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Case Report

Complementary diagnostic and therapeutic approach of a rare 
inflammatory cloacogenic polyp—a case report
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Background: Inflammatory cloacogenic polyps (ICPs) are rare anorectal tumours considered part of the 
spectrum of mucosal prolapse manifestations. They can mimic various anorectal pathologies and are known 
to be associated with other colorectal pathologies. Current recommendations mandate complete excision for 
malignant transformation concerns, even though the chance of this occurring is infrequent. 
Case Description: An 88-year-old lady presented to our unit for colonoscopy following a year’s 
complaints of intermittent haematochezia previously attributed to internal haemorrhoids, for which she 
underwent bedside hemorrhoidal banding. Rectal examination revealed a soft, fleshy mass at the anterior 
rectal wall and index colonoscopy demonstrated a large, 30 mm sessile polyp in the anorectal junction. 
Lesion characterisation did not show neoplastic features, and targeted biopsies revealed an inflammatory 
picture. Following a discussion with the patient, the polyp was resected without complications 2 weeks later 
through the hybrid endoscopic submucosal dissection (ESD) technique. The subsequent histopathology was 
consistent with ICP: hyperplastic tubulovillous glands with elongated and irregular crypts with fibromuscular 
proliferation within the lamina propria. On surveillance colonoscopy 3 months later, the resected site has 
healed with no evidence of recurrence. Our patient remains well with no further complaints.
Conclusions: Despite the low incidence of ICPs, clinicians need to familiarise themselves with this benign 
entity as they can be mistaken for haemorrhoids (in our case), benign ulcers or even anorectal cancers. 
Careful antegrade and retrograde colonoscopic examination complemented with narrow-band imaging (NBI) 
and targeted biopsies are practical strategies for improving specimen yield. In terms of endoscopic treatment 
for lesions larger than 20 mm, hybrid ESD can be a viable alternative for centres that do not possess the 
technical expertise required of conventional ESD. Here, we described novel approaches to how NBI and 
hybrid ESD could complement current diagnostic and therapeutic strategies for ICPs.
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Introduction

Inflammatory cloacogenic polyps (ICPs) are a rare group of 
benign anorectal growths with comparable morphological 
and histological features to other pathologies seen in the 
full spectrum of ‘mucosal prolapse syndrome’ (1). Although 
the exact etiopathogenesis for ICP has yet to be defined, 
the current understanding is that they are likely to develop 
from recurrent mucosal ischemia and tissue regeneration. 
This proposed mechanism is analogous to other benign 
pathologies arising from separate anorectal regions, such 
as solitary rectal ulcer syndrome (SRUS), inflammatory 
‘cap’ lesions and prolapsing mucosal polyps, thus, forming 
a continuum of disorders that derives its primary problem 
from disordered contractions, which leads to mucosal  
injury (2,3).

Patients with ICP tend to present mainly with 
complaints of per rectal bleeding and tenesmus. Other 
known associated symptoms include constipation, excessive 
straining, anal swelling, and itching, although up to 20% 
can be asymptomatic, for which the ICPs are an incidental 
finding during colonoscopies performed for other 
indications (4). Diagnosis of ICPs during colonoscopy may 
be challenging as it can mimic other rectal pathologies such 
as benign ulcers, haemorrhoids, adenomas, and cancers. 
However, with the advent of high-definition colonoscopes 
and the increasing use of narrow-band imaging (NBI), 
lesion characterisation can assist in real-time diagnosis to 

prevent under or overtreatment (5). 
We recently encountered an elderly patient with 

a large anorectal ICP following a year’s complaint 
of haematochezia, in whom we performed an en-bloc 
endoscopic resection. Our case is unique as we are the 
second group to report the role of employing NBI in 
enhancing our diagnostic precision for ICPs and the first 
to describe the role of hybrid endoscopic submucosal 
dissection (ESD) as an option to the conventional ESD 
method for lesion excision. As opposed to the traditional 
ESD, which involves complete submucosal dissection, 
the hybrid ESD is a modified resection technique 
incorporating limited submucosal dissection followed 
by snare resection, thus, reducing procedural time 
without sacrificing patient and treatment outcomes. We 
present this case in accordance with the CARE reporting 
checklist (available at https://dmr.amegroups.org/article/
view/10.21037/dmr-22-70/rc).

Case presentation

Our patient is an 88-year-old lady who presented with 
complaints of intermittent rectal bleeding for one year. 
She was initially diagnosed with haemorrhoidal bleeding 
and underwent rubber band ligation. The treatment was 
successful, and her symptoms disappeared until a month 
later, when she started redeveloping hematochezia. Aside 
from her main complaint of rectal bleeding, she denied 
experiencing altered bowel habits, diarrhoea, constipation, 
appetite or weight loss, pain or mucus discharge during 
defecation, perianal itching, faecal incontinence or 
prolapsing masses through her rectum during bowel 
movements .  Her medical  comorbidit ies  included 
hypertension, dyslipidemia and nodal osteoarthritis, and her 
drug history was absent for antiplatelet and anticoagulation 
medications. Aside from consuming the occasional 
paracetamol for pain control, she denied taking traditional 
or herbal remedies. Clinical assessment was unremarkable 
except for the rectal examination that revealed a soft, flesh-
like mass on the anterior rectal wall though there was no 
evidence of active bleeding. Biochemical investigations, 
including her coagulation profile, were unremarkable. The 
rectal bleeding had not affected her haemoglobin and iron 
levels.

Index colonoscopy planned a week later demonstrated 
a large, 30 mm sessile polyp redder than the surrounding 
normal mucosa in the anterior wall of the anorectal 
junction. There were also multiple foci of fibrin deposition 

Highlight box

Key findings
• Narrow-band imaging (NBI) helps differentiate between neoplastic 

and non-neoplastic lesions. Newer endoscopic therapy, such as 
hybrid endoscopic submucosal dissection (ESD), is a feasible 
alternative to resect lesions arising from the anorectal region safely.

What is known and what is new? 
• Inflammatory cloacogenic polyps are rare anorectal tumours that 

infrequently harbour the risk for malignancy.
• Characterisation with NBI serves as an added filter to better define 

the lesion and assist in performing targeted biopsies to improve 
diagnostic yield. Aside from surgical excision, endoscopic resection 
is equally safe and can be used to achieve good outcomes for 
surgically unfit patients.

What is the implication, and what should change now? 
• The reliance on white-light imaging for endoscopic diagnosis may 

be inadequate. We highly encourage adopting NBI as a routine 
tool to complement detection and characterisation.
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on the lesion’s surface, indicative of an inflammatory 
mass (Figure 1). Further characterisation with NBI did 
not reveal a dysplastic mucosal surface, as the overlying 
microsurface pit patterns were arranged regularly despite 
being swollen from ongoing inflammatory activity  
(Figure 2). The initial biopsy was unhelpful, revealing 
only non-specific inflammatory features, and following 
discussion with the patient, we obtained informed consent 
for endoscopic resection to acquire a larger specimen for 
diagnostic clarification. For our case, we selected the hybrid 
ESD technique, which began with a generous submucosal 
injection with a blend of indigo-carmine, gelafundin and 
adrenaline, followed by circumferential mucosal incision. 
Next, we performed a limited submucosal dissection using 
the DualKnife J electrosurgical knife (Olympus Medical 
System, Tokyo, Japan) (Figure 3). We then carefully place 
the 20 mm SnareMaster Oval (Olympus Medical System) 
snare around the dissected submucosal plane and complete 
the procedure with hot snaring using the ERBE VIO 200D 
(ERBE Electromedizin GmbH, Tubingen, Germany) 
electrosurgical unit (Figure 4). We tackled minor bleeding 
with the snare-tip soft coagulation technique and closed 
the defect with several haemoclips (Figure 5). Our patient 
went home the same day after a short observation in the 
recovery bay and experienced no immediate or delayed 
complications. 

The resected specimen sent for pathological evaluation 
revealed key findings consistent with ICP: hyperplastic 
tubulovillous glands with elongated and irregular crypts 
with fibromuscular proliferation within the lamina propria 

Figure 1 Endoscopic view on rectal retroflexion demonstrates a 
large, 30 mm sessile polyp at the anterior rectal wall with multiple 
foci of whitish fibrin deposition. 

Figure 2 Narrow-band imaging characterisation of the anorectal 
lesion did not reveal any suspicious surface neoplastic features. 

Figure 3 Hybrid endoscopic submucosal dissection in progress. 

Figure 4 Complete lesion excision revealing exposed submucosal 
plane on the resection site following hot snaring. 
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(Figures 6,7). We repeated the colonoscopy three months 
later, for which the resected area had healed remarkably well  
with no endoscopic or histological recurrence (Figure 8).

All procedures performed in this study were in 
accordance with the ethical standards of the institutional 
and/or national research committee(s) and with the Helsinki 
Declaration (as revised in 2013). Written informed consent 
was obtained from the patient for publication of this case 
report and accompanying images. A copy of the written 
consent is available for review by the editorial office of this 
journal.

Discussion

ICPs are a peculiar group of anorectal tumours that can 
take on the gross appearance of either a sessile, semi-

pedunculated or pedunculated lesion while measuring an 
average of 10 to 50 mm in size (6). Morphologically, they 
are not too dissimilar from other benign and neoplastic 
pathologies and are known to coexist with other colorectal 
conditions such as internal haemorrhoids, diverticulosis, 
cancers, malabsorptive states, and Crohn’s disease (7). The 
connection between these concurrent disorders remains 
unclear, a knowledge gap that, if bridged, would assist in a 
better understanding of the aetiopathogenesis of ICP (8,9).

Figure 6 Gross specimen of the inflammatory cloacogenic polyp 
following resection and sample retrieval.

Figure 7 Histopathology findings in keeping with inflammatory 
cloacogenic polyp: hyperplastic tubulovillous glands with elongated 
crypts extending into the submucosal layer (yellow arrow) and 
thickened muscularis mucosa with fibromuscular proliferation 
within the lamina propria (blue arrow) (haematoxylin and eosin 
stain, magnification ×2). 

Figure 8 Endoscopic appearance of the mucosal scarring on 
narrow-band imaging, three months after resection, with no 
endoscopic evidence of recurrence.

Figure 5 Endoscopic closure of the submucosal defect with three 
haemoclips. 
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As a component by themselves, ICPs are generally 
benign owing to a vicious cycle of mucosal injury, reactive 
inflammation and subsequent reparative changes that 
lead to an overgrowth of fibromuscular tissue in the 
lamina propria (10). However, there have been instances 
where they reportedly undergo malignant transformation 
into cloacogenic carcinomas, prompting proposals for 
complete surgical excision or endoscopic resection, even 
in asymptomatic patients (9,10). Such potential risks of 
malignancy highlight the need for thorough detection 
during colonoscopy, including the much-debated benefit of 
performing endoscopic rectal retroflexion so as not to miss 
things. While some authorities advocated its usefulness in 
picking up more than 50% of neoplastic lesions missed in 
the antegrade view, recent prospective studies discovered 
that the role of retroflexion is limited to identifying other 
benign anorectal disorders, with no incremental yield in 
adenoma detection rates (11,12). This latter outcome sits 
very well with benign ICPs, as it would be impossible to 
inspect the anorectum by relying solely on antegrade views.

Separately, though recent improvements in colonoscope 
optics allow for easier differentiation between benign and 
malignant lesions, we must be mindful that white light 
imaging may be insufficient to arrive at a high-confidence 
diagnosis. And while there may be clues pointing toward 
the benign nature of polyps, such as the appearance of 
fibrin caps reminiscent of inflammatory polyps in our 
case, this can be misleading and cannot entirely exclude 
an underlying covert malignant component (13). In such 
instances, lesion characterisation by employing image-
enhanced endoscopy (with or without magnification) like 
NBI to study the vessel and surface patterns of the polyp 
is a valuable, complementary tool to differentiate between 
neoplastic and non-neoplastic lesions (14). Furthermore, 
the additional capability of NBI to assist in targeted biopsy 
acquisition is equally beneficial to ensure greater diagnostic 
yield upon histopathological assessment. 

Concerning management, the therapeutic pendulum has 
swung from surgery in favour of endoscopic resection in 
recent years, given the latter’s overall safety profile, lower 
morbidity and semi-invasiveness. After all, most ICPs are 
small to intermediate in size and require only conventional 
snare polypectomies, either through hot or cold snaring (15). 
However, larger polyps measuring more than 20 mm (with 
or without malignant transformation) are less common and, 
when encountered, would require advanced polypectomy 
techniques such as ESD to achieve en bloc resection (15,16). 

Currently, only one case report employed ESD in treating 
multiple ICPs with neoplastic transformation in an expert 
centre (17). 

The lack of uptake in utilising ESD as a resection 
modality is mainly due to the lack of expertise, its’ time-
consuming and the potential manoeuvrable difficulties 
in the anal canal, rendering the endoscope unstable. The 
development of hybrid ESD can address these technical 
issues by combining limited submucosal dissection and snare 
resection. During the dissection phase, the slightly splayed-
open mucosa permits adequate visibility of the submucosal 
space, thus preventing snare slippage and optimising 
resection to minimise the risk of leaving behind tumour 
residues (18). Nevertheless, recent systematic reviews and 
meta-analyses still favour the traditional ESD approach to 
obtain clear resection margins though hybrid ESD remains 
a feasible alternative, especially when technical expertise is 
unavailable for conventional ESD and patients are unfit for 
surgery (19). 

Our patient recovered without complications and was 
referred to a dietitian to advise on a high-fibre diet and 
increased fluid intake. The usual pharmacological agents 
of stool softeners and laxatives were also co-prescribed to 
minimise the risk of constipation and excessive straining in 
addressing the ICP’s pathogenesis (20). During subsequent 
follow-ups, there were no complaints of rectal bleeding, and 
a surveillance colonoscopy performed three months later 
demonstrated complete healing with no residual tumours. 
Although the current recommendation mandates ongoing 
endoscopic surveillance owing to the risk of recurrence, we 
need to balance these benefits against the inherent risk of 
procedural adverse events in an elderly patient with multiple 
comorbidities. 

Conclusions

In closing, we wish to highlight that ICPs are rare anorectal 
tumours that infrequently harbour the risk for malignancy. 
With the advent of high-definition endoscopy and NBI, 
detection and characterisation in rectal retroflexion have 
an incremental gain in reducing the chance of missed 
lesions and allowing for differentiation between benign and 
neoplastic pathology (12). In terms of endoscopic resection, 
newer alternatives are emerging fast, and we believe that 
hybrid ESD has come to the fore to complement situations 
where a conventional ESD is unattainable. Nevertheless, 
these modern diagnostic and therapeutic strategies would 
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require further research before implementation though 
we foresee this will be challenging owing to the rarity and 
under-recognition of ICP since its discovery in 1981.
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