Case: A 69 year-old man with a history of gastrointestinal polyps presents with occult blood in the stool
and iron deficiency anemia. He reports no weight loss, melena or hematochezia. Colonoscopy shows a
3.5 cm, pedunculated polyp in the splenic flexure oozing blood. Gross and microscopic pictures of the
polyp are shown below.

Figure 1. Polypectomy specimen. Polyp bisected showing cystic spaces
filled with mucinous material. Inset: Colonoscopy. Hemorrhagic polyp
in splenic flexure.
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What is your diagnosis?

A. Colitis cystica profunda
B. Isolated juvenile polyp

C. Inflammatory fibroid polyp containing cystically dilated glands

D. Inflammatory myoglandular polyp

E. Mucinous adenocarcinoma



Answer and Discussion:
C. Inflammatory fibroid polyp containing cystically dilated glands

This case is that of an inflammatory fibroid polyp (IFP) containing cystically dilated glands. The gross
photo shows a polypoid lesion containing cystic spaces with mucinous material. Microscopic
examination shows a submucosal lesion composed of cystically dilated glands filled with mucin in a
background of fibrovascular proliferation with abundant eosinophils and focal sclerotic changes. The
glandular epithelium showed no atypia.

IFP is a rare benign lesion of unknown etiology which usually forms a solitary mass in the luminal
gastrointestinal tract.! IFP was first described by Vanek in 1949, as “submucosal granuloma with
eosinophilic infiltration”.> Only 4% of the at least 1,000 cases of IFP reported in the literature have
been described in the colon and rectum.?*° The histological and immunohistochemical
characteristics of IFP have been studied mostly in gastric polyps*®!11213 a5 70% of the reported IFPs
have been found in the stomach.?

Most colonic polyps are pedunculated (68%) and tend to occur proximally.® Although all age groups
are affected, IFP typically presents in the 5% to 7" decade of life.? Clinical presentation varies
depending on anatomic site. Abdominal pain and hematochezia are the most common symptoms of
colonic IFPs.>

The etiology of IFPs is enigmatic. Proposed mechanisms range from an inflammatory process in
response to injury to a hamartomatous or neoplastic process.'® A study by Lasota et al. showed
consistent expression and common mutational activation of PDGFRA in small intestinal IFPs, which had
also been found in their gastric counterparts, suggesting that these lesions should be considered
PDGFRA-driven benign neoplasms.?

Microscopic examination of IFP reveals numerous small vessels and fibroblasts in association with an
inflammatory infiltrate consisting predominantly of eosinophils. The fibroblasts are typically arranged
concentrically around the small vessels in an “onion-skin”-like fashion.? At least four distinct histologic
patterns have been described, namely classical fibrovascular, nodular, sclerotic and edematous.*

This case is unique in that it presented as a polyp in the splenic flexure of the colon and showed
cystically dilated glands containing mucin, a pattern which has not been described in the literature
thus far, to the best of our knowledge.

A colonic IFP with cystically-dilated glands must be differentiated from other entities presenting with
mucin-containing, cystic spaces such as colitis cystica profunda (CCP), isolated juvenile polyp (1JP),
inflammatory myoglandular polyp (IMGP), and, most importantly, mucinous adenocarcinoma. CCP,
which consists of mucin-filled cysts beneath the muscularis mucosa, can also present as a polypoid
lesion.**1° IJP is the most common gastrointestinal polyp in children, but it is not an uncommon entity
in adults.'® IMGP is a colorectal polyp displaying cystically dilated glands which can look grossly like
IFP.17'® However, the exuberant fibrovascular proliferation with predominantly eosinophilic
inflammatory infiltrate, which characterizes IFP is not seen in these entities. In mucinous
adenocarcinoma, the pools of mucin dissect through the stroma and are partially lined or filled by
malignant epithelium.*®

IFPs may be removed endoscopically. Recurrence of these benign entities is rare.?

Choice A is incorrect: Colitis cystica profunda consists of mucin-filled cysts beneath the muscularis
mucosa and can also present as a polypoid lesion; however, there is no associated fibrovascular
proliferation or eosinophilic inflammatory infiltrate.



Choice B is incorrect: Isolated juvenile polyp is the most common gastrointestinal polyp in children, but
it is not an uncommon entity in adults. Microscopically, there is granulation tissue and ulceration
covering abundant cystically dilated glands filled with mucus in an edematous and inflamed stroma.

Choice D is incorrect: Inflammatory myoglandular polyp is a colorectal polyp displaying cystically dilated
glands which can look grossly like an inflammatory fibroid polyp; however, the exuberant fibrovascular
proliferation with predominantly eosinophilic inflammatory infiltrate, which characterizes inflammatory
fibroid polyps, is not seen in these entities. Inflammatory granulation tissue in the lamina propria
mucosae, and proliferation of smooth muscle are also seen in inflammatory myoglandular polyps.

Choice E is incorrect: In mucinous adenocarcinoma, the pools of mucin dissect through the stroma and
are partially lined or filled by malignant epithelium.
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