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Cloacogenic Polyps
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CASE REPORT

A 67-year-old woman with chronic constipation presented with intermittent hematochezia and iron-deficiency anemia. She had no
previous endoscopic evaluation or past surgeries and had no known family history of gastrointestinal malignancy. The digital rectal
examination revealed a soft mobile mass at the lower rectum. The colonoscopy showed numerous, confluent, light yellowish, sessile
polyps at the anorectal junction with nonspecific appearance (Figure 1). Histopathology of biopsies showed surface erosion with
reactive inflammatory and reparative changes covered by a fibrinopurulent cap and granulation tissue, glandular hyperplasia, and
a lamina propria, in part, replaced by an overgrowth of fibromuscular tissue (Figure 2). These findings were consistent with
inflammatory cloacogenic polyps (CP). The patient was proposed to undergo endoscopic resection after completing the anemia
workup; however, she died before the procedure due to a sudden cardiovascular event.

CP, first described in 1981, are rare lesions that usually arise from the transitional zone of the anorectal junction.1 CPmay bemultiple
or solitary and can coexist with other type of polyps (serrated or adenomatous). CP can occur at any age, but aremore commonly seen
in adults and women. Rectal bleeding is the most common presenting symptom, but patients can be asymptomatic or present with
constipation, diarrhea, tenesmus, or excessive straining.2 Histologically, fibrin-capped, eroded surface, glandular hyperplasia, ser-
rated tubules, goblet cell dilation, and inflamed expanded lamina propria with fibromuscular hypertrophy are typical findings.3Most
CP are benign, although occasionally CP harboring dysplasia and malignant transformation into cloacogenic carcinomas has been

mentioned.1,4 As humanpapillomavirus has been demonstrated
in some CP, human papillomavirus testing should be consid-
ered in these lesions.5 On differential diagnosis, other types of
polyps, hypertrophied anal papillae, inflammatory bowel dis-
ease, Cowden syndrome, and malignancies must be consid-
ered.2 Endoscopic distinction between these entities may not be
reliable.1,3 Histopathologic examination of lesions just proximal
to the dentate line should always be considered to establish
a definitive diagnosis.4 Endoscopic or surgical resection are the
usual treatment of CP. Note that CP and symptomsmay recur if
the underlyingmechanism is not corrected (constipation, rectal
prolapse, and/or pelvic floor dysfunction). Because of the re-
currence risk, endoscopic surveillance after resection is advisable,
even if no dysplasia had been observed.5 Gastroenterologists and
pathologists should be familiar with this entity, which should be
considered in the differential diagnosis with other anorectal
lesions.
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Figure 1. Endoscopic appearance of cloacogenic polyps on rectal
retroflexion.
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Figure 2. Histologic appearance of cloacogenic polyps. (A) The surface of the hyperplastic polyp is eroded and covered by a mucofibrinous
cap. (B) Glandular hyperplasia, goblet cell dilation, and part of lamina propria has been replaced by an overgrowth of fibromuscular tissue.
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