
Inflammatory pseudotumor (IPT) is a rare benign tumor of unknown etiology that can occur in almost any organ system. It has neo-
plastic features such as local recurrence, invasive growth, and vascular invasion, leading to the possibility of malignant sarcomatous 
changes. The clinical presentations of colonic IPT may include abdominal pain, anemia, a palpable mass, and intestinal obstruction. A 
few cases of colonic IPT have been reported, but colonic IPT with pedunculated morphology is very rare. Furthermore, since it can 
mimic malignant polyps, understanding the endoscopic findings of colonic IPT is important for proper treatment. Herein, we present 
a case of colonic IPT with pseudosarcomatous changes, presenting as a large polyp, mimicking a malignant polyp in the cecum, along 
with a literature review. 
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INTRODUCTION 

Inflammatory pseudotumor (IPT) is a rare benign tumor that 
has been synonymously referred to as a plasma cell granulo-
ma or inflammatory myofibroblastic tumor.1 IPTs occur most 
commonly in the lung and the orbit of the eye. However, they 
have been reported to occur in almost every organ system.2 The 
exact etiology remains obscure. IPT has been associated with 
infections, such as the Epstein-Barr virus and human herpes vi-

rus, and is related to reactive cytokine production and previous 
abdominal surgery or trauma.3,4 Clinical presentation depends 
upon the affected organ. A palpable mass, fever, weight loss, 
malaise, pain, and site-specific symptoms are the most com-
mon presenting complaints or manifestations.5 Colonic IPT is 
a rare condition and can be mistaken for colon cancer.6 Among 
colonic IPTs, colonic IPT with a pedunculated morphology is 
even rarer. 

Here, we report an uncommon case of colonic IPT presenting 
as a large pedunculated polyp, mimicking a malignant polyp in 
the cecum. We also reviewed the endoscopic findings of report-
ed cases in the literature. 

CASE REPORT 

A 32-year-old female patient with no underlying disease was 
admitted to a local clinic complaining of right lower quadrant 
pain that persisted for 2 weeks. Abdominal computed tomog-
raphy (CT) performed at a local hospital revealed a soft-tissue 
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mass, measuring approximately 4 cm, and increased colonic 
wall thickness in the ascending colon and cecum (Fig. 1). As 
her symptoms did not improve following antibiotics for infec-
tious colitis, she was referred to the outpatient gastroenterology 
clinic in our hospital for further evaluation. She had an acutely 
ill-looking appearance. Physical examination revealed tender-
ness in the right lower quadrant. Laboratory analysis revealed 
that hemoglobin, total leukocyte count, platelet count, and seg-
mental neutrophils were 13 g/dL (reference range, 11.5-15.5 g/
dL), 9.28×103/dL (reference range, 4.0–11.0×103/dL), 502×103/

dL (reference range, 140–400×103/dL), and 67.9% (reference 
range, 40%–75%), respectively. Other chemical tests and tumor 
markers were within normal limits, except for a slight elevation 
of C-reactive protein (0.85 mg/dL). The patient underwent 
colonoscopy for evaluation of the colonic mass. Colonoscopy 
revealed an approximately 4–5 cm polypoid mass with a short 
stalk, thickly coated exudates, mucosal desquamation, and deep 
ulcers in the ascending colon and cecum (Fig. 2). A malignant 
polyp originating from an adenocarcinoma was suspected ini-
tially. Other malignant tumors, such as lymphoma and gastro-

Fig. 1. Abdominal computed tomography images. (A) A well-enhancing soft-tissue mass (blue arrow), measuring approximately 4 cm, at the 
ascending colon. (B) Increased colonic wall thickness (red arrow) of the ascending colon and cecum.

Fig. 2. Colonoscopic findings. (A, B) An approximately 4–5 cm polypoid mass with a short stalk, thickly coated exudates, mucosal desquama-
tion, and deep ulcers originating in the cecum.
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intestinal stromal tumor, were included as differential diagnoses 
because of the atypical endoscopic findings. Multiple biopsies of 
the desquamated surface and ulcers of the mass were obtained. 
The biopsy results showed marked pleomorphic and spindle 
cell proliferation with severe neutrophil infiltration. A pseudo-
sarcomatous stroma of the IPT was suspected. A laparoscopic 
right hemicolectomy was performed because the abdominal 
pain became more frequent and more severe while the patient 
was waiting for an outpatient review. The biopsy alone could 
not completely exclude malignancy. Grossly, the resected speci-
men revealed a 4.5×3.8×2.2 cm polypoid mass with a short stalk 
originating in the cecum (Fig. 3A). Microscopic examination 
revealed marked pleomorphic cell proliferation limited only 
to the mucosa and submucosa, with ulceration evident at low 
magnification (Fig. 3B) and marked pleomorphic and spindle 
cell proliferation with severe neutrophil infiltration at higher 

magnification (Fig. 3C). Based on the histological features, the 
mass was diagnosed as an IPT with pseudosarcomatous chang-
es. There was no infiltration of the local lymph nodes. 

The patient’s postoperative course was uneventful, and she 
was discharged on the fifth postoperative day. She did not have 
any complications during the 8-month follow-up period. 

DISCUSSION 

IPT is a rare benign lesion. Histologically, it is characterized 
by dominant spindle cell proliferation with acute and chron-
ic inflammatory cells.7 IPT may occur at any age with no sex 
predilection.8 Although IPT is a benign lesion, it presents with 
neoplastic features such as local recurrence, infiltrative growth, 
and vascular invasion, and therefore, there is a possibility of 
malignant sarcomatous changes.9 

Fig. 3. Gross and pathologic findings. (A) A well-defined pedun-
culated mass at the cecum. (B) Ulceration (red arrow) with marked 
pleomorphic cell proliferation limited to the mucosa and submucosa 
(hematoxylin and eosin stain, ×6). (C) Marked pleomorphic cell (red 
arrows) and spindle cell proliferation (yellow arrows) with severe 
neutrophil infiltration (blue dotted arrows) (hematoxylin and eosin  
stain, ×200).
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Colonic IPT is rare. In the study by Höhne et al.,6 only 17 cas-
es (1.7%) of colonic IPTs were identified among a total of 956 
IPT cases. Although its clinical symptoms are diverse depend-
ing on the location of the lesion, abdominal pain, a palpable 
mass, and occasionally intestinal obstruction are the most com-
mon signs and symptoms.2,5 Recently, Karaisli et al.10 assessed 
60 patients with colonic IPTs and presented a comprehensive 
review of the literature. In the literature review, a male predom-
inance (24 males and 15 females) was reported. Age-specific 
analysis revealed the highest incidence rates in patients aged 
0–18 years and 30–50 years. Preoperative or intraoperative bi-
opsy was performed in only 13 (21.7%) patients. The ascending 
colon (25%) was the most common location. The mean tumor 
diameter was found to be 6.21±3.31 cm. Regarding manage-
ment, 59 (98.3%) out of 60 patients underwent surgical resec-
tions, and one patient with unresectable IPT was managed with 
high doses of nonsteroidal anti-inflammatory drugs (NSAIDs). 
Seven (14.3%) out of 49 patients for whom follow-up data were 
available, the disease recurred locally. However, no distant me-
tastasis was observed. 

In our case, a 32-year-old female patient presented with in-
termittent abdominal pain in the right lower quadrant with 
intussusception. The preoperative colonoscopy and abdominal 
CT findings suggested a malignant polyp. The cause of IPT 
was obscured in our case. However, considering the abundant 
neutrophil and pleomorphic cell infiltration, an acute inflam-
mation caused by bacterial or viral infection was suspected. 
The patient underwent surgical resection. The mass resected 
from the cecum was a polypoid lesion (4.5×3.8×2.2 cm) with 
a pedunculated morphology. Colonic IPTs are often misdiag-
nosed as colonic carcinoma on abdominal CT, especially in 
older adults.10 A correct preoperative diagnosis of this disease is 
difficult because the radiologic findings are variable and non-
specific.11 Therefore, preoperative colonoscopic biopsy is highly 
recommended for an accurate diagnosis. However, this may be 
difficult in many patients because of severe abdominal pain and 
bowel obstruction. Another reason for the need for preopera-
tive colonoscopy is that endoscopic resection is possible in cases 
of small colonic IPT of pedunculated morphology. However, 
the data on endoscopic resection and endoscopic findings of 
colonic IPTs remain unclear. 

Endoscopic differential diagnosis of colonic IPT includes co-
lon cancer originating from adenocarcinomas and submucosal 
tumors, such as lymphoma and gastrointestinal stromal tumors. 
Our patient had two distinct endoscopic findings that are dif-

ferent from those in previous reports. First, the surface of the 
mass was covered with normal mucosa, except for the ulcerated 
lesion. This finding differs from that of adenomas or adeno-
carcinomas. Second, colonic IPT with a pedunculated polyp is 
rare. In the literature review, only two cases had a pedunculated 
morphology. In our patient, the mucosal desquamation of the 
mass suggested a submucosal tumor, but the stalk of the mass 
suggested a malignant polyp originating from an adenocar-
cinoma. Table 1 shows the endoscopic findings of 11 cases of 
colon IPTs reported in the PubMed database between 2000 and 
2020.8,10-17 Most of the lesions were large (2–3 cm) and polypoid 
in morphology. Two cases (No. 4 and 5) had a polypoid mass 
with a stalk, and two cases (No. 2 and 8) were accompanied 
by luminal stenosis due to infiltrative changes. Although there 
are differences in endoscopic findings depending on the time 
of diagnosis, most colonic IPTs have the characteristics of sub-
mucosal tumors and are accompanied by mucosal desquama-
tion, ulceration, and depression over time. Therefore, colonic 
IPT should be considered when a patient presents with a large 
polypoid mass that resembles a submucosal tumor with sur-
face changes, such as mucosal desquamation, ulceration, and 
depression. However, these endoscopic findings have also been 
observed in other malignant tumors. Hence, a colonoscopic bi-
opsy is necessary for an accurate definitive diagnosis. 

Surgical resection is the most important treatment option. 
NSAIDs, chemotherapy, radiation treatment, steroids, and 
cyclosporin A have been used as treatment modalities, but the 
benefits are still unclear.3,7 Treatment modalities other than sur-
gery may be attempted if it is impossible to resect the IPT and if 
the patient has comorbidities that contraindicate surgery. It has 
been reported that regression of non-resectable intra-abdomi-
nal IPTs with NSAIDs may be possible.18 Response to steroids 
is often unpredictable.2 Colonic IPT may recur after surgical 
resection. According to Karaisli et al.,10 colon IPT recurrence 
was confirmed in 14.3% of patients who were followed up after 
surgery. Local recurrence was detected from 2 months to 74 
months after surgery, but 83.3% of recurrences were confirmed 
within 18 months after surgery. Therefore, close and regular 
follow-up according to surveillance guidelines for postoperative 
colorectal cancer is required for these patients. 

We reported an uncommon case of colonic IPT with pseudo-
sarcomatous changes presenting as a large pedunculated polyp, 
mimicking a malignant polyp in the cecum, and reviewed the 
endoscopic findings of the cases reported in the literature. 
Correlations between endoscopic findings and colonoscopic 
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biopsy are important for proper treatment because it is difficult 
to radiologically differentiate colonic IPT from other malignant 
tumors, and endoscopic resection is possible in cases of small 
tumors or those with pedunculated morphology. 
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Table 1. Characteristics summary and endoscopic findings of colon IPT patients reported in the PubMed database from 2000 to 2020
Case  
no. Study Sex/age  

(yr) Location Diameter  
(cm) Endoscopic finding Treatment

1 Rosenbaum et al. (2000)12 M/73 Sigmoid 3.5 Polypoid mass with nodular surfaces Low anterior resection
2 Nakamura et al. (2010)13 F/82 NA NA Multiple, small polyps with luminal  

stenosis
Observation and follow-up

3 Tanaka et al. (2010)14 M/79 Ascending 2 Sessile mass with central depression Rt. hemicolectomy
4 Tanaka et al. (2010)14 M/79 Ascending 2 Polypoid mass with a short stalk Rt. hemicolectomy
5 Jeong et al. (2011)11 F/30 Splenic flexure 5 Polypoid mass with ulcers and a stalk Lt. hemicolectomy
6 Salameh et al. (2011)15 M/2.6 Sigmoid NA Polypoid mass covered with exudates Lt. hemicolectomy
7 Kim et al. (2012)8 M/35 Descending 3.9 Polypoid mass with shallow ulcers Low anterior resection
8 Satahoo et al. (2013)16 M/14 Rectum 6 Ulceroinfiltrative mass with luminal  

stenosis
Low anterior resection

9 Walia et al. (2014)17 F/10 Ascending 5 Polypoid mass with shallow ulcers Mid ascending colon segmental 
resection

10 Karaisli et al. (2020)10 M/42 Cecum 9 Polypoid mass with nodular surfaces Rt. hemicolectomy
11 Karaisli et al. (2020)10 M/40 Descending 6.5 Polypoid mass Lt. hemicolectomy

IPT, inflammatory pseudotumor; M, male; F, female; NA, not available; Rt., right; Lt., left.
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