBD patient. It shows that clinical 
manifestations with atypical symptoms, especially in cases of 
well controlled CD, do not always indicate a flare. Clinicians 
should further proceed to endoscopy and small bowel 
investigation to exclude other rare causes of abdominal pain. 
Further research is warranted to identify the pathogenesis of 
IMPG polyps and to investigate any possible association with 
chronic inflammation related to IBD or the use of biologic 
agents among patients with more severe disease.
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inflammatory fibroid polyp, inflammatory myoglandular polyp 
(IMGP) and prolapse-associated polyps. IMGP, or Nakamura 
polyp, is an uncommon non-cancerous colorectal, pedunculated 
polyp, with a smooth red surface, usually located in the left colon 
[5]. Since the first description in 1992, only 88 cases have been 
reported [5-10]. Rectal bleeding, positive fecal occult blood test 
and iron-deficiency anemia are the most common indications 
for colonoscopy in these patients. There is only one report of 
IMGP in the terminal ileum causing intussusception, arising 
from normal mucosa in a non-IBD patient [6]. Histologically, 
the main differential diagnosis of IMGP includes Peutz-
Jeghers juvenile polyps, where the inflammatory component is 
significantly less, and inflammatory polyps, where the stromal 
component is not hyperplastic [5].

Our case is the first description of an inflammatory 
polyp with both hyperplastic and myoglandular changes in 

Figure  3 (A) Low-power view of the inflammatory myoglandular 
polyp. Hematoxylin and eosin (H and E), ×40; (B) stromal hyperplasia 
with storiform pattern (arrows), H and E, ×100; (C) pyloric metaplasia 
(arrow) and acellular mucin lakes (asterisk). There is no epithelial 
dysplasia, H  and  E, ×100; (D) α smooth muscle actin immunostain 
confirms the smooth muscle nature of stromal hyperplasia, 3’ 3’ 
diaminobenzidine chromogen, ×40
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