
Question: A 53-year-old woman visited our medical cen-
ter after experiencing mucous bloody stools, tenesmus, and 
frequent defecation with lower abdominal pain for the past 
three weeks. She reported having similar symptoms inter-
mittently for the last two years. On physical examination, 
the abdomen was mildly distended and soft, with no focal 
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tenderness or palpable mass. Hemoglobin level was 14.6 g/
dL, white blood cell count was 4,190/mm3, platelet count 
was 228,000/mm3, and inflammatory markers, including 
erythrocyte sedimentation rate and CRP, were not increased. 
A stool occult blood test yielded a positive result, but white 
blood cell and Clostridium difficile toxin assays of stool were 
negative. 

Colonoscopy, performed after complete bowel prepara-
tion, showed two polyps in the ascending colon. They were 
removed using an endoscopic snare and electrocurrent. 
There were multiple large elevated geographic erythematous 
lesions with exudate in the rectosigmoid area. The surround-
ing mucosa was preserved (Fig. A). Multiple endoscopic 
biopsy specimens were taken from the centers and margins 
of the lesions in the rectosigmoid area. The pathology report 
revealed chronic active colitis with crypt abscess and goblet 
cell depletion. We administered oral metronidazole and cip-
rofloxacin to control the patient’s symptoms, but the patient’s 
symptoms persisted. Follow-up sigmoidoscopy, performed 
two weeks later, revealed multiple sessile erythematous 
lesions covered by inflammatory exudates covering in a 
caplike fashion (Fig. B). The pathology report noted inflam-
matory exudates and disrupted colonic mucosa (Fig. C). The 
rectal mucosa showed acute and chronic inflammation in 
the lamina propria, with a cap of granulation tissue and fi-
brin covering the surface (Fig. D) The non-neoplastic lesion 
consisted of elongated hyperplastic crypts (Fig. D). What is 
the diagnosis for this lesion?

Answer to the Images

Inflammatory cap polyposis is a rare but distinct disease 
with characteristic endoscopic and histological findings.1,2 
Endoscopy shows multiple inflammatory erythematous 
colonic polyps, consisting of polyposis, located from the 

rectum to the sigmoid colon. These polyposis-like lesions 
are covered with fibrinopurulent exudates that appear like 
a cap.3 The most common symptoms are frequent defeca-
tion and bloody, mucous diarrhea with abdominal pain and 
tenesmus. Symptoms last for weeks or months. Women are 
more frequently afflicted than men. The origin and epidemi-
ology of inflammatory cap polyposis are unknown. Several 
pathogeneses, including a form of IBD, an infectious origin, 
and association with mucosal prolapse syndrome or abnor-
mal colonic motility, have been suggested.1,3 Diagnosis of 
this disease is made on the basis of endoscopic and histolog-
ical findings and clinical manifestations. A specific treatment 
strategy has not been established. Several case reports have 
suggested some treatment modalities: anti-inflammatory 
agents, antibiotics, immunomodulators, and endoscopic and 
surgical therapy.2,4 We tried to resolve the inflammation with 
a two-week course of mesalazine, but the patient’s symp-
toms worsened. Next, we administered oral beclomethasone 
for two weeks. The symptoms improved after five days of this 
treatment. Endoscopy performed one month later showed 
that the condition had resolved (Fig. E). 
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