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CASE REPORT

An obstructing mass in a young ulcerative colitis patient
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Abstract

We present a case of a 19-year-old female who
developed subacute obstruction due to giant
inflammatory polyps, having undergone treatment for
left-sided ulcerative colitis. This is followed by a review
of the literature.
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INTRODUCTION

Giant inflammatory polyps occur rarely in ulcerative
colitis patients. The presentation is often insidious
and the endoscopic appearance can be alarming. The
following case illustrates these points.

CASE REPORT

A 19-year-old female student presented to Hemel
Hempsted General Hospital in May 2006 following a
20-d history of bloody diarrhea. The patient was on no
regular medications at the time of admission. She had no
significant past medical history apart from iron deficiency
anemia [hemoglobin 7.4 g/dL, mean corpuscular volume
(MCV) 67.3] with raised inflammatory markers (C-reactive
protein; CRP, 89 mg/L). Flexible sigmoidoscopy
demonstrated left-sided colitis and subsequent biopsies
confirmed it to be ulcerative colitis. She received a short
course of oral prednisolone (40 mg) and balsalazide
(2.25 mg tds) with rapid improvement. At the time
of her follow-up appointment in July 2000, she was
asymptomatic.

At a subsequent clinical appointment in September
2000, the patient complained of increasing nausea,
lethargy and borborygmi. Blood taken at the time revealed
a microcytic anemia (hemoglobin 9.8 ¢/dL, MCV 78)
despite being on ferrous sulfate and an albumin of
19 g/1L.. Her CRP was < 3 mg/L. She was readmitted
to our hospital in November 2006 having developed 10
episodes of watery diarrhea a day. She was treated with
steroids for exacerbation of colitis, started on azathioprine
and discharged from our hospital. Over the subsequent
months, the patient continued to complain of worsening
lower abdominal pain, vomiting and lethargy. She was
readmitted for investigation and her admission blood
analysis revealed CRP < 3 mg/L. Her abdominal X-ray
was unremarkable. She underwent a flexible sigmoidoscopy
to assess the extent of inflammation. There was no
evidence of active ulcerative colitis, but the discovery of
a mass at the splenic flexure prompted further imaging
with computed tomography (Figure 1). Because of the
obstructive nature of the mass and the fact that the
mass extended along the transverse colon, the patient
underwent an extended right hemicolectomy with primary
anastomosis (Figure 2). The histology of the mass revealed
it to be an inflammatory pseudo-polyp with no evidence
of dysplasia. She subsequently made a good postoperative
recovery with a normalization of all blood results.

DISCUSSION

Giant inflammatory polyps (GIPs), also known as filiform
polyposis or pseudo-polyps, are defined as being more
than 1.5 cm in diameter. First described in 1965 they
can occur in both ulcerative colitis and Crohn’s disease,
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Figure 1 Abdominal computed tomography showing a mass at the splenic
flexure.

Figure 2 Resected specimen revealing an inflammatory pseudo-polyp
with no evidence of dysplasia.

although the former is more common. They occur most
commonly in females with pancolitis at the age of 20-40
years, diagnosed 1-5 years prior to presentation with
GIPs. There is a predilection for the transverse colon,
although the condition has been described at all colonic
sites. GIPs can present in a number of different ways,
including crampy abdominal pain, anemia, obstruction,
hypoproteinemia and palpable abdominal mass™ .

Its presentation and endoscopic findings may mimic
those of a colonic tumor. There are no pathognomonic
signs to confidently differentiate colonic pseudo-
polyp clinically, radiologically or endoscopically from
villous adenoma, dysplasia-associated lesion or mass
or carcinoma”. The pathogenesis is deemed to be
abnormal healing in the form of enthusiastic post-
inflammatory regeneration” '), GIPs have been
found in both quiescent and active diseases'"” which
may represent detection at different stages in their
development. Balazs has found further evidence for
this"” from the histopathological analysis of GIPs which
shows changes similar to those described in delayed
type hypersensitivity''¥, Treatment is currently surgical
in all previously described case reports, as most of the
patients present with obstruction, and because of the

size of the polyp.

We believe that GIPs should be suspected more
often in young patients with colitis presenting with
obstruction. Hypoalbuminemia is an interesting aspect
that has been previously reported and attributed to an
etiology similar to that of Menetrier’s disease. Although
non-specific in the appropriate clinical context, its
presence should add further suspicion for the presence
of GIPs!"™>',
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