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Rezumat

Polipii inflamatori mioglandulari colorectali: o serie de
æapte cazuri æi revizuirea literaturii

Introducere: Polipul inflamator mioglandular reprezintã un
tip de polip non-neoplazic distinct, cu localizarea cea mai
frecventã la nivel distal, recto-sigmoidian. Polipul a fost
descris pentru prima datã de Nakamura şi colaboratorii sãi,
şi prezintã câteva aspecte histologice particulare. 
Material şi metodã: Prezentãm o serie de şapte cazuri (doi
pacienåi de sex masculin şi cinci de sex feminin) cu polipi
mioglandulari cu localizãri de la 15 la 40 cm de orificiul
anal. Patru pacienåi au prezentat sângerãri rectale, ceilalåi
polipi fiind descoperiåi incidental.
Rezultate: Dimensiunile polipilor au variat între 4-30 mm în
diametrul maxim. Macroscopic, leziunile au prezentat o 
consistenåã fermã şi o suprafaåã netedã, roşiaticã. Examenul
histologic al probelor prelevate a evidenåiat glande de tip
hiperplastic cu dilataåii chistice izolate, proliferare neregulatã
de fibre musculare, o cantitate variabilã de åesut de granulaåie
(de obicei minimã), fãrã leziuni evidente de displazie epitelialã.
Toåi polipii au fost excizaåi endoscopic fãrã prezenåa de 
complicaåii ulterioare.
Concluzii: Polipii inflamatori mioglandulari sunt entitãåi 
distincte histopatologice, dar cu o patogenezã incertã, care
poate include un traumatism local al mucoasei, prolaps 
mucosal sau leziuni ischemice. Având o patologie benignã acest
tip de polip poate fi rezecat endoscopic, tratamentul chirurgical
fiind rezervat pentru rare cazuri selectate.

Cuvinte cheie: polip inflamator mioglandular, polip inflamator,
polip colorectal, sindrom de prolaps mucosal, polip

Abstract
Introduction: Inflammatory myoglandular polyp is an unusual
but distinct, non-neoplastic type of colorectal polyp, com-
monly with a distal localization at the recto-sigmoidian level.
It was first described in 1992 by Nakamura and his colleagues
and it is considered to have few particular histological features.
Material and methods: We report a series of seven cases (two
male and five female patients) of myoglandular polyps with
different localization from 15 to 40 cm from anus. Only four
out of seven cases presented with rectal bleeding, the others
polyps we incidentally discovered.
Results: The polyps varied between 4 and 30 mm in the 
maximum diameter. Grossly, they had firm consistency and
smooth reddish surface. Histological examination of the 
specimens revealed hyperplastic glands with occasional cystic
dilatation, proliferation of smooth muscle with no regular 
distribution, a variable amount of granulation tissue (usually
minimal) and no evidence of epithelial dysplasia. All the lesions
were removed endoscopically without any complications.
Conclusions: Inflammatory myoglandular polyps are distinct
histopathological entities, with insufficiently investigated
pathogenesis that can include local trauma, mucosal prolapse
or ischemia. Being benign they can be removed endos-
copically, surgical treatment being reserved in selected cases. 
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IntroductionIntroduction

Inflammatory mioglandular polyp (IMGP) is a rare, benign
polyp described for the first time by Nakamura in 1992 (1).
Since then, a number of 68 cases were reported in the 
literature. The non-neoplastic lesion has three particular histo-
logical features: hyperplastic glands with rare cystic dilatation,
granulation tissue and smooth muscle proliferation. Usually,
the polyp has a distal localization but there are few cases 
discovered in descending - ascending colon (2-14), the cecum
area (15) and in the terminal ileum (16).

We present a new series of seven patients with IMGP
with recto-sigmoidian localization which were removed
endoscopically.

Cases presentationCases presentation

Seven patients were admitted to the Fundeni Clinical Hospital
(two male and five female patients) with ages between 36-61
years, specify, four of them with symptoms of rectal bleeding.
No patient had past medical history of inflammatory bowel
disease.

Endoscopically, four cases presented as pedunculated
lesions and three cases were sessile polyps, located 15 to 40
cm from the anus (Table 1). Grossly, the polyps revealed
lesions with smooth reddish surface and firm consistency at
the biopsy (Fig. 1). In two cases we received biopsy speci-
mens for histological analysis.  All the polyps were removed
endoscopically with no complications after polypectomy.  

The microscopic examination of the H&E stains
revealed a mucosa with hyperplastic glands, with occasional
cystic dilatations, proliferation of smooth muscle with no
regular distribution, a variable amount of granulation tissue
(usually minimal), without epithelial dysplasia (Fig. 2, 3).

DiscussionsDiscussions

IMPG is a distinct lesion of the recto-colon mucosa with an
unclear pathogenesis which can include focal trauma,
ischemia and mucosal prolapse.  

No. Age/Sex Symptoms Site Size/Type

1. 35/M Rectal bleeding 30 cm 25 mm/
pedunculated

2 61/F Rectal bleeding 40 cm 10 mm/
pedunculated

3. 35/F Rectal bleeding 15 cm 8 mm/
pedunculated

4. 56/F - 20 cm 10 mm/sessile
5. 46/F Rectal bleeding 20 cm 30 mm/

pedunculated
6. 56/M - 40 cm 10 mm/sessile
7 38/F - 25 cm 4 mm/sessile

Table 1. Macroscopic features and clinical details of seven new
cases of IMGPs

Figure 2. Colonic polyp with architectural distortion, focal cystic
glands and proliferation of muscular fibers in lamina
propria, HE stain, x40

Figure 3. Detail of muscular proliferation and isolated cystic
dilatation of mucosal glands, HE stain, x100

Figure 1. Endoscopic view of a colonic IMGP with reddish,
polilobated surface and focal erosions
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IMPG can be asymptomatic, incidentally discovered at
colonoscopy, but usually is associated with rectal bleeding, as
in four of our cases. Also a fecal occult bleeding associated
with anemia, constipation or abdominal pain can occur. 

Since 1992, when Nakamura described the first IMGP, a
number of 68 cases with different localizations were discovered
and published in the literature (13, 14, 15). Most of the cases
were located in the left colon. Of all 68 cases, a number of 33
(48.5%) were described in the sigmoid, 10 (14.7%) in the 
rectum, 14 (20.6%) in the transverse colon, 7 (10.3%) in the
descending colon, 2 (2.9%) in the ascending colon, 1(1.5%) in
the cecum and 1 (1.5%) in the ileum. 

Out of 27121 colonoscopies performed in the Clinic of
Gastroenterology and Hepatology of the Fundeni Clinical
Institute between January 1997 and June 2011, 9515 were for
polypectomies/polyp biopsies. Of these 9515 polyps, 7 were
myoglandular inflammatory polyps.

The differential diagnosis includes other non-neoplastic
polyps (Table 2) which could have some common histological
features with IMGP: inflammatory polyp, juvenile polyp, polyp
secondary to prolapse syndrome, inflammatory “cap” polyp,
Peutz-Jeghers polyp and inflammatory fibroid polyp. (Fig. 4)

Inflammatory polyps secondary to inflammatory bowel 
diseases have two histological findings similar with IMGP:
irregular cystic dilatation of gland and inflammation but no
smooth muscle proliferation in lamina propria.

Juvenile polyps present prominent cystic dilated glands
but we should not identify any muscle fibers in corion (Fig. 5).
It is important to differentiate a juvenile polyp because recent
studies showed a recurrence (17) after polypectomy and they
could have malignant potential of transformation (18).  

Polyps secondary to mucosal prolapse syndrome – inflam-
matory cloacogenic polyps or polypoid prolapsing mucosal folds
- present fibroconnective tissue and muscular proliferation in
the lamina propria in different proportions, without branching
or arborizing architecture, with no cystic gland dilatations. In
polypoid cases a villiform feature can mimic a villous adenoma
(Fig. 6). These lesions usually were found in older patients than
IMGPs. There was no correlation between diverticular disease
and IMGP (19). There are some authors that consider IMGP as
a part of the prolapse-induced inflammatory polyps (20, 21).
But, as in our old case presentation (8), we agree with others
authors who consider IMGP as a distinct entity.

Table 2. Differential diagnosis of inflammatory myoglandular
polyp

Polyp Histological findings

Inflammatory myoglandular Inflammatory granulation tissue
polyp Proliferation of smooth muscle

Hyperplastic glands with cystic
changes

Inflammatory polyp No smooth muscle in lamina
propria
Irregular cystic dilated glands
Marked inflammation

Mucosal prolapse syndrome Obliteration of lamina propria
- inflammatory cloacogenic by interglandular fibromuscular
polyp proliferation; villiform 

configuration.
Inflammatory “cap” polyp No muscular hyperplasia

Elongated tortuous glands merge
into inflammatory cap of 
granulation tissue

Inflammatory fibroid polyp Proliferation of  myofibroblasts
Infiltration of inflammatory cells
(eosinophils) 

Juvenile polyp Prominent cystic dilated glands
No muscle fibers in lamina 
propria
No proliferation of muscularis
mucosae

Peutz-Jeghers polyp Prominent arbor smooth muscle
bundles
Lacks retention cysts
Usually no dysplastic features

Figure 4. Inflammatory “cap” polyp – disruption of glandular
architecture, superficial granulation tissue, HE stain,
x100

Figure 5. Juvenil polyp – cystic glands dilatation, acute and
chronic inflammation and capillary dilatation in 
lamina propria, HE stain, x40
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Inflammatory “cap” polyps are usually multiple, covered by
a granulation tissue cap (Fig. 4) with no muscle hyperplasia and
associated with inflammatory bowel diseases or colonic cancer
(22). Symptoms include mucous diarrhea and tenesmus.

Peutz-Jeghers polyps are lesions with irregular, nodular 
surface as endoscopically appearance and consist of branching
bundles of smooth muscle fibers covered by normal colonic
mucosa on histology examination. They have a low risk of
malignancy (23) and usually present with symptoms of obstruc-
tion and abdominal pain.

Inflammatory fibroid polyp, frequently occur at gastric (24),
small intestinal level and rarely in recto-colon. They are histo-
logically characterized by a proliferation of spindle cells with
abundant inflammatory cells, in particular eosinophils (25). A
recent study (26) found similar mutation with gastrointestinal
stromal tumors and considers them true neoplastic benign
lesions.

The diagnosis of IMGPs could often be made by biopsy, as
in two of our cases, but sometimes the specimen is superficial
and does not intercept muscular proliferation. The examina-
tion of the polypectomy specimen can reveal whole histologi-
cal features and the differential diagnosis will be accurate.

The treatment for IMGPs consists of endoscopic polypec-
tomy because they are clinically and histologically benign
lesions with no malignant potential. The exceptions are very
large polyps (over 4-5 cm) with sessile appearance and with par-
ticular localization which can make difficult the endoscopic
excision, with an increased risk of bleeding and perforation (9,
13).

There were no reports of recurrence after endoscopic resec-
tion (14), including our cases, with a follow up of few years after
polypectomy.

ConclusionsConclusions

We report a new series of seven inflammatory myoglandular
colo-rectal polyps, distinct entities which associate particular

histological features.
The gold standard therapy for IMGP is endoscopic resec-

tion especially when it is symptomatic, and surgical treatment
is reserved only in selected cases. 

The IMGPs should be differentiated from other colonic
polyps, some of them with neoplastic potential. The patho-
genesis is unclear possibly including chronic trauma, ischemia
or prolapse syndrome but more studies are required in the
future.

AcknowledgementAcknowledgement

This paper is partially supported by the Sectoral Operational
Programme Human Resources Development, financed from the
European Social Fund and by the Romanian Government
under the contract number POSDRU/89/1.5/S/64153.

ReferencesReferences

1. Nakamura S, Kino I, Akagi T. Inflammatory myoglandular
polyps of the colon and rectum. A clinicopathological study
of 32 pedunculated polyps, distinct from other types of polyps.
Am J Surg Pathol. 1992;16(8):772-9.

2. Gómez Navarro E, del Río Martín JV, Sarasa Corral JL, Melero
Calleja E. Myoglandular inflammatory polyp located in the distal
end of the rectum. Rev Esp Enferm Dig. 1994;85(1):45-6. [Article
in Spanish]

3. Nagata S, Sumioka M, Sato O, Miyamoto M, Watanabe C,
Yamada H, et al. Five cases of inflammatory myoglandular
polyp. Nihon Shokakibyo Gakkai Zasshi. 1998;95(2):145-50.
[Article in Japanese]

4. Bhardwaj K, Mohan H, Chopra R, Bhardwaj S, Sachdev A.
Inflammatory myoglandular polyp of rectum. Indian J
Gastroenterol. 1998;17(2):63-4.

5. Harada N, Chijiiwa Y, Yao T, Koyanagi M, Ono Y, Motomura
S. Inflammatory myoglandular polyp. J Clin Gastroenterol.
1999;29(1):104-5.

6. Fujino Y, Orii S, Nakamura S, Sugai T, Saito S, Yamaguchi T,
et al. Five cases of colorectal inflammatory myoglandular
polyps. Gastroenterological Endoscopy. 2001;43:1281-6.  

7. Moriyama T, Matsumoto T, Hizawa K, Tada S, Fuchigami T,
Iwai K, et al. Inflammatory myoglandular colorectal polyps: a
case series of nine patients. Endoscopy. 2003;35(4):363-5.

8. Becheanu G, Stamm B. Inflammatory myoglandular polyp-a
rare but distinct type of colorectal polyps. Pathol Res Pract.
2003;199(12):837-9.

9. Kayhan B, Küçükel F, Akdoğan M, Ozaslan E, Küçükbaş TA,
Atoğlu O. Inflammatory myoglandular polyp: a rare cause of
hematochezia. Turk J Gastroenterol. 2004;15(2):117-9.

10. Tashiro M, Yoshikawa I, Matsuhashi T, Yamasaki T, Nishikawa S,
Taguchi M, et al. Images of interest. Gastrointestinal: inflamma-
tory myoglandular polyp of the colon. J Gastroenterol Hepatol.
2005;20(7):1123.

11. Kanzaki H, Hirasaki S, Okuda M, Kudo K, Suzuki S. Lobulated
inflammatory myoglandular polyp in the ascending colon
observed by magnifying endoscopy and treated with endoscopic
polypectomy. World J Gastroenterol. 2008;14(30):4838-40.

12. Hirasaki S, Okuda M, Kudo K, Suzuki S, Shirakawa A.
Inflammatory myoglandular polyp causing hematochezia.
World J Gastroenterol. 2008;14(34):5353-5.

13. Chung SH, Son BK, Park YS, Jo YJ, Kim SH, Jun DW, et al.

Figure 6. Cloacogenic polyp – villous configuration, inflammation
and no dysplasia, HE stain, x100

616



617

Inflammatory myoglandular polyps causing hematochezia. Gut
Liver. 2010;4(1):146-8. Epub 2010 Mar 30.

14. Hirasaki S, Kanzaki H, Matsubara M, Suzuki S. Inflammatory
myoglandular polyps: a case series of four patients and review
of the literature. Gastroenterol Res Pract. 2010;2010:984092.
Epub 2010 Apr 11.

15. Meniconi RL, Caronna R, Benedetti M, Fanello G, Ciardi A,
Schiratti M, et al. Inflammatory myoglandular polyp of the
cecum: case report and review of literature. BMC Gastroenterol.
2010;10:10.

16. Griffiths AP, Hopkinson JM, Dixon MF. Inflammatory myoglan-
dular polyp causing ileo-ileal intussusception. Histopathology.
1993;23(6):596-8.

17. Pillai RB, Tolia V. Colonic polyps in children: frequently 
multiple and recurrent. Clin Pediatr (Phila). 1998;37(4):253-7.

18. Agnifili A, Rossi M, Pistoia F, Lombardi L, Schietroma M,
Carloni A, et al. Endoscopic diagnosis and treatment of juvenile
solitary polyps, in the light of the unusual but proven neoplastic
potential. Ann Ital Chir. 2001;72(1):73-8. [Article in Italian]

19. Kelly JK. Polypoid prolapsing mucosal folds in diverticular 
disease. Am J Surg Pathol. 1991;15(9):871-8.

20. Bhathal PS, Chetty R, Slavin JL. Myoglandular polyps. Am J

Surg Pathol. 1993;17(8):852-3. Comment in Am J Surg
Pathol. 1994;18(7):749-50. Comment on Am J Surg Pathol.
1992;16(8):772-9. 

21. Chetty R, Bhathal PS, Slavin JL. Prolapse-induced inflammatory
polyps of the colorectum and anal transitional zone.
Histopathology. 1993;23(1):63-7.

22. Williams GT, Bussey HJR, Morson BC. Inflammatory cap
polyps of the large intestine. Br. J. Surg., 1985, 72(Suppl):133

23. Salloch H, Reinacher-Schick A, Schulmann K, Pox C,
Willert J, Tannapfel A, et al. Truncating mutations in Peutz-
Jeghers syndrome are associated with more polyps, surgical
interventions and cancers. Int J Colorectal Dis. 2010;25(1):97-
107. Epub 2009 Sep 2.

24. Guåu E, Ghidirim G, Mişin I, Iakovleva I, Vozian M. Bleeding
gastric inflammatory fibroid polyp (Vanek's tumor). Chirurgia
(Bucur). 2010;105(1):137-40. [Article in Romanian]

25. Shimer GR, Helwig EB. Inflammatory fibroid polyps of the
intestine. Am J Clin Pathol. 1984;81(6):708-14.

26. Schildhaus HU, Büttner R, Binot E, Merkelbach-Bruse S,
Wardelmann E. Inflammatory fibroid polyps are true neoplasms
with PDGFRA mutations. Pathologe. 2009;30 Suppl 2:117-20.
[Article in German]


