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INTRODUCTION 
Inammatory broid polyp (IFP) is a rare tumor-like lesion that occurs 
throughout the GI tract of which the stomach is the most common site. 
Although occasional inammatory broid polyps have been reported 
in patients with Cowden syndrome, in chronic inammatory bowel 
disease including ulcerative colitis and Crohn's disease, and in a 
familial setting spanning three generations, there is no specic 
association between inammatory broid polyp and underlying GI 
diseases[¹]. IFPs are tumors of unknown etiology and of various sizes 
arising in the wall of the affected organ and involving different parts 
from mucosa to serosa. Although the exact etiology and the 
pathogenesis remain unclear, the lesion can be classied as a benign 
reactive one.
    
Clinically most patients present with weight loss, altered bowel habits, 
bleeding. Usually patients present to the emergency room with 
intermittent and colicky abdominal pain.[²]
   
Our case represents a rare nding of Crohn's disease in a background  
of inammatory broid polyp in the ascending colon.

Case History 
We had a 42 years old male patient complaining of intermittent, 
colicky abdominal pain and occasionally passing blood per stool for 
the past three months.  Physical examination revealed mild abdominal 
distension and tenderness. 

USG revealed a polypoidal lesion in the ascending colon. The 
radiological appearance was round, smooth, homogenous with a low 
central echogenicity. The skip-like areas were seen and the bowel walls 
thickened at intervals , imparting a characteristic “ thumb printing 
sign” on  radiology.

Colonoscopy ndings revealed a pedunculated polyp. Mucosa was 
otherwise unremarkable except for occasional aphthous ulcers. 

Immediately open laparotomy and surgical removal of the colon was 
done. We performed anti-Saccharomyces cerevisiae antibody , which 
came out to be positive.

Since there is no specic clinical or laboratory test that could conrm a 
diagnosis of crohns disease, the diagnosis is usually established based 
on a compilation of radiologic, endoscopic and pathological ndings.

Macroscopic Examination 
On gross examination , we found a segment of gut consisting of ileum 
measuring 9cm and colon measuring 7cm. There is a colonic polyp 
measuring 5cm in length , situated 4 cm away from the colonic 

resection margin. Thickening of the colonic wall was noted. Rest of the 
colonic mucosa appear attened with loss of haustrations. However, a 
few mucosal areas showed “ fat wrapping “ and " cobblestone " like 
appearance. (Fig;A)

Microscopic Examination 
Sections examined showed a polyp composed of bland spindle shaped 
and epithelioid type of cells arranged  in a loose oedematous stroma in 
an inammatory background, predominantly composed of eosinophils 
and histiocytes. The individual cells had a ne nuclear chromatin , 
inconspicuous nucleoli and a fair amount of eosinophilic cytoplasm.  
(Fig B)

In addition,  the surface mucosa  of  both the  polyp and the adjacent 
mucosa showed multiple ssuring ulcers and non caseating 
granulomas with few lymphoid follicles in the submucosa. Rare crypt 
abscess were noted. Mucodepletion was not marked. However  high 
grade dysplasia or malignancy was not identied. Sections from both 
the colonic and ileal resection  margins were unremarkable.(Fig C & 
D ).

ZN stain was performed which was negative for AFB. 
Immunohistochemistry for CD 34 showed focal and diffuse positivity 
for stromal cells , and around the granulomas. (Fig E)

Thus from the above histological ndings , the case was reported as 
“Inammatory broid polyp with features of idiopathic inammatory 
bowel disease favoring Crohn's colitis.”

DISCUSSION: 
Inammatory broid polyps are tumors involving the GI tract. Most 
patients diagnosed with IFPs located in the small and large bowel , 
often present with acute abdomen or rectal bleeding due to underlying 
chronic inammatory bowel diseases.

To the best of our knowledge , only four other cases  of IFP with 
Crohn's disease have been  presented  as case reports till date.

Shimer et al, rst described 2 cases of existence of  crohn's disease with 
IFP, among a series of 12 cases.[³]

Since its rst description by Vaneck in 1949, histogenesis of IFP 
remains ambiguous, the cellular origin of IFP remains obscure even 
today. [⁴]

Many etiologies have however been suggested regarding the origin of 
IFP. They were:
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Ÿ Presence of numerous eosinophils in the mucosa could suggest a 
fungal etiology, however this is not a distinctive histological 
nding.

Ÿ A possible neural hypothesis was reported , but that was conned 
only to gastric cases.

Ÿ The presence of smooth muscle bundles could suggest 
inammatory myobroblastic tumor over IFP.

Ÿ The lesion often presents in the form of a granulation tissue , may 
be due to a host response to trauma or tissue injury.

The list of differential diagnosis include benign tumors of the GI tract 
and eosinophilic gastroenteritis as well. The other differential 
diagnosis include inammatory myobroblastic tumor but 
inammatory broblastic polyp differs clinically since they occur at a 
younger age. Histologically IFP also presents with more brosis and 
less lymphocytic inltration.

As far as the correlation between IFP and Crohn's disease is concerned, 
we could not formulate a satisfactory etiopathogenetic link. It may be 
possible that the co-existence of IFP and Crohn's disease represent a 
reactive or reparative lesion.
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