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ABSTRACT

Pseudopolyps are benign lesions without malignant potential and typically do not require biopsy or excision. We describe a 68-year-
old man with ulcerative colitis found to have multiple large bridging pseudopolyps. Repeated colonoscopies and extensive biopsies
revealed a large ulcerated lesion previously hidden within the pseudopolyps. The pathology of the lesion was consistent with a low-
grade adenocarcinoma with invasion into the muscularis propria. This demonstrates that large pseudopolyps, although benign, can
obscure other lesions with malignant potential. Therefore, in addition to careful inspection, healthcare providers must perform
periodic surveillance colonoscopies and offer surgical resection to patients with giant pseudopolyposis.

INTRODUCTION

Pseudopolyps are seen in 10%-20% of patients with ulcerative colitis (UC), commonly in those with moderate to severe in-
flammation.' They are considered benign lesions without increased tendency for neoplastic transformation when compared with
normal colonic mucosa.”> We present a patient with UC with occult adenocarcinoma within carpet-like pseudopolyposis.

CASE REPORT

We present a 68-year-old man who was diagnosed with left-sided UC in 2010 and was treated with oral mesalamine for 6 months,
after which he remained asymptomatic without any treatment. He is an ex-smoker, and his medical history includes degenerative
disc disease and benign prostatic hyperplasia. He did not have primary sclerosing cholangitis or other extraintestinal manifestations.
There was no family history of colon cancer, and the patient has no personal history of dysplasia. He was hospitalized with a UC flare
in May 2016. At admission, the C-reactive protein level was elevated at 201.07 mg/L, but fecal calprotectin was not tested. A
sigmoidoscopy at the time showed Mayo 3 colitis. He was treated with intravenous corticosteroids with a prednisone taper, followed
by Mezavant 4.8 g oral daily. He rapidly went into clinical remission followed by normalization of his C-reactive protein. The fecal
calprotectin was normal at 4 weeks postdischarge.

In October 2016, a colonoscopy to assess for mucosal healing showed no active inflammation and multiple large bridging pseu-
dopolyps (carpet-like) in the descending and transverse colon (Figure 1). The pseudopolyps were biopsied extensively, and all
biopsies showed normal colonic mucosa. Given the extent of the pseudopolyposis and the technical difficulty of future neoplasia
surveillance colonoscopy, management options, including surgical intervention vs periodic surveillance colonoscopy, were dis-
cussed with the patient. The patient opted for periodic colonoscopy. The patient was not considered for immunomodulator or
biologic therapy at this time because he was in clinical and endoscopic remission.

A repeat colonoscopy was performed in June 2017. Multiple large pseudopolyps were visualized once again in the descending and
transverse colon (Figure 2). Ten pseudopolyps were removed via hot snare polypectomy. Pathology of the pseudopolyps in the
transverse colon showed polypoid high-grade dysplasia with suspicion for intramucosal carcinoma. Biopsies of the remainder of the
colon were normal. A repeat colonoscopy was performed to assess the area of dysplasia: a large ulcerated lesion that had been
previously hidden by the extensive polyposis was now visible in the mucosa between the pseudopolyps (Figure 3). Biopsies taken
from the lesion confirmed intramucosal carcinoma.

ACG Case Rep J 2020;7:€00415. doi:10.14309/crj.0000000000000415. Published online: June 23, 2020

Correspondence: Yasi Xiao, MD (yasi.xiao@mail.mcgill.ca).

ACG Case Reports Journal / Volume 7 acgcasereports.com 1


https://doi.org/10.14309/crj.0000000000000415
mailto:yasi.xiao@mail.mcgill.ca
http://acgcasereports.com

Xiao et al

Carpet-Like Pseudopolyposis

Figure 1. Pseudopolyps in the transverse colon on the first screening colonoscopy in 2016.

A thoracic, abdominal, and pelvic computed tomography
showed irregular mural wall thickening of the proximal trans-
verse colon; there was no evidence of metastatic disease. The
patient underwent subtotal colectomy with ileosigmoid anas-
tomosis in August 2017. The surgical specimen of the transverse
colon contained a 7 X 3.5 X 1.3 cm tumoral mass covered by
polyps. The tumor’s histology was consistent with low-grade
adenocarcinoma with invasion into the muscularis propria. The
pathology of the polyps covering the tumor showed chronic
inflammatory changes consistent with inflammatory polyps.
The remainder of giant pseudopolyps from other segments of
the colon demonstrated normal colonic mucosa without any
dysplasia. Lymph node pathology was negative for metastasis.

DISCUSSION

Patients with long-standing inflammatory bowel disease have
a2-fold increased risk of colorectal carcinoma (CRC) compared
with the general population.” Generally, complete endoscopic
resection is recommended for polypoid lesions because they
carry a potential risk of malignant transformation.*® By

Figure 2. Giant pseudopolyposis in the transverse colon at the
second screening colonoscopy in 2017.

contrast, pseudopolyps, also known as inflammatory polyps,
are benign polypoid lesions with no potential for malignant
transformation.” They represent remnants of healthy mucosa
surrounded by areas of ulceration and inflammation.® Pseu-
dopolyps can be seen in both active and quiescent phases of
inflammatory bowel disease and can occur in all segments of the
colon with a predilection for the transverse colon.” Despite their
benign nature, there is conflicting evidence regarding their as-
sociation with CRC. Multiple case-control studies have found
that the presence of pseudopolyps is associated with an in-
creased risk of CRC, whereas a recent large-scale retrospective
study showed no increased risk.*™"'

Occult dysplasia or carcinoma within pseudopolyps is ex-
tremely rare but has been reported. Adenocarcinoma within
pseudopolyps was first described in 1949."> Pseudopolyps larger
than 1.5 cm are considered giant pseudopolyps."” The large size
of giant pseudopolyps renders the detection of neoplasia more
difficult because it can potentially obscure other neoplastic
lesions. There are 2 previous reported cases of dysplasia or
adenocarcinoma within a giant pseudopolyp.'*'®> Our case
represents a third report of giant pseudopolyp complicated by
adenocarcinoma.

Biopsy or resection is generally not necessary if the endoscopic
appearance of the pseudopolyps firmly establishes the diagnosis
and if they are asymptomatic. Current guidelines recommend
starting surveillance colonoscopy 8 to 10 years after initial onset
of symptoms. Patients with pseudopolyps are classified as
moderate risk for CRC, and the guidelines recommend these
patients to undergo their next surveillance colonoscopy within
2 to 3 years.*” The aforementioned reported cases of occult
malignancy put into question the optimal surveillance method
for pseudopolyps, especially when numerous and large. In ad-
dition to careful surveillance of the surface, giant pseudopolyps
should be biopsied aggressively to ensure no occult carcinoma is
missed. Endoscopic resection of polyps can also be considered
to allow better visualization of the mucosa. In addition to white
light endoscopy, chromoendoscopy has been suggested as a tool
to differentiate between benign pseudopolyps and dysplasia
based on a polyp’s pit pattern.'® However, as in our case, the
large size and number of pseudopolyps in giant pseudopolyposis
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Figure 3. Ulcerated mass within the collection of pseudopolyps.

would continue to make endoscopic evaluation difficult. Repeat
endoscopic surveillance with biopsy should be performed in
a timely interval. Once dysplasia is identified within pseudopo-
lyps, segmental colectomy should be performed if the lesions
cannot be removed entirely via endoscopy. Patients should also
be presented with the surgical option of segmental or total
colectomy in lieu of endoscopic surveillance, given the difficulty
of performing surveillance colonoscopies.

Dysplasia and adenocarcinoma hidden within giant pseudo-
polyps remain extremely rare events. Given that the reported
cases vary in patient age and duration of disease, it is unclear if
there are any clinical characteristics that would suggest an in-
creased risk of dysplasia within the pseudopolyps. More re-
search is needed in the future to understand the risk of occult
malignancy within pseudopolyps. Attention should be paid to
the size of pseudopolyps because the 3 recently reported cases of
occult malignancy all occurred within giant pseudopolyps.
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