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INTRODUCTION

Ulcerative colitis (UC) is an autoinflammatory disease
that, together with Crohn’s disease (CD), accounts for the
vast majority of patients with inflammatory bowel disease
(IBD). (1) The current objectives of treatment are remis-
sion of clinical symptoms and mucosal healing visible to
endoscopy. (2) With these new treatment target, it is more
common to find endoscopically visible residual structural
alterations resulting from healing and repair of previously
affected mucosa. (3) One of these is pseudopolyposis.
(4) Pseudopolyps are polypoid neoplasias formed from
scar tissue at sites of previous inflammatory activity. They
reflect the severity the inflammation that had affected the
site. (4) The name “pseudopolyposis” is today considered
obsolete, since both histologically and macroscopically
these are true polyps. (S) The current recommendation is
that they be called postinflammatory polyps which may be
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either inflammatory polyps or filiform polyps. (6, 7) They
are twice as frequent in UC as in CD, (8) and they generally
do not produce symptoms and are almost always incidental
findings in routine and follow-up radiological and endosco-
pic studies. (9) Nevertheless, they may produce intestinal
bleeding or obstruction when they reach large sizes. (10) In
these latter cases, the treatment is surgical. Morphologically
they can mimic a neoplasm.

This article presents a patient who had extensive ulce-
rative colitis for five years but who is currently in clinical
and endoscopic remission. Generalized postinflammatory
polyposis was found in a colonoscopy study of recurrent
diarrhea control.

CLINICAL CASE

The patient is a 42-year-old man who had had extensive
ulcerative colitis for five years but is currently in clinical
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and endoscopic remission with a Truelove and Witts seve-
rity index of 6 points. (11) When the initial diagnosis was
made, the patient weighed 45 kg and was 1.90 m tall. He
currently weighs 100 kg and has been under treatment
with 3 g/day of mesalazine (MSLZ) in granules and 1 mg/
kg/day of azathioprine (AZA) for the past year. The usual
recommended doses of AZA from 2.5 to 3 mg/kg are not
being administered because MSLZ can increase AZA levels
resulting in higher risks of toxicity. (12) Due to the severity
of the patient’s clinical picture, biological therapy with anti-
tumor necrosis factor (anti-TNF) was proposed in first year
following diagnosis,. However, the treatment using MSLZ
was optimized by adding one enema/day of MSLZ and 40
mg/day of prednisone. Prednisone does were progressively
diminished after the first month until it was suspended.
He has had several recurrences including two documented
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Figure 1. Post-inflammatory polyps
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clostridium difficile infections which were treated with oral
metronidazole, and on the second occasion with oral 125
mg of vancomycin four times a day for 10 days.

The patient is currently in clinical remission except for recu-
rrent diarrhea secondary to irritable bowel syndrome. Fecal
calprotectin is normal. The hematic picture and liver pro-
file are normal. Follow-up total colonoscopy and ileoscopy
showed only postinflammatory polyps. The evaluation of the
colonic mucosa showed May scores of 0 or 1 in the various seg-
ments and disbursed postinflammatory polyps which, more
frequent in the sigmoid and transverse regions as shown in
Figure 1 (A-D). (13) Multiple biopsies of the colonic mucosa
and postinflammatory polyps were taken. The pathologist
reported focal hyperplasia of crypts without distortion of
their structure or inflammatory infiltrates. We concluded that
the alterations are residual reactive epithelial changes associa-
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ted with chronic quiescent colitis which correlates with the
residual underlying inflammatory process. The findings are
characteristic of scarring of the gastrointestinal mucosa. There
were no documented alterations suggesting compromise by
premalignant or neoplastic lesions which correlates with the
majority of the reports in the world literature.

Endoscopic follow-up was the standard for care of inflam-
matory bowel disease.

DISCUSSION

The term Filiform polyposis (FP) was first coined in 1974
by Appelman et al. to describe a radiological clinical syn-
drome that most frequently affected patients with IBD. The
associated imaging findings mainly affected the sigmoid
colon with numerous filiform defects similar to worms and
a pattern of normal haustra. (14, 15)

Other terms such as giant pseudopolyposis and giant
inflammatory polyposis and have been used in the litera-
ture to describe this type of polyposis. (16)

Postinflammatory polyps are polypoid neoplasms that
develop during mucosal healing processes after severe
long-term inflammation. (17)

Although the pathogenesis of these structures is not
known with accuracy, (18) it is thought that they may
represent foci of cell proliferation in response to a previous
episode of severe inflammation. (19) Mechanical trac-
tion and peristalsis progressively produce elongation and
coalescence of several proliferation foci could determine
polyps’ final sizes. (20)

Postinflammatory polyps occur more frequently UC
than in CD. It is presumed that this is due to greater muco-
sal inflammation in UC in which prevalence ranges from
12.5% to 75%. (22) It is more often found in colectomy
pieces than in endoscopic examinations. (21,22)

The presence of postinflammatory polyps increases with
the extent and severity of the disease. Although they are most
frequently described within the limits of the mucosa of the
colon, they have been described in the esophagus, stomach
and small intestine in patients with Crohn’s disease. (23)

Although UC and CD are the inflammatory diseases
most frequently associated with postinflammatory polyps,
they have also been described in infectious, ischemic, and
necrotizing colitis. (24)

Based on macroscopic features and extent of lesions,
these postinflammatory polyps are classified as shown in
Table 1. (25)

Giant lesions have been subclassified in the following
categories (26):

« Localized multiple pseudopolyposis
« Localized giant pseudopolyposis
« Generalized pseudopolyposis

«  Finger-like pseudopolyposis.

Table 1. Types of post-inflammatory polyps

Generalized polyposis Generalized polyps less than 5 mm

Localized multiple polyposis ~ Focal polyps less than 5 mm

Filiform polyposis Thin non-lobulated polyps of variable

distribution

Focal or diffuse distribution of polyps
of more than 15 mm

Giant polyposis

Clinical presentation may not vary from the specific
symptoms of IBD such as diarrhea, bleeding, anemia,
weight loss and abdominal pain. (27) However, in some
cases, there is a sensation of the presence of an abdominal
mass sensation or the appearance of complications such as
intussusception or mechanical intestinal obstruction due
to the presence and size of the polyps. (28)

Long-term treatment with MSLZ, steroids and AZA has
been reported to decrease the size of these lesions, even if
they are gigantic. (29)

Recent reports highlight the value of anti-TNF for con-
trolling outbreaks of extra-colonic proliferation, mainly in
the esophagus, for those patients whose initial therapy has
failed and who have persistent symptoms. (23-30)

Polyps are lined with normal edematous or superficially
ulcerated colonic mucosa. The stalk is often more fibrous
and vascular but may also contain smooth muscle fascicles.
Segmental cases and cases associated with stenosis can be
confused with neoplasia. (31)

The vast majority of microscopic examinations of biop-
sies show marked fibrosis with relatively well conserved
histological architecture. (32) It is common to find crypt
hyperplasia and nonspecific focal inflammation, and to
find inflammatory infiltrate on the lamina propria mucosae
associated with lymphoid hyperplasia. These findings are
generally considered to be benign. (33) The most severe
cases are related to erosions, transmural extension and
lymphatic hyperplasia which are related to intense inflam-
matory involvement. (34) Non-polypoid segments are of
great importance since this is where the precursors of neo-
plastic lesions have frequently been documented. (35)

Immunohistochemical analysis using anti-Ki67 and anti-
pS3 antibodies in tissue fragments can be a complementary
tool for establishing abnormal patterns of cell proliferation and
thereby identifying the substrate to tumor pathology. (36)

The importance of postinflammatory polyps is that
they may be correlated with increased risk of colon cancer
associated with IBD or may be premalignant lesions. (37)
Rutter et al. found that the odds ratio (OR) of these lesions
for ACEIL is 2.29 (95% CI: 1.28 to 4.11), and Velayos et al.
found a similar risk with an OR of 2.29 (95% CI: 1.28 to
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4.11). (38, 39) In addition, findings of giant postinflam-
matory polyps with dysplasia around them in patients with
long-standing UC may be confused with mass-associated
dysplasia. (38, 39)

In addition, the relationship between polyp size and sus-
ceptibility to histological alterations has been established
in case series, and large polyps are often found to be ade-
nomas. (40,41)

In view of all of this, it seems that more frequent follow-
ups are necessary. Although there is no indication for pro-
phylactic colectomy to manage these lesions, surgery must
be performed in order to obtain a complete histopathologi-
cal study when endoscopic, radiological or clinical findings
point to neoplasia. (42)

Surgical management is indicated when the lesions are
giant and produce mechanical complications and when
there is dysplasia in the areas adjacent to the lesions. (43)

There is currently no agreement about how to moni-
tor these lesions. At the moment, the standard of care for
patients with UC is to monitor them with great care by
colonoscopy and biopsies taken from both the polyps and
the mucosa adjacent to them plus random polypectomy of
some of the lesions. (44, 45)

Some authors recommend intensifying the endoscopic
follow-up of patients with postinflammatory polyps espe-
cially when there are large focal lesions (greater than 15
mm). The guideline calls for at least one annual endoscopic
control. (46, 47)

CONCLUSION

Postinflammatory polyps are frequently found in patients
with inflammatory bowel disease (IBD) who are in clinical
and endoscopic remission.

They are considered a consequence of the severe
underlying inflammatory activity. At present, they are not
considered to be premalignant lesions, but recent reports call
for closer endoscopic follow-up including a histopathologi-
cal study of the lesion and adjacent healthy mucosal areas.
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