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Summary

Inflammatory bowel disease is an emerging
gastrointestinal disease in Malaysia. One of its rare
complications includes giant inflammatory polyposis
(GIP). A 39-year-old woman presented with worsening
per rectal mucous discharge, associated with blood,
colicky abdominal pain, and weight loss. A series of
endoscopies at another hospital did not provide an
inconclusive diagnosis. Another repeat colonoscopy
showed a left-sided colitis with marked erythema and
friability with islands of polyps; this was concluded to
be an ulcerative colitis based on histopathology; thus,
medical treatment was commenced. However, 2 months
later, the patient presented with constipation, which
required laxatives, as well as a worsened lower
abdominal pain. Subsequent colonoscopy revealed
obstruction-caused GIP at the mid rectum extending to

the lower rectum, which was confirmed by imaging
modalities. She was diagnosed with obstructing GIP
coupled with ulcerative colitis, and panproctocolectomy
and ileal pouch anal anastomosis were planned.
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Introduction

Inflammatory bowel disease (IBD) was once considered
rare in the Asian population. However, recent data have
shown an emerging trend of IBD cases in Eastern Asia
(1). In Malaysia, the mean crude incidence has doubled
to 1.46 per 100,000 person-years (1). Giant
inflammatory polyposis (GIP) is a rare complication of
IBD. Itis diagnosed when an inflammatory polyp is >1.5

cm in any given dimension or with the presence of
filiform projections that look like “mass of worms” or a
“fungating mass.” It occurs more frequently in
ulcerative colitis than in Crohn disease (2, 3).

However, the presence of GIP in the rectum is very rare;
if present, it appears continuous with the colon. Thus,
dysplasia-associated lesions can be mistaken for
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colorectal cancer, or even mass, because of its peculiar
characteristics. Hence, histopathological examination is
essential for differentiation, and a suitable mode of
treatment should be applied. We present a case of GIP
in the rectum without colonic involvement.

Case presentation

A 39-year-old woman, who was referred from another
hospital, presented with a worsening per rectal mucous
discharge associated with blood, colicky abdominal pain
localized over the left iliac fossa and a weight loss of 9
kg. The patient has been experiencing mucous per rectal
discharge with soiling for the past 10 years. Her past
medical history revealed a bronchial asthma. Otherwise,
there was no family history of cancer or drug abuse.

Figure 1. (A) Islands of friable pseudopolyps with minimal
slough at the lower rectum. (B) Circumferential friable
pseudopolyps of varying sizes, causing partial obstruction
with cauliflower-like appearances. (C) Chronic active colitis
with islands of pseudopolyps extending from the mid-rectum
with slough. (D) Giant inflammatory polyposis (tubulovillous
adenomas) >1.5 cm extending from the mid-rectum to the
lower rectum with contact bleeding and slough.

Prior to the patient’s visit at our hospital, she had
undergone serial endoscopies at a district hospital. Her
first colonoscopy showed low rectal polypoidal growth
with contact bleeding and slough 2 cm from the anal
verge. The result of her histopathological examination
was suggestive of a hyperplastic polypoidal mucosa but
was negative for malignancy. Her subsequent

endoscopy was scheduled a month later at the same
hospital. Sigmoidoscopy was performed, and it revealed
multiple growths up to 10 cm from the anal verge;
although suspicious in nature, histopathological
examination revealed inflamed granulation tissue
instead.

The patient was then referred to our hospital for further
investigation of her condition. On admission, she was
hemodynamically stable. Physical examination showed
mild tenderness to deep palpation from the suprapubic
region extending to the left iliac fossa. The results of
laboratory tests showed a hemoglobin count of 10 g/dL
(normal range, 10-12 g/dL) and an albumin level of 34
g/L (normal range, 35-54 g/L), whereas other blood
investigations were normal, including carcinoembryonic
antigen. Her stool examination for Clostridium difficile,
cytomegalovirus, ova, and cyst was normal.
Subsequently, we proceeded with a colonoscopy.

Colonoscopy revealed a left-sided colitis with marked
erythema, a friability with islands of polyps of various
dimensions, contact bleeding, and slough located at the
lower rectum (Figure 1A, 1B) (Partial Mayo Score Index
7). Biopsy showed chronic active colitis at the rectum,
with features confirmatory of ulcerative colitis and
tubulovillious adenoma with low-grade dysplasia.
Based on the clinical presentation, laboratory test, and
endoscopic and pathology findings, the patient was
diagnosed with severe ulcerative colitis. She was started
on suppository mesalazine 1 g twice a day and
suppository Proctoserdyl (cinchocaine hydrochloride
and hydrocortisone) 2 tablets twice a day.

The patient was seen at our surgical outpatient clinic 2
months later with complaints of constipation that
required laxatives and a worsening of lower abdominal
pain. Repeated colonoscopy revealed multiple GIPs at
the mid-rectum extending to the lower rectum (4 cm
from the anal verge), which were causing obstruction
(Figure 1C, 1D) with contact bleeding, mucus, and
slough. The colon was normal. Post-colonoscopy, the
patient underwent computed tomography of the thorax,
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abdomen, and pelvis; magnetic resonance imaging of the
pelvis; and barium enema.

The imaging results suggested features of ulcerative
colitis with a narrowed sigmoid colon and an edematous
rectal wall with multiple large polyp-like lesions
measuring from 1.0 to 2.5 cm in length. Pararectal fat
appeared clean, whereas other parts of the
gastrointestinal tumor appeared normal. The barium
enema had evidence of mucosal edema, and multiple
filling defects were seen in the rectum (Figure 2). There
were also scattered short areas of mucosal edema at the
distal sigmoid colon. Otherwise, features were
suggestive of an ulcerative colitis. The patient
underwent panproctocolectomy and ileal pouch anal
anastomosis after consultation, and postoperative
recovery was uneventful. She was discharged after a
week. The result of histopathological examination was
consistent with ulcerative colitis with no evidence of
malignancy. Follow-up in the surgical outpatient
department clinic showed that she was well, with no
complications or complaints.

Figure 2. Barium enema showing narrowing of the rectum
with normal colon.

All procedures were performed in accordance with the
ethical standards laid down in the 1964 Declaration of
Helsinki and its later amendments. Informed consent
was obtained from the patient.

Discussion

The development of GIP may be related to the severity
of the disease in ulcerative colitis, but it occurs in Crohn
disease due to the duration of the disease itself (2). GIPs
are an uncommon manifestation, and their presence can
be correlated with the duration and the severity of IBD
(4). They are most commonly found in the transverse
colon, followed by the sigmoid and descending colon,
cecum, and splenic and hepatic flexure, but rarely in the
rectum (2, 5). The pathogenesis of GIP is multitude.
Others proposed repeated peristalsis and the fecal stream
as the cause of enlarged mucosal folds, whereas others
proposed that GIP is formed when the ulcerated colonic
mucosa is surrounded by granulation tissue leading to
healing of the inflamed colonic mucosa in a polypoidal
configuration during the regenerative phase (2, 4, 5).
Yada et al. reported that the time from diagnosis of
ulcerative colitis to GIP formation ranges from 3 to 276
months; it is suggested that GIP in ulcerative colitis
patients may result in severe stenosis of the colon (6).

GIP can be asymptomatic, but it usually presents with
diarrhea, rectal bleeding, abdominal pain, or even
palpable abdominal mass (4). There have also been
cases reported with partial or complete obstruction,
protein-losing enteropathy, intussusception, and anemia
(7, 8). Confusion may arise when diagnosing GIP
radiologically and endoscopically. This is seen
especially in patients with undiagnosed IBD or with
dysplasia-associated lesions or mass in patients with
IBD. Endoscopic biopsies with complete removal of the
isolated GIP and histopathological examinations are of
great importance and are essential for prompt diagnosis

(4).

Medical treatments are opted first for those with
symptoms of primary IBD or asymptomatic GIP.
Nonetheless, surgical resections are the hallmark of
treatment in cases with complications of GIP, such as
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intussusception, failed endoscopic polypectomy, or
colonic obstruction, as the recurrence of post-surgical
resections has not been reported before (3). However,
only one 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 (9). The
incidence of malignancy in a patient with ulcerative
colitis is 3-5%, indicating that the risk of malignancy is
equal in a patient having ulcerative colitis, with or
without GIP (6).

Conclusion

The development of GIP is related to the severity of
ulcerative colitis. It may present with intestinal
obstruction and lower gastrointestinal bleed, besides
being symptomatic. Although rare, it is most commonly
found in the transverse colon, followed by the sigmoid
and descending colon, cecum, and splenic and hepatic
flexure, but rarely in the rectum. The presence of GIP in
patients with ulcerative colitis does not increase the risk
of malignancy compared with the presence in patients
with ulcerative colitis only. The mainstay of treatment is
still medical treatment with surgery reserved for
complicated GIP.
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