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Abstract
Appelman et al described a radiographic appearance of numerous
long slender worm-like projections in the colon with a
normal haustral pattern and used the term filiform polyposis
(FP) to describe this entity. The pathogenesis of FP is uncertain.
It is mostly asymptomatic and incidentally diagnosed on
colonoscopy, in the setting of IBD. At endoscopy filiform
polyps are multiple finger-like projections located in the
transverse and sigmoid colon, amongst endoscopically
normal mucosa. Sigmoid colon is the most common location
of FP. Filiform polyps are benign; however, in 2014 a first case
of adenomas and invasive adenocarcinoma developed on
filiform polyps was reported. Therefore, biopsies should be
recommended in such cases. We report here the case of a 48
years old patient with IBD, who presents a FP diagnosed
fortuitously.
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encountered in the colon of patients with a history or
evidence of inflammatory bowel disease (IBD) [1]. Appelman
et al [2] first described in 1974 a syndrome involving the radiographic
appearance of numerous long slender worm-like or
filiform defects in the colon with a normal haustral pattern
and used the term filiform polyposis to describe this entity. [2]
Other terms, such as post-inflammatory polyps, giant pseudopolyposis,
and giant inflammatory polyposis, has been
used in the literature to describe that kind of polyposis. [3]
This picture illustrates the case of an asymptomatic and
incidentally diagnosed filiform polyposis in a 48 -year-old
female patient with a history of ulcerative colitis diagnosed 12
years earlier and referred to our center for endoscopic
follow-up. She was treated with long term oral aminosalicylates
(5 ASA) and never presented abdominal pain or bloody
stools. We had no recent endoscopic data of her IBD. Endoscopy
showed multiple thin straight shape polyps, resembling
headless polyps stalks, ranging between 1.5-3.0 cm in length
and 0.5 cm in diameter (fig A), with bridging between adjacent
polyps (fig B) in the transverse and sigmoid colon, amongst
endoscopically normal mucosa. There was no associated
diverticula and multiple biopsies were performed. Our patient
was in clinical and endoscopic remission from IBD.
FP is characterized by a large number of ‘‘wormlike’’ polyps
lined by normal colonic mucosa. It can occur anywhere in the
gastrointestinal tract, but the colon is the most involved site
where the sigmoid colon is the commonest location [4]. The
pathogenesis of FP is uncertain. The majority of cases occur in
the setting of IBD, it is generally believed that these benign
polyps are the results of an exuberant post-inflammatory
reaction [2]. [image: G:\bandicam 2017-09-26 12-03-08-957.jpg]

Figures : A straight shape resembling the stalks of headless polyps,
B bridging between adjacent polyps.
In patients with IBD, long-term inflammation of the colonic
mucosa with alternative periods of ulceration and healing are
incriminated in the development of these fingerlike polyps [5].
Although there is a strong association with IBD, there have
been reports on FP occurring in the absence of IBD [4]. There is
currently no physiopathological explanation for FP in patients
without IBD history [1, 5, and 6].
Filiform polyp has been encountered in other bowel inflammatory
conditions such as tuberculosis and even in “histiocytosis
X” [7] and in diverticular disease [8].
Some authors suggest that filiform polyps may be related to a
hamartomatous process including fibrovascular and neuromuscular
hyperplasia or disarray in their case series [1]. The
relationship between filiform polyps and neoplasia remains
unexplained.
Three cases of FP apart from any IBD, associated with adenomas
and intramucoal adénocarcinoma , which were distinct
from filiform polyps had been reported [6]. Despite these
unusual cases, FP can be considered as a benign condition,
without any risk of dysplasia or neoplasia [5].
adenomas and invasive adenocarcinoma developed on
filiform polyps in a patient without a past medical history of
IBD was reported [9]. Our patient showed no adenomatous
component. Given the large polyps intermittently proven to be
adenomas in reported series [5] and this association with
adenocarcinoma [9], periodic follow-up seems to be necessary
and biopsies should be recommended in all cases.
Despite the long clinical and endoscopic remission of ulcerative
colitis that lasted 12 years , our patient was scheduled for
a second look colonoscopy with biopsies of the largest
number of polyps and eventually endoscopic resection of the
adenomatous ones . This could be difficult to achieve given
the large number of polyps and malignancy could not be
excluded.
It was advocated that FP alone is not an indication for surgical
resection; however, complications, such as acute massive
bleeding or intestinal obstruction, may necessitate surgical
intervention [10]. After this reported association with adenocarcinoma
what are the therapeutic amendments to consider
in FP?
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