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Abstract
A case of inflammatory myoglandular polyp (IMGP) 
causing hematochezia is reported. The patient was a 
33-year-old man who visited our hospital for further 
evaluation of hematochezia. Colonoscopy revealed 
a red, hard, spherical peduncular polyp with erosion 
and mucous exudation, about 20 mm in diameter, 
in the descending colon. Excluding the polyp, 
there was no lesion in the colorectum. Endoscopic 
polypectomy was performed. Histological examination 
of the specimen revealed inflammatory granulation 
tissue in the lamina propria, proliferation of smooth 
muscle, and hyperplastic glands with variable cystic 
changes. This polyp was diagnosed as an IMGP. 
The symptom of hematochezia was resolved after 
endoscopic resection. Our case shows that treatment 
is necessary for IMGP if intestinal bleeding occurs 
and endoscopists should be aware of the endoscopic 
characteristics of IMGP.
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INTRODUCTION
In f l ammator y myog landu la r po lyp ( IMGP) i s 
characterized by inflammatory granulation tissue in 
the lamina propria[1], proliferation of  smooth muscle[2], 
and hyperplastic glands with variable cystic changes[3-7]. 
Only a small number of  cases have been reported 
and the pathogenesis and natural history remain 
unclear[8-12]. Herein, we describe a relatively rare case of  
inflammatory myoglandular polyp causing hematochezia.

CASE REPORT
A 33-year-old man presented with the symptom of  
hematochezia. He was in good health with no specific 
family or past medical history. His body temperature 
was 36.7℃, blood pressure was 148/82 mmHg, and 
radial pulse rate was 70 beats/min and regular. He had 
neither anemia nor jaundice. Neurological examination 
revealed no abnormal findings. Abdominal palpation 
revealed tenderness in the left lower quadrant. Routine 
hematological examination and biochemical tests were 
within normal limits. Colonoscopy revealed a red, hard, 
spherical peduncular polyp with erosion and mucous 
exudation, about 20 mm in diameter, in the descending 
colon (Figure 1). With conventional colonoscopy, 
the lesion did not show type Ⅲ or Ⅳ pit pattern 
although magnifying colonoscopy was not performed. 
We speculated that this polyp was non-neoplastic. 
It was suspected to be an inflammatory polyp from 
endoscopic findings although it should be distinguished 
from a juvenile polyp. An air contrast barium enema 
also revealed a pedunculated polyp in the descending 
colon (Figure 2). Excluding the polyp, there was no 
lesion in the colorectum. We speculated that the polyp 
in the descending colon was the causative lesion of  
hematochezia. Endoscopic polypectomy was performed. 
At polypectomy, polyp erosion was healed (Figure 3). 
Histological examination of  the specimen revealed 
inflammatory granulation tissue in the lamina propria, 
proliferation of  smooth muscle, and hyperplastic glands 
with variable cystic changes (Figure 4). The lesion was 
diagnosed as an IMGP. After endoscopic polypectomy, 
the symptom of  hematochezia was resolved.
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DISCUSSION
IMGP is a non-neoplastic colorectal polyp, first 
described by Nakamura et al [1]. IMGP is solitary, 
pedunculated and rarely, covered by a fibrin cap, and 
follows a benign course. Also, IMGP has no association 
with inflammatory bowel diseases and is located not 
only in the rectosigmoid, but also in the descending and 
transverse colon[3]. In the present case, it was located 
in the descending colon. Although the pathogenesis of  
IMGP remains unknown, Nakamura[1] proposed that 
chronic trauma from intestinal peristalsis may contribute 
to the pathogenesis of  IMGP. 

Only a small number of  IMGP cases have been 
reported. According to Fujino et al [8], a review of  

the literature revealed 48 cases of  IMGP in the large 
intestine up to 2001. However, recent advances in 
diagnostic techniques, especially the widespread use of  
colonoscopy for colorectal tumors, have enabled us to 
identify small and asymptomatic polyps, and reports 
on IMGP of  the colon have been increasing[9,10]. Fujino  
et al[8] described that the macroscopic appearance is the 
pedunculated type in 83.3% of  cases. In that report, 
the sites of  IMGP in the large intestine were studied 
and 47 of  48 cases (97.9%) had lesions in the rectum to 
transverse colon. Thus, IMGPs of  the large intestine are 
predominantly in the distal colon[8,9]. IMGPs in the colon 
are usually asymptomatic and often detected incidentally 
on barium enema or endoscopy[8-10]. Another review 
of  the literature revealed that the main clinical feature 
of  colorectal IMGPs is hematochezia[10,11]. Endoscopic 
characteristic findings include (1) pedunculated or 
semipedunculated, (2) red and (3) smooth, spherical and 
hyperemic surface with patchy mucous exudation and 
erosion[8,9]. In the present case, the endoscopic findings 
of  the polyp were compatible with those of  IMGP.

As to therapy, IMGP of  the large intestine can best 
be removed endoscopically, because it is thought to be 
clinically and histologically benign. Most Japanese cases 
have been treated with polypectomy or endoscopic 
mucosal resection (EMR)[5,7-11]. If  we could confirm 
the histological diagnosis of  small colonic IMGPs by 
endoscopic biopsy, endoscopic resection of  IMGP might 
be unnecessary because IMGP follows a benign course. 

Figure 1  Endoscopy showing a red, hard and spherical peduncular polyp, 
about 20 mm in diameter, in the descending colon.  

Figure 2  Double contrast radiograph 
of descending colon showing an about 
20 mm peduncular polyp.

←

Figure 3  The second colonoscopy showing a healed polyp.

Figure 4  Microscopic findings of the polypectomy specimen. Low-power 
view of a cross section showing a stalked polyp containing numerous 
cystically dilated glands (A) and inflammatory granulation tissue in the 
lamina propria mucosae and proliferation of smooth muscle (B).
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However, the diagnosis of  colorectal IMGPs could 
seldom be made by endoscopic biopsy and the final 
diagnosis of  colonic IMGP depends on the pathological 
findings of  EMR or endoscopic polypectomy specimens. 
Endoscopic or surgical treatment is necessary if  
gastrointestinal bleeding[9] or colonic intussusception 
occurs. Local excision of  the polyp is curative. Kayhan 
et al[12] have reported a case of  large IMGP (> 6 cm) that 
was too large to be removed endoscopically, and was 
thus treated with surgical resection. We consider that the 
percentage of  patients with colonic IMGP who undergo 
surgical resection will decrease and endoscopic resection 
will increase in the future because of  recent advances in 
diagnostic technologies such as improved endoscopic 
images.

In conclusion, we report a case of  IMGP causing 
hematochezia. IMGP should generally be taken into 
consideration as a differential diagnosis of  peduncular 
polyp of  the colon. IMGP of  the large intestine is not 
fatal and patients remain asymptomatic in their daily lives 
except for gastrointestinal bleeding or bowel obstruction. 
Therefore, it is likely that there are many latent patients 
with IMGP who might be incidentally discovered in the 
future. Endoscopists should be aware of  that IMGP may 
exhibit the aforementioned endoscopic characteristics 
and may cause hematochezia. The causes of  IMGP are 
still obscure, and further accumulation of  cases may 
disclose their pathogenesis.
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