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ABSTRACT
Inflammatory polyps are relatively common in patients with inflammatory bowel disease. The term giant inflam-
matory polyposis is used to describe inflammatory polyps greater than 1.5 cm in any dimension. Their clinical pre-
sentation can be varied, ranging from asymptomatic, with incidental detection on radiological or endoscopic
testing, to symptomatic, with rectal bleeding and colonic obstruction. Although giant inflammatory polyposis is a
rare finding, it is of clinical importance, since it is easily mistaken for colon cancer, with patients sometimes
undergoing radical surgeries. We describe an unusual case of giant inflammatory polyposis causing recurrent
symptomatic obstruction despite multiple segmental colectomies in a patient with indeterminate colitis. This is
the first such reported case in English literature to the best of our knowledge.

INTRODUCTION
Inflammatory polyps occur in 10%–20% of patients with inflammatory bowel disease (IBD).1,2 Such polyps can rarely
increase in size to greater than 1.5 cm in height or diameter, and are then called giant inflammatory polyps (GIPs).3

Since they can be confused with colorectal cancer or dysplasia-associated lesion or mass due to their irregular,
mass-like appearance, histopathological examination is essential for differentiation. Despite the benign nature of
GIP, many patients require surgical resection for bowel obstruction.

CASE REPORT
A 58-year-old white man underwent a colonoscopy in June 2002 for rectal bleeding, constipation, and left lower
quadrant abdominal pain. Medication history did not reveal nonsteroidal antiinflammatory drug use. Colonoscopy
showed normal rectum and a large mass almost completely obstructing the bowel lumen at 28 cm from anal verge
precluding further advancement of the endoscope. Biopsies from the mass showed mucosal ulceration, crypt
abscesses, and distortion of gland architecture, features suggestive of acute on chronic IBD. The patient under-
went sigmoid colectomy (18-cm segment resected) with primary end-to-end anastomosis a few days later. The sur-
gical specimen grossly showed colonic mucosa almost entirely covered with multiple branching villiform polyps
ranging from 2 to 2.5 cm in size. Histopathological exam showed giant inflammatory polyposis on the background
of chronic IBD without dysplasia or cancer. Surgical margins were free from disease activity.

The patient initially did well postoperatively but had recurrence of obstructive symptoms 3 months later. Repeat
colonoscopy showed a recurrent obstructive mass in the sigmoid colon. Biopsies were again suggestive of inflam-
matory polyps on the background of chronic IBD. After failing a 4-week therapeutic trail with prednisone 50 mg
daily, the patient underwent a recurrent sigmoid colectomy (12-cm segment resected with mass occupying around
80% of the length of resected segment) in January 2003. Surgical pathology again showed inflammatory polyposis
associated with chronic IBD without dysplasia. Medical treatment with mesalamine 2.4 g daily was started postop-
eratively, but the patient developed recurrent rectal bleeding and abdominal pain 3 months after surgery.
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Repeat colonoscopy in May 2003 showed a recurrent, par-
tially obstructing mass in the sigmoid colon extending proxi-
mally from the surgical anastomosis at 20–25 cm from anal
verge (5 cm in length); the rest of the colon appeared normal.
Biopsies of the mass showed acute on chronic inflammation
with pseudopolyp formation. Biopsies from the rest of the co-
lon also showed acute on chronic inflammation. Azathioprine
100 mg daily and infliximab 5 mg/kg per dose were then
added, which resulted in gradual improvement in his
symptoms.

A follow-up flexible sigmoidoscopy performed in September
2003 showed persistent circumferential nonobstructing mass
in the sigmoid colon extending from 20 to 25 cm from anal
verge, although significantly improved as compared to previ-
ous endoscopy. Infliximab was stopped after 6 months at
patient’s request due to risk of infections; azathioprine and
mesalamine were continued. He continued to have intermit-
tent mild lower abdominal pain without diarrhea, constipation,
or hematochezia for the next few years, despite increasing
the doses of azathioprine to 150 mg in addition to mesalamine
4.8 g daily.

Colonoscopy in 2010 for colorectal cancer screening that
showed persistent nonobstructive sigmoid GIP extending
from 20 to 33 cm from anal verge and normal rest of the colon
(Figure 1). In December 2012, he reported having intermittent
rectal bleeding, constipation, and abdominal pain. He had
stopped taking both azathioprine and mesalamine a few
months prior to that. Colonoscopy showed a large polypoid
sigmoid mass extending from 20 to 35 cm from anal verge
causing near-complete luminal obstruction (Figure 2). The
lesion was traversed with an ultrathin endoscope, and biop-
sies were taken from the normal appearing transverse and
descending colon. Sigmoid mass biopsies showed inflamma-
tory polyps in the background of basal lymphoplasmacytosis
and crypt architectural distortion consistent with chronic
active colitis (Figure 3). Biopsies from the transverse and de-
scending colon showed features of quiescent IBD (Figure 4).
The patient, once again, refused biologic therapy and surgical
intervention. He was treated with a short course of predni-
sone 40 mg daily and mesalamine enemas in addition to
resumption of oral azathioprine and mesalamine therapy. The

patient was lost to follow-up after that and stopped taking all
medications for IBD as his symptoms resolved.

He reestablished care in outpatient gastroenterology clinic in
September 2015 with complaints of recurrent intermittent
lower abdominal pain, blood per rectum, and weight loss of
around 10 pounds over a period of 3–4 months. He had a colo-
noscopy in October 2015, which showed innumerable nonob-
structive GIPs extending from 20 to 35 cm from anal verge.
After much counseling about the risk of disease progression
and recurrent surgeries, the patient was started medical ther-
apy in October 2015 with azathioprine 100 mg daily and vedo-
lizumab 300 mg intravenously every 8 weeks after 3
induction doses at 0, 2, and 6 weeks. His last follow-up was in

Figure 1. Endoscopic images of nonobstructive sigmoid giant inflamma-
tory polyposis (in 2010).

Figure 2. Endoscopic image of sigmoid mass causing near total obstruc-
tion of colonic lumen (in 2012).

Figure 3. Hematoxylin and eosin staining of sigmoid mass biopsy show-
ing inflammatory polyp with crypt abscess, basal lymphoplasmacytosis
and crypt architectural distortion in 10x resolution (A) and 40x resolution
(B).
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early December 2015 when his symptoms had significantly
improved and he remained compliant with medical therapy.

DISCUSSION
Inflammatory polyps, or pseudopolyps, are common in IBD
and can also occur in severe infectious colitis4 and ischemic
colitis.5 Inflammatory polyps greater than 1.5 cm in diameter
are called GIP,3 Although inflammatory polyps occur twice as
frequently in ulcerative colitis as in colonic Crohn's disease,2,6

GIPs have been reported to occur with equal frequency in
Crohn's disease and ulcerative colitis.7 They can exist as soli-
tary giant polyps, which constitute a majority of reported
cases, or as diffuse involvement of a large area of colon.8 The
finding of GIP does not correlate with the severity of the
underlying IBD, because they can occur in both active and
quiescent phases of the disease.7 They also tend to appear
early in the course of IBD with many patients, like ours, pre-
senting with giant pseudopolyps as the first manifestation of
the disease.9

Inflammatory polyps are thought to originate as a result of
mucosal inflammation with ulceration and tissue regeneration.
They represent islands of inflamed edematous mucosa with
granulation tissue in the midst of mucosal ulceration.
Repeated peristalsis and mucosal traction related to the fecal
stream may lead to elongation of these islands creating a pol-
ypoid appearance.10

Giant inflammatory polyps can be asymptomatic but most
commonly present with abdominal pain, diarrhea, rectal
bleeding, or palpable abdominal mass.7 Other reported
manifestations include partial or complete obstruction,
protein-losing enteropathy,11 anemia, and intussusception.12

Transverse colon is the most frequently affected site, fol-
lowed by descending colon, sigmoid colon, ascending colon,
and cecum.7 Radiologically and endoscopically, they can be
confused with colon cancer, especially in patients without a

known diagnosis of IBD, or with dysplasia-associated lesion or
mass in patients with known IBD. Endoscopic biopsies with
careful histopathological examination are essential for cor-
rect diagnosis and to rule out foci of dysplasia. Due to reepi-
thelialization of the surface of inflammatory polyps over time,
superficial biopsies may show normal colonic mucosa. Hence,
complete removal of the isolated giant pseudopolyps should
be performed whenever possible.7

The patients with asymptomatic GIP or those associated with
symptoms of primary IBD should be treated medically.13 In
cases with complications of GIP, like colonic obstruction or
intussusception, or when complete visualization of the lesion
cannot be achieved to ensure representative biopsies, surgi-
cal resection is usually necessary. Recurrence after surgical
resection has never been reported in the literature. However,
our case clearly highlights the potential for postsurgical recur-
rence of GIP in the absence of effective medical therapy,
even with uninvolved surgical margins. Endoscopic therapy
with snare polypectomy has been successfully reported in
some cases and may be effective in relieving symptoms in
selected cases of isolated GIPs.14 Giant inflammatory polyp is
generally regarded as a benign lesion. Only 1 case of occult
adenocarcinoma in GIP associated with ulcerative colitis has
been reported in the literature, which was associated with
multiple foci of dysplasia in other areas of pseudopolyp.15

Hence, thorough pathological examination of the resected
specimen is prudent to exclude dysplasia or adenocarcinoma
in situ.

Giant inflammatory polyp is a rare complication of IBD, which
should be considered in the differential diagnosis of inciden-
tally detected colonic mass in patients with IBD. Although sur-
gical resection is an effective treatment for GIP in a majority
of patients, our case highlights the risk of recurrence at the
anastomotic site. This should be thoroughly considered and
discussed with the patient prior to making a decision to per-
form surgical resection, particularly in cases where surgery
can be avoided by using aggressive medical therapy.
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Figure 4. Hematoxylin and eosin staining of transverse colon biopsy
showing increased mucosal cellularity with crypt architectural distortion
without cryptitis or crypt abscesses.
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