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A
n

 infl
am

m
atory

 m
yoglandular

 polyp

 (IM
G

P)

 or

 N
akam

ura
polyp

 is

 a

 rare,

 sm
ooth-surfaced,

 non-cancerous

 polyp,

 red-
dish

 in

 colour,

 and

 m
ost

 often

 found

 in

 the

 distal

 colon.

 It

 is
characterised

 by

 typical

 histological

 fi
ndings

 w
hich

 differen-
tiate

 it

 from

 other

 non-cancerous
 polyps. 1

From

 a

 pathology
point

 of

 view
,

 there

 are

 three

 typical
 characteristics:

 infl
am

-
m

atory

 tissue

 infi
ltrating

 the

 lam
ina

 propria;

 sm
ooth

 m
uscle

proliferation;

 and

 the

 presence

 of

 hyperplastic

 glands

 that
can

 form

 cysts. 2

W
e

 

present

 

the

 

case

 

of

 

a

 

69-year-old
 

m
an

 

referred
to

 the

 endoscopy

 unit

 for

 colonoscopy

 follow
ing

 a

 posi-
tive

 faecal

 occult

 blood

 test.

 T
he

 patient

 denied
 having

had

 any

 gastrointestinal

 sym
ptom

s

 and

 claim
ed

 his
 bow

el
habit

 w
as

 regular

 w
ith

 no

 blood

 or

 m
ucus

 in

 his

 stools.
O

n

 physical

 exam
ination,

 his

 abdom
en

 w
as

 non-tender
 on

palpation,

 w
ith

 no

 relevant

 fi
ndings.

 Blood

 tests

 show
ed

 a
haem

oglobin

 level

 of

 12.9

 g/dl

 w
ith

 no

 other

 results

 of

 note.
T

he

 colonoscopy

 fi
ndings

 w
ere

 as

 follow
s:

 in

 the

 ascend-
ing

 colon,

 4

 cm

 from

 the

 ileocaecal

 valve,

 a

 pedunculated
polyp

 (Paris

 classifi
cation

 0-Ip)

 w
ith

 a

 peduncle

 m
easuring

10

 m
m

 and

 a

 head

 m
easuring

 30

 m
m

 w
ith

 a

 lobulated

 appear-
ance

 and

 eroded

 surface

 (Fig.

 1A
).

 Endoscopic

 polypectom
y

w
as

 perform
ed

 w
ith

 loop

 diatherm
y

 in

 the

 sam
e

 procedure,
after

 subm
ucosal

 injection

 w
ith

 diluted

 adrenaline

 solution,
indigo

 carm
ine

 and

 hydroxyethyl

 starch,

 subsequently

 plac-
ing

 a

 haem
ostatic

 clip

 in

 the

 w
ound.

 T
he

 polyp

 w
as

 retrieved
w

ith

 a

 Roth

 net

 and

 histological

 study

 revealed

 a

 tissue
form

ed

 by

 glandular

 proliferations

 w
ith

 cystic

 dilations

 sep-
arated

 by

 w
alls

 of

 sm
ooth

 m
uscle

 fi
bres

 associated

 w
ith

granulation

 tissue

 (Fig.

 1B).

F
ig

u
re

 1

 

(A
)

 Large

 pedunculated

 polyp

 (0-Ip)

 identifi
ed

 during

 endoscopic

 study.

 (B)

 Infl
am

m
atory

 m
yoglandular

 polyp

 com
posed

of

 lobules

 of

 hyperplastic

 and

 dilated

 crypts,

 separated

 by

 bands

 of

 fi
brom

uscular

 tissue,

 w
ith

 granulation

 tissue

 (H
&

E

 200
×

).
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T
he

 IM
G

P

 w
as

 initially

 described

 by

 N
akam

ura

 in

 1992

 in

 a
series

 of

 32

 patients

 w
ho

 had

 solitary

 non-cancerous

 colonic
polyps,

 m
ost

 of

 them

 pedunculated,

 w
ith

 a

 sm
ooth

 red
surface,

 and

 predom
inantly

 distal

 to

 the

 splenic

 fl
exure. 3

Since

 then,

 76

 cases

 of

 IM
G

P

 have

 been

 published

 w
ith

the

 follow
ing

 distribution:

 40

 (52.6%
)

 in

 sigm
oid

 colon;

 14
(18.4%

)

 in

 transverse

 colon;

 11

 (14.5%
)

 in

 rectum
;

 seven
(9.2%

)

 in

 descending

 colon;

 tw
o

 (2.6%
)

 in

 ascending

 colon;
one

 (1.3%
)

 in

 caecum
;

 and

 one

 (1.3%
)

 in

 term
inal

 ileum
.

O
ut

 

of

 

the

 

total,

 

84%

 

w
ere

 

pedunculated

 

and

 

16%

 

ses-
sile,

 generally

 w
ith

 a

 sm
ooth,

 reddish

 m
ucosa,

 although
occasionally

 w
ith

 a

 lobulated

 appearance. 1,2,4,5
T

he

 patho-
physiology

 of

 these

 lesions

 is

 still

 not

 fully

 understood.
T

he

 cause

 w
as

 fi
rst

 thought

 to

 be

 traum
a,

 w
ith

 the

 ini-
tial

 events

 being

 dam
age

 and/or

 m
ucosal

 prolapse

 caused
by

 transit

 through

 the

 bow
el

 of

 form
ed

 stools

 and

 peristal-
sis,

 w
hich

 are

 m
ore

 m
arked

 in

 the

 distal

 colon.

 H
ow

ever,
in

 

the

 

case

 

reports

 

published

 

m
ore

 

recently,

 

as

 

in

 

our
patient,

 w
e

 see

 that

 these

 lesions

 can

 also

 occur

 in

 m
ore

proxim
al

 areas

 of

 the

 colon,

 and

 w
e

 therefore

 presum
e

there

 m
ust

 be

 other

 additional

 factors

 involved

 in

 their
developm

ent. 1
A

lthough

 IM
G

P

 can

 be

 asym
ptom

atic,

 low
gastrointestinal

 bleeding

 is

 the

 m
ost

 com
m

on

 sym
ptom

 and
m

ay

 appear

 clinically

 in

 the

 form

 of

 haem
atochezia,

 fae-
cal

 occult

 blood

 or

 chronic

 anaem
ia.

 In

 som
e

 patients

 w
ith

large
 polyps,

 gastrointestinal

 sym
ptom

s

 such

 as

 abdom
i-

nal

 pain
 and

 constipation

 have

 been

 reported. 2
D

iagnosis
is

 m
ade

 from
 histological

 study

 of

 the

 polyp

 sam
ple,

 usually
obtained

 by
 endoscopic

 polypectom
y,

 on

 identifi
cation

 of
the

 typical

 pathology

 characteristics

 discussed

 above.

 T
he

polyp

 biopsy

 study
 can
 som

etim
es

 be

 inconclusive

 if

 prolif-
eration

 of

 sm
ooth

 m
uscle

 cannot

 be

 identifi
ed

 or

 because
the

 sam
ple

 is

 too

 superfi
cial,

 and

 this

 can

 lead

 to

 an

 incor-
rect

 diagnosis.

 In

 som
e

 cases
 reported

 in

 the

 literature,
the

 resection

 w
as

 carried

 out
 surgically. 1

It

 is

 im
portant

to

 m
ake

 a

 differential

 diagnosis
 w

ith

 other

 non-cancerous
polyps,

 such

 as

 infl
am

m
atory

 polyps,
 infl

am
m

atory

 ‘‘cap’’
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polyposis,  polyps  secondary  to mucosal  prolapse,  fibroid
inflammatory  polyps,  juvenile  polyposis,  or  the polyps  in
Peutz-Jeghers  syndrome.  The  distinction  is  essentially  based
on  the  clinical  context  of  the patient  and  the  histological
findings.1 IMGP  have a  good  prognosis,  since they are both
clinically  and  histologically  benign,  with  no known  malignant
potential.  Moreover,  to  date  no  cases  of  recurrence  have
been  reported  following  endoscopic  resection  of  this type of
polyps.1,2

In  conclusion,  the inflammatory  myoglandular  polyp  is  a
rare  type  of  non-cancerous  colorectal  polyp  with  distinctive
histological  characteristics  and  it is  unusual  to  find  one  in
the  ascending  colon.
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Cervicothoracic abscess secondary to
transesophageal ultrasound-guided
fine  needle aspiration�

Absceso cervicotorácico secundario a punción
con aguja fina guiada por ecografía
endoscópica transesofágica

The  histological  diagnosis  of  intrathoracic  and  lung  can-
cers  is a  diagnostic  challenge  for  which  there  are
several  techniques  available.  Transoesophageal  endoscopic
ultrasound-guided  fine-needle  aspiration  (EUS-FNA)  biopsy
of  mediastinal  lymphadenopathy  has been associated  with
infectious  complications,  such  as  mediastinitis  and  medi-
astinal  or  thoracic  abscesses.1 The  most  common  bacteria
to  cause  such  complications  are Enterococcus  faecium  and
Streptococcus  viridans.2 Streptococcus  anginosus  belongs
to  the  group  of  viridans  streptococci  which  mainly  inhabit
the  oropharynx  and  the gastrointestinal  tract.  Although
infections  with  a  tendency  to  abscess  formation  have  been
described  in  patients  with  dental  problems  and  poor oral
hygiene,3 the  finding  of  this pathogen  in  an  intrathoracic
abscess  is  less  common.

� Please cite this article as: Tejero-Pintor FJ, Blanco-Álvarez
JI, Bailón-Cuadrado M,  Rodríguez-López M. Absceso cervico-
torácico secundario a punción con aguja fina guiada por
ecografía endoscópica transesofágica. Gastroenterol Hepatol.
2019;42:35---36.

We  present  the case  of  a  61-year-old  male  smoker,
with  no other  relevant  medical  history,  who  came  to  Acci-
dent  and  Emergency  with  a month-long  history  of  facial
oedema.  On  examination,  upper  extremity  oedema  was
noted,  with  swollen  neck  and  distension  of  both  jugu-
lar  veins.  The  blood  test  was  normal.  In  view  of  these
findings,  the  patient  was  admitted  for  investigation,  begin-
ning  with  a  chest  X-ray  in which  mediastinal  widening  was
identified.  Cervical/thoracic  computerised  tomography  scan
showed  a spiculated  nodule  in the  right  upper  lobe,  in  addi-
tion  to  a mediastinal  mass measuring  3  ×  4  cm  which was
invading  and  obstructing  the  superior  vena  cava  (Fig.  1A).
With  the diagnosis  of  superior  vena cava  syndrome,  intra-
venous  methylprednisolone  was  administered  and  a stent
was  inserted  in the  vein. A week  later,  in order  to clarify
the aetiology,  an EUS-FNA  (22  F) was  performed,  with  three
passages  through  the  oesophagus,  obtaining  adipocytes,
myocytes  and  oesophageal  squamous  epithelium,  but  with-
out visualising  any  tumour  cells.  As  malignancy  was  still
strongly  suspected,  two  weeks  after  admission  a  video-
mediastinoscopy  was  performed  in  the operating  theatre
with  suitable  aseptic  measures,  under  prophylaxis  with
amoxicillin-clavulanic  acid,  obtaining  histological  material
compatible  with  poorly  differentiated  pulmonary  adenocar-
cinoma.  The  day  after the  EUS-FNA  the patient  developed
progressively  worsening  pain  in his shoulder  and  left tho-
racic  region.  Once  recovered,  he  started  chemotherapy  and
radiotherapy.  Three  weeks  later,  he returned  to Accident
and  Emergency  for  this same  reason,  this  time  associ-
ated with  a palpable  painless  tumour in the left thoracic
region  and  spontaneous  purulent  drainage  from  the  medi-
astinoscopy  incision,  without  any  signs  of  wound  infection.
Computed  tomography  showed  a cyst-like  mass  12  × 6 cm in
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