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Abstract 

After ileal pouch anal anastomosis, one of the frequently encountered complications is poly-

posis of the pouch. We describe a case of proximal neoterminal ileal polyposis associated 

with deep ulceration suggestive of Crohn’s disease and review the available literature. A 36-

year-old male presented with resistant pouchitis 11 years after surgery for ulcerative colitis. 

With all-negative initial workup, pouchoscopy showed multiple deep ulcers in the proximal 

ileum with some polyps. Biopsy of polyps showed inflammatory polyps with negative im-

munohistological staining for IgG pouchitis. With no treatable etiology for pouchitis and the 

presence of inflammatory polyps, there are no guidelines for surveillance of this condition. 

Definitive diagnosis is challenging and there is no consensus or recommended guidelines on 

the management. © 2018 The Author(s) 

 Published by S. Karger AG, Basel 



 

Case Rep Gastroenterol 2018;12:158–164 

DOI: 10.1159/000488443 © 2018 The Author(s). Published by S. Karger AG, Basel 
www.karger.com/crg 

Gorrepati et al.: Neoterminal Ileal Polyposis and Ulceration after Restorative 
Proctocolectomy with a Current Review of the Literature 

 
 

 

 

159 

Background 

Ileal pouch anal anastomosis (IPAA) or restorative proctocolectomy is a frequently used 
surgical option for the management of ulcerative colitis (UC) after colectomy [1]. Despite 
good postsurgical functional outcomes, including improvement in quality of life, the proce-
dure is frequently associated with complications, such as pouchitis, pouch failure, fistula 
formation, and rarely malignancy in the pouch [2–4]. 

In addition, there are reports of de novo Crohn’s-like disease or undefined immune-
mediated inflammation in the pouch in patients known to have UC before IPAA [5, 6]. This 
has to be distinguished from pre-pouch ileitis if there is endoscopic disease found in the pre-
pouch ileum, as the clinical course and treatment may vary. Pre-pouch ileitis is inflammation 
of the neoterminal ileum (also called pre-pouch or afferent limb) which has endoscopic and 
histological similarity to pouchitis [7–10]. 

Polyposis of the pouch (PP) is seen with a similar frequency in IPAA in patients with UC 
as compared to patients with familial adenomatosis polyposis [11]. These are mostly associ-
ated with concomitant chronic inflammatory stigma in the pouch [12]. There is low preva-
lence of PP in patients with de novo Crohn’s-like disease of the pouch [12, 13]. Hence, as of 
now, there are no standard guidelines on surveillance and management of these patients. 

We describe a case of proximal neoterminal ileal polyposis associated with deep ulcera-
tion suggestive of Crohn’s disease and review the available literature. Definitive diagnosis is 
challenging and there is no consensus or recommended guidelines on the management. 

Case Report 

A 36-year-old male presented with a 2-month history of increased frequency of bowel 
movements and urgency 11 years after IPAA for UC. At baseline, the patient had 2–3 bowel 
movements per day but the number went up to 5–6 bowel movements per day associated 
with significant urgency. There was no fever, chills, nausea, or abdominal pain associated 
with these symptoms. He had been treated with 1 month of oral ciprofloxacin and metroni-
dazole for presumed pouchitis. He was diagnosed with UC 15 years prior to presentation, 
underwent a J-pouch IPAA, and had a benign 11-year post-pouch clinical course and occa-
sional courses of ciprofloxacin for infrequent pouchitis. 

Laboratory testing revealed normal complete blood count, serum electrolytes, renal 
function, and liver function test. Stool testing for clostridium difficile and other infective 
pathogens was negative. Pouch endoscopy showed diffuse inflammation in the pouch and 
several large pedunculated polyps (around 15–20 mm) at 5 cm proximal to the anastomosis. 
In addition, there were multiple deep ulcers in the proximal (neoterminal) ileum (Fig. 1, 2, 3) 
and rectal cuff. The polyps were removed by hot snare and biopsies of multiple areas were 
obtained by cold forceps. Biopsy of the neoterminal ileum, anastomosis, and pouch showed 
marked active erosive inflammation, moderate active inflammation, and chronic focally ac-
tive inflammation, respectively, with no dysplasia. Biopsy of the polyps showed features 
compatible with inflammatory polypoid lesion with erosion and also showed no dysplasia. 
IgG and IgG4 immunohistochemical studies did not demonstrate increased IgG4 expression 
or IgG4/IgG ratio.  
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Discussion and Conclusion 

Pouchitis is an inflammation of the pouch after IPAA. It may be characterized by in-
creased stool frequency, tenesmus, hematochezia, and pain. Endoscopy confirms inflamma-
tion in the absence of an infective etiology [2, 3, 14]. Postulated etiological factors include 
genetic predisposition, dysbiosis, aberrant microbiota-host interactions, and immune-
dysfunction [3]. Pouch disorders may not be static and may change during the course of fol-
low-up [5]. 

Secondary pouchitis may result from infection, non-steroidal anti-inflammatory medica-
tions, pouch ischemia, or be immune mediated [3]. Immune-mediated pouchitis is character-
ized by non-response to antibiotic treatment, but may respond to anti-inflammatory medica-
tions. There may be serum auto-antibodies and presence of other immune-mediated disor-
ders [15]. IgG4-associated pouchitis is a subset of immune-mediated pouchitis characterized 
by presence of IgG4 on pouch biopsies and/or elevated serum IgG4. It is postulated that it 
could be a part of the IgG4-related disease spectrum [16]. 

De novo Crohn’s-like disease of the pouch is a long-term complication of the pouch that 
contributes to pouch failure [17]. It is characterized by endoscopic or histological findings of 
Crohn’s-like findings in the pouch or any other part of the gastrointestinal tract. This must be 
differentiated from misdiagnosed Crohn’s disease of the pouch which can happen in a minor-
ity of cases [8]. There are 3 classes of Crohn’s disease of the pouch: inflammatory, fibro-
stenotic, or fistulizing types [18]. 

Polyps in inflammatory bowel disease could be “true” pseudo-polyps, inflammatory 
polyps, postinflammatory polyps, or neoplastic polyps. “True” pseudo-polyps have inflam-
mation that occur simultaneously and parallel in the neighboring areas. Inflammatory polyps 
have isolated granulation tissue in the polyps’ ulcerated epithelium. Postinflammatory 
polyps have a layer of normal or hyperplastic glandular epithelium. Neoplastic polyps could 
be adenomatous, dysplastic, or overt cancer [19]. In a single center study by Liu et al. [12], 
the incidence of PP was comparable to the incidence in familial adenomatous polyposis 
(FAP) patients who undergo IPAA. 

Risk factors associated with PP include chronic pouch inflammation (evidenced by 
chronic antibiotic resistant pouchitis, Crohn’s disease of the pouch, or cuffitis), which confers 
a greater than 2-fold increased risk (2.26, 1.35–3.79) [14]. Other postulated potential risk 
factors include the duration of the IPAA. However, this was not borne out on multivariate 
analysis [14]. The most common histological type is an inflammatory polyp (97%) and is 
usually asymptomatic. There were 2 major studies that looked at the attributes and out-
comes of PP [12, 13]. Both studies reported the most common histological subtype as in-
flammatory polyp (91–97%) followed by dysplasia (3–9%). Also, the most common location 
is the pouch followed by the neoterminal ileum and the cuff. The mean size of the polyps in 
each study was 1.2 and 1.89 cm, respectively. The large polyps (>1 cm) are usually removed 
via snare polypectomy. 

First-line therapy for acute pouchitis after ruling out surgery-related structural abnor-
malities and clostridium difficile infection is antibiotics. Options include oral ciprofloxacin or 
metronidazole for 2 weeks [20, 21]. Oral vancomycin is preferred for clostridium difficile 
infection. In cases of non-response to standard antibiotic therapy, an extended 4-week com-
bination course of ciprofloxacin with metronidazole, rifaxamin, or tinidazole may be helpful 
as per the fecal coliform sensitivity testing [22–24]. If pouchitis is persistent after initial 
therapy, it is prudent to explore secondary causes including ischemia, cytomegalovirus infec-
tion, autoimmune pouchitis, primary sclerosis cholangitis, or structural pouch disorders [4]. 



 

Case Rep Gastroenterol 2018;12:158–164 

DOI: 10.1159/000488443 © 2018 The Author(s). Published by S. Karger AG, Basel 
www.karger.com/crg 

Gorrepati et al.: Neoterminal Ileal Polyposis and Ulceration after Restorative 
Proctocolectomy with a Current Review of the Literature 

 
 

 

 

161 

Current recommendations for treatment strategies for secondary pouchitis are largely 
based on expert opinions in the absence of robust evidence from studies. This was even 
demonstrated in a large meta-analysis of 21 studies with great heterogeneity [25]. Topical or 
oral aminosalicylates may be beneficial in patients with pouchitis associated with backwash 
ileitis or cuffitis [26]. Oral budesonide as a first line is efficacious for primary sclerosis chol-
angitis related pouchitis or enteritis and IgG4-related pouchitis [27]. A combination of 
budesonide and low-dose mercaptopurine may be of some benefit in immune-mediated 
pouchitis. However, anti-tumor necrosis alpha agents (e.g., infliximab) have shown marginal 
efficacy in chronic pouchitis secondary to Crohn’s disease of the pouch [28]. Patients with 
Crohn’s disease of the pouch need prolonged therapy to avoid pouch failure or ileostomy 
[29]. There are no evidence-based guidelines on how frequently patients with PP have to be 
followed up with recurrent endoscopies to prevent or detect dysplasia. 

There are no universally accepted evidence-based guidelines for treatment or surveil-
lance in the described presentation. In the absence of any concerning histological features, 
we opted for prudent clinical follow-up with endoscopic follow-up every other year. Further 
large multicenter studies are needed to help guide therapy and endoscopic follow-up in-
tervals. 

Statement of Ethics 

For this case report, written consent was obtained from the patient. 

Disclosure Statement 

The authors declare that they have no competing interests. 

Author Contributions 

V.S.G.: writing initial draft and final edits; N.R.: helped editing the draft; K.C.: helped with 
the initial idea, editing the draft, and final edits. All authors have read and approved the 
manuscript and ensure that this is the final product. 

References 

1 Shen B, Fazio VW, Remzi FH, Brzezinski A, Bennett AE, Lopez R et al. Risk factors for diseases of ileal pouch-
anal anastomosis after restorative proctocolectomy for ulcerative colitis. Clin Gastroenterol Hepatol. 2006 
Jan;4(1):81–9. 

2 Shen B, Lashner BA. Pouchitis: a spectrum of diseases. Curr Gastroenterol Rep. 2005 Oct;7(5):404–11. 
3 Shen B. Pouchitis: what every gastroenterologist needs to know. Clin Gastroenterol Hepatol. 2013 

Dec;11(12):1538–49. 
4 Shen B. Acute and chronic pouchitis—pathogenesis, diagnosis and treatment. Nat Rev Gastroenterol Hepatol. 

2012 Apr;9(6):323–33. 
5 Wu H, Shen B. Crohn’s disease of the pouch: diagnosis and management. Expert Rev Gastroenterol Hepatol. 

2009 Apr;3(2):155–65. 
6 Tremaine WJ. Crohn’s disease of the ileal pouch 16 years after proctocolectomy for ulcerative colitis.  

Clin Gastroenterol Hepatol. 2011 Mar;9(3):198–201. 

https://www.karger.com/Article/FullText/488443?ref=1#ref1
https://www.karger.com/Article/FullText/488443?ref=2#ref2
https://www.karger.com/Article/FullText/488443?ref=3#ref3
https://www.karger.com/Article/FullText/488443?ref=4#ref4
https://www.karger.com/Article/FullText/488443?ref=5#ref5
https://www.karger.com/Article/FullText/488443?ref=6#ref6


 

Case Rep Gastroenterol 2018;12:158–164 

DOI: 10.1159/000488443 © 2018 The Author(s). Published by S. Karger AG, Basel 
www.karger.com/crg 

Gorrepati et al.: Neoterminal Ileal Polyposis and Ulceration after Restorative 
Proctocolectomy with a Current Review of the Literature 

 
 

 

 

162 

7 McLaughlin SD, Clark SK, Bell AJ, Tekkis PP, Ciclitira PJ, Nicholls RJ. Incidence and short-term implications of 
prepouch ileitis following restorative proctocolectomy with ileal pouch-anal anastomosis for ulcerative 
colitis. Dis Colon Rectum. 2009 May;52(5):879–83. 

8 Lorenzo G, Maurizio C, Maria LP, Tanzanu M, Silvio L, Mariangela P et al. Ileal pouch-anal anastomosis 
20 years later: is it still a good surgical option for patients with ulcerative colitis? Int J Colorectal Dis. 2016 
Dec;31(12):1835–43. 

9 Samaan MA, de Jong D, Sahami S, Morgan S, Fragkos K, Subramaniam S et al. Incidence and Severity of 
Prepouch Ileitis: A Distinct Disease Entity or a Manifestation of Refractory Pouchitis? Inflamm Bowel Dis. 
2016 Mar;22(3):662–8. 

10 Bell AJ, Price AB, Forbes A, Ciclitira PJ, Groves C, Nicholls RJ. Pre-pouch ileitis: a disease of the ileum in 
ulcerative colitis after restorative proctocolectomy. Colorectal Dis. 2006 Jun;8(5):402–10. 

11 Zahid A, Kumar S, Koorey D, Young CJ. Pouch adenomas in Familial Adenomatous Polyposis after restorative 
proctocolectomy. Int J Surg. 2015 Jan;13:133–6. 

12 Liu ZX, Xiao MB, Wu XR, Queener E, Ni RZ, Shen B. Chronic pouchitis is associated with pouch polyp 
formation in patients with underlying ulcerative colitis. J Crohn’s Colitis. 2014 May;8(5):363–9. 

13 Schaus BJ, Fazio VW, Remzi FH, Bennett AE, Lashner BA, Shen B. Clinical features of ileal pouch polyps in 
patients with underlying ulcerative colitis. Dis Colon Rectum. 2007 Jun;50(6):832–8. 

14 Zezos P, Saibil F. Inflammatory pouch disease: the spectrum of pouchitis. World J Gastroenterol. 2015 
Aug;21(29):8739–52. 

15 Jiang W, Goldblum JR, Lopez R, Lian L, Shen B. Increased crypt apoptosis is a feature of autoimmune-
associated chronic antibiotic refractory pouchitis. Dis Colon Rectum. 2012 May;55(5):549–57. 

16 Bilal M, Gulati A, Clarke K. Immunoglobulin G4 (IgG4)-associated pouchitis - Part of IgG4 related disease?  
A case series and review of the literature. Dig Liver Dis. 2016 Jul;48(7):817–9. 

17 Zaghiyan K, Kamiński JP, Barmparas G, Fleshner P. De novo Crohn’s Disease after Ileal Pouch-Anal 
Anastomosis for Ulcerative Colitis and Inflammatory Bowel Disease Unclassified: Long-Term Follow-Up of a 
Prospective Inflammatory Bowel Disease Registry. Am Surg. 2016 Oct;82(10):977–81. 

18 Wu H, Shen B. Crohn’s disease of the pouch: diagnosis and management. Expert Rev Gastroenterol Hepatol. 
2009 Apr;3(2):155–65. 

19 Politis DS, Katsanos KH, Tsianos EV, Christodoulou DK. Pseudopolyps in inflammatory bowel diseases: have 
we learned enough? World J Gastroenterol. 2017 Mar;23(9):1541–51. 

20 Madden MV, McIntyre AS, Nicholls RJ. Double-blind crossover trial of metronidazole versus placebo in 
chronic unremitting pouchitis. Dig Dis Sci. 1994 Jun;39(6):1193–6. 

21 Shen B, Achkar JP, Lashner BA, Ormsby AH, Remzi FH, Brzezinski A et al. A randomized clinical trial of 
ciprofloxacin and metronidazole to treat acute pouchitis. Inflamm Bowel Dis. 2001 Nov;7(4):301–5. 

22 Abdelrazeq AS, Kelly SM, Lund JN, Leveson SH. Rifaximin-ciprofloxacin combination therapy is effective in 
chronic active refractory pouchitis. Colorectal Dis. 2005 Mar;7(2):182–6. 

23 Mimura T, Rizzello F, Helwig U, Poggioli G, Schreiber S, Talbot IC et al. Four-week open-label trial of 
metronidazole and ciprofloxacin for the treatment of recurrent or refractory pouchitis. Aliment Pharmacol 
Ther. 2002 May;16(5):909–17. 

24 Shen B, Fazio VW, Remzi FH, Bennett AE, Lopez R, Brzezinski A et al. Combined ciprofloxacin and tinidazole 
therapy in the treatment of chronic refractory pouchitis. Dis Colon Rectum. 2007 Apr;50(4):498–508. 

25 Segal JP, Ding NS, Worley G, Mclaughlin S, Preston S, Faiz OD et al. Systematic review with meta-analysis:  
the management of chronic refractory pouchitis with an evidence-based treatment algorithm. Aliment 
Pharmacol Ther. 2017 Mar;45(5):581–92. 

26 Mahadevan U, Sandborn WJ. Diagnosis and management of pouchitis. Gastroenterology. 2003 May; 
124(6):1636–50. 

27 Gionchetti P, Rizzello F, Venturi A, Ugolini F, Rossi M, Brigidi P et al. Antibiotic combination therapy in 
patients with chronic, treatment-resistant pouchitis. Aliment Pharmacol Ther. 1999 Jun;13(6):713–8. 

28 Barreiro-de Acosta M, García-Bosch O, Souto R, Mañosa M, Miranda J, García-Sanchez V et al.; Grupo joven 
GETECCU. Efficacy of infliximab rescue therapy in patients with chronic refractory pouchitis: a multicenter 
study. Inflamm Bowel Dis. 2012 May;18(5):812–7. 

29 Shen B. Crohn’s disease of the ileal pouch: reality, diagnosis, and management. Inflamm Bowel Dis. 2009 
Feb;15(2):284–94. 

 
 

 

 

 

https://www.karger.com/Article/FullText/488443?ref=7#ref7
https://www.karger.com/Article/FullText/488443?ref=8#ref8
https://www.karger.com/Article/FullText/488443?ref=9#ref9
https://www.karger.com/Article/FullText/488443?ref=10#ref10
https://www.karger.com/Article/FullText/488443?ref=11#ref11
https://www.karger.com/Article/FullText/488443?ref=12#ref12
https://www.karger.com/Article/FullText/488443?ref=13#ref13
https://www.karger.com/Article/FullText/488443?ref=14#ref14
https://www.karger.com/Article/FullText/488443?ref=15#ref15
https://www.karger.com/Article/FullText/488443?ref=16#ref16
https://www.karger.com/Article/FullText/488443?ref=17#ref17
https://www.karger.com/Article/FullText/488443?ref=18#ref18
https://www.karger.com/Article/FullText/488443?ref=19#ref19
https://www.karger.com/Article/FullText/488443?ref=20#ref20
https://www.karger.com/Article/FullText/488443?ref=21#ref21
https://www.karger.com/Article/FullText/488443?ref=22#ref22
https://www.karger.com/Article/FullText/488443?ref=23#ref23
https://www.karger.com/Article/FullText/488443?ref=23#ref23
https://www.karger.com/Article/FullText/488443?ref=24#ref24
https://www.karger.com/Article/FullText/488443?ref=25#ref25
https://www.karger.com/Article/FullText/488443?ref=25#ref25
https://www.karger.com/Article/FullText/488443?ref=26#ref26
https://www.karger.com/Article/FullText/488443?ref=27#ref27
https://www.karger.com/Article/FullText/488443?ref=28#ref28
https://www.karger.com/Article/FullText/488443?ref=29#ref29


 

Case Rep Gastroenterol 2018;12:158–164 

DOI: 10.1159/000488443 © 2018 The Author(s). Published by S. Karger AG, Basel 
www.karger.com/crg 

Gorrepati et al.: Neoterminal Ileal Polyposis and Ulceration after Restorative 
Proctocolectomy with a Current Review of the Literature 

 
 

 

 

163 

 

Fig. 1. Rectal cuff with ulcers showed by the yellow arrowheads. 

 

 

 

Fig. 2. Proximal J-Pouch with ulcer. 
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Fig. 3. Proximal J-Pouch with polyps. 
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