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Editor’s quiz: GI snapshot

Recurrent colonic polyps
A 56-year-old man presented with a change in bowel habit to 
seven loose non-bloody stools a day. He had previously had a 
sigmoid resection for an endoscopic diagnosis of colonic malig-
nancy in 2015. Histology of the resection specimen, however, 
had only shown inflammatory polyps, attributed to the accom-
panying diverticular disease.

His current colonoscopy showed two malignant looking lesions 
in the descending colon (figure 1) and the hepatic flexure (figure 2) 
with multiple additional sub-5 mm polyps in the ascending colon 
(figure  3). The intervening colonic mucosa was inflamed with 
appearances suggesting ulcerative colitis. A CT scan showed a 12 

cm segment of thickening at the hepatic flexure. Mucosal biopsies 
showed chronic active inflammation in the intervening mucosa in 
keeping with ulcerative colitis but there was no neoplasia in the 
lesional biopsies. In view of the persisting clinical and radiolog-
ical concerns for malignancy, he underwent a subtotal colectomy 
following a multidisciplinary team discussion.

The resection specimen showed a large, friable, carpet-like 
polypoid mass within the ascending colon measuring 170×180 mm 
with other small polypoid lesions proximally. Within the left colon, 
there were two similar polypoid lesions, measuring 110×95 mm 
and 25×25 mm, and diverticular disease. Histology of these three 
lesions showed florid villiform projections of inflamed large bowel 
mucosa with no evidence of dysplasia or malignancy (figure 4).

QUESTION
What is the aetiology of the colonic lesions?

See page 960 for answer

Figure 1  Endoscopic view of the descending colon lesion in white 
light imaging.

Figure 2  Endoscopic view of the hepatic flexure lesion in white light 
imaging.

Figure 3  Endoscopic view of the ascending colon in while light 
imaging.

Figure 4  Wholemount section of colonic wall showing villiform 
mucosal fronds (black arrows) with intervening mucus and deep 
muscularis propria (arrowhead) (H&E).
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Editor’s quiz: GI snapshot

Recurrent colonic polyps
See page 888 for question

Answer
The endoscopic and histological features were consistent with 
giant inflammatory polyposis (GIP) associated with IBD. GIP is 
an uncommon benign lesion, usually associated with IBD.1–3 
Small inflammatory pseudopolyps are commonly seen in long-
standing IBD and represent inflamed regenerating mucosa that 
projects above the level of the surrounding mucosa.4 Rarely, they 
can form large polyps, typically in the transverse or descending 
colon, forming a tumour-like mass, mimicking malignancy.3 These 
giant polyps occur in Crohn’s disease and ulcerative colitis with 
similar frequency.4 They can also occur occasionally in divertic-
ular disease of the sigmoid colon.5 Clinically, patients with GIP 
may have symptoms and signs similar to IBD including diarrhoea, 
rectal bleeding and anaemia, but the spectrum is varied, ranging 
from asymptomatic patients to patients presenting with colonic 
obstruction.3 6 Patients with GIP will often undergo colectomy due 
to clinical concerns of malignancy and frequent presentation with 
colonic obstruction. A high index of suspicion based on endos-
copy and histology could result in avoidance of colectomy as 
medical therapy can be useful. For instance, complete regression 
of GIP has been reported after medical treatment of the underlying 
IBD with antitumour necrosis factor agents such as infliximab7 and 
adalimumab.8

Joseph Aslan,1 Thomas E Conley,1 Fiona Campbell,2 Philip J Smith,1 
Frances McNicol,3 Timothy Andrews,2 Sreedhar Subramanian ‍ ‍ 1

1Gastroenterology, Liverpool University Hospitals NHS Foundation Trust, Liverpool, UK
2Pathology, Liverpool University Hospitals NHS Foundation Trust, Liverpool, UK
3Colorectal Surgery, Liverpool University Hospitals NHS Foundation Trust, Liverpool, 
UK

Correspondence to Dr Sreedhar Subramanian, Gastroenterology, Liverpool 
University Hospitals NHS Foundation Trust, Liverpool L7 8XP, UK;  
​sreedhar.​subramanian@​liverpoolft.​nhs.​uk

Contributors  JA, TEC and SS were involved in the initial drafting of the manuscript. 
FC, PJS, FM and TA revised the manuscript. All authors were involved in final revision 
of the manuscript.

Funding  The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.

Competing interests  PJS has received speaker fee from Takeda and is an advisory 
board member for Celltrion. SS has received speaker fees from MSD, Actavis, Abbvie, 
Dr Falk pharmaceuticals, Shire and received educational grants from MSD, Abbvie, 
Actavis and is an advisory board member for Abbvie, Dr Falk pharmaceuticals and 
Vifor pharmaceuticals.

Patient and public involvement  Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication  Obtained.

Provenance and peer review  Not commissioned; externally peer reviewed.

© Author(s) (or their employer(s)) 2022. No commercial re-use. See rights and 
permissions. Published by BMJ.

To cite Aslan J, Conley TE, Campbell F, et al. Gut 2022;71:960.

Received 19 September 2020
Revised 22 October 2020
Accepted 22 October 2020
Published Online First 18 November 2020

Gut 2022;71:960. doi:10.1136/gutjnl-2020-323133

ORCID iD
Sreedhar Subramanian http://orcid.org/0000-0002-6483-1730

References
	1	 Yada S, Matsumoto T, Kudo T, et al. Colonic obstruction due to giant inflammatory 

polyposis in a patient with ulcerative colitis. J Gastroenterol 2005;40:536–9.
	2	 Zeki S, Catnach S, King A, et al. An obstructing mass in a young ulcerative colitis 

patient. World J Gastroenterol 2009;15:877–8.
	3	 Maggs JRL, Browning LC, Warren BF, et al. Obstructing giant post-inflammatory 

polyposis in ulcerative colitis: case report and review of the literature. J Crohns Colitis 
2008;2:170–80.

	4	 Kelly JK, Gabos S. The pathogenesis of inflammatory polyps. Dis Colon Rectum 
1987;30:251–4.

	5	 Katerji R, Huber AR. Giant inflammatory polyps in diverticular disease 
mimicking a colonic mass: a potential malignant Masquerader. Am J Case Rep 
2020;21:e923242.

	6	 Syal G, Budhraja V. Recurrent obstructive giant inflammatory polyposis of the colon. 
ACG Case Rep J 2016;3:e89.

	7	 Sánchez Melgarejo JF, Navarro B, Rubio JM, et al. Regression of a giant pseudopolyp in 
a patient with colonic Crohn’s disease after therapy with infliximab. Rev Esp Enferm Dig 
2019;111:801–3.

	8	 Abou Rached A, El Masri L, Nakhoul M. Complete regression of giant inflammatory 
polyp after treatment with adalimumab. Case Rep Gastrointest Med 2019;2019:1–4.

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://gut.bm

j.com
/

G
ut: first published as 10.1136/gutjnl-2020-323133 on 18 N

ovem
ber 2020. D

ow
nloaded from

 

http://dx.doi.org/10.1056/NEJMoa1108895
http://dx.doi.org/10.1136/bmj.c1269
http://dx.doi.org/10.3748/wjg.v26.i1.70
http://dx.doi.org/10.1038/s41395-018-0212-7
http://dx.doi.org/10.1177/0004563220985547
http://dx.doi.org/10.1038/s41416-020-01221-9
http://dx.doi.org/10.1016/j.gastrohep.2018.07.012
http://dx.doi.org/10.1038/s41575-019-0209-8
http://dx.doi.org/10.1186/s12916-016-0668-5
http://dx.doi.org/10.1097/MEG.0b013e328355cc79
http://dx.doi.org/10.1177/1756284820920786
http://dx.doi.org/10.1016/j.advms.2016.08.003
http://dx.doi.org/10.1016/j.giec.2020.02.002
http://dx.doi.org/10.1016/j.giec.2020.02.002
http://dx.doi.org/10.1002/ijc.33682
http://orcid.org/0000-0002-6483-1730
http://orcid.org/0000-0002-6483-1730
http://dx.doi.org/10.1007/s00535-004-1580-x
http://dx.doi.org/10.3748/wjg.15.877
http://dx.doi.org/10.1016/j.crohns.2007.10.007
http://dx.doi.org/10.1007/BF02556166
http://dx.doi.org/10.12659/AJCR.923242
http://dx.doi.org/10.14309/crj.2016.62
http://dx.doi.org/10.17235/reed.2019.6252/2019
http://dx.doi.org/10.1155/2019/5347637
http://gut.bmj.com/

	Oral famotidine versus placebo in non-­hospitalised patients with COVID-­19: a randomised, double-­blind, data-­intense, phase 2 clinical trial
	Question


