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A Rare Case of Ileal Inflammatory Fibroid 
Polyp with Small Bowel Obstruction

Case RepoRt
A 46-year-old female, known case of hypertension, presented 
to emergency department with history of abdominal pain since 
3 days. It was associated with vomiting which was bilious in 
nature and she also had low grade fever for a day. Her medical, 
drug and family history were non-contributory. Twelve years 
back she has undergone total abdominal hysterectomy for 
uterine myoma.

She was moderately built with all vitals within normal limits. On 
examination, she had tenderness in the left lumbar region. There 
was no organomegaly or free fluid. Laboratory analysis revealed 
12,000 leukocytes with raised neutrophils. C reactive protein 
was 13.7 mg/L (Normal <5 mg/L).

Patient underwent Ultrasonography which showed ileo-ileal 
intussusceptions with a well-defined mural bowel hypoechoic 
solid mass as lead point. Computerised Tomography scan, whole 
abdomen with contrast, suggested ileo-ileal intussuception 
involving the last loop of ileum for a length of 10 cm. At head of 
intussusception, a smooth surfaced polyp measuring 5×3 cm 
was seen. It revealed poor contrast enhancement [Table/Fig-1].

of ileo-ileal intussusception with polyp was performed [Table/Fig-2,3] 
with ileo-ileal anastomosis.

Her post-operative period was uneventful. Patient was started on 
clear liquid 30 mL/hour on post-operative day one. Next day she 
opened bowels. Since she was tolerating clear liquid, she was 
continued with full liquid diet. Patient was discharged on post-
operative day 4, with advice for soft solid diet. She came for a 
check-up after a week. She was doing well. Her abdominal wound 
was healthy [Table/Fig-4].

Histopathological examination reported as proliferating capillary 
vessel in a myxoid stroma with whorls of spindle shaped cell 
around blood vessel consistent with inflammatory fibroid polyp 
[Table/Fig-5].
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aBstRaCt
Inflammatory fibroid polyp is rare idiopathic benign tumour of gastrointestinal tract. The most common site is stomach (gastric 
antrum) followed by ileum. Ileal inflammatory fibroid polyp usually present with intussusception which has been published in various 
worldwide literatures. We report a case of 46-year-old lady presented with three days history of abdominal pain, vomiting and low 
grade fever. Clinically, she was diagnosed with acute small obstruction. Computed Tomography imaging demonstrated Ileo-ileal 
intussuception with polyp in the location of terminal ileum. Diagnostic laparoscopy was suggestive of Ileo-ileal intussuception due 
to a polyp 20 cm from ileo-caecal junction. Intussuception was spontaneously reduced and wedge resection was performed on 
the diseased segment.

[table/Fig-1]: Computerised tomography scan whole abdomen showing smooth 
surfaced ileal polyp with intussusception.

After taking written consent from the patient, she underwent 
diagnostic laparoscopy. Pneumo-peritoneum was created via Veress 
needle technique at Umbilical region. Small bowel walk through 
was performed which was suggestive of ileo-ileal intussusception 
with polyp 20 cm from ileo-caecal junction. Lower midline incision 
was performed to extract the diseased segment. Wedge excision 

[table/Fig-2]: Intraoperative picture of ileal polyp with intussuception.

[table/Fig-3]: Intraoperative picture of resected ileal specimen.
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IFP share same pathological features. Immunohistochemistry 
differentiates IFP from GIST. Both are positive for CD34 and 
Vimentin, CD 117 is specific for GIST [10].

Aetiology of IFP is unknown. Trigger including foreign body, chronic 
pyloric infection, parasite have been suggested, but remain 
unsupported. In view of marked eosinophilic infiltration in most cases, 
localised variant of gastroenteritis is another proposed aetiology [3]. 
Poorly controlled inflammatory response to chemical, traumatic, 
metabolic mucosal injury has also been hypothesised [1].

IFP are usually asymptomatic. Clinical presentation depends on 
anatomic location. Gastric IFP may present with pyloric obstruction 
or anaemia with chronic bleeding. Intussuception is the most 
common finding when it arises from small bowel [10].

Contrast enhanced CT scan of whole abdomen and enteroscopy 
are diagnostic modalities to diagnose inflammatory fibroid polyp 
of small intestine [11,12]. Sensitivity of contrast studies such 
as small bowel series and barium enema are relatively poor 
and ultrasonography lacks specificity [13]. Del-pozo G et al., 
reported a crescent in doughnut sign which helped in diagnosing 
intussusception via USG [14]. In concordance to this study, the 
ultrasonography reported well-defined hypoechoic mural band, 
solid mass lesion arising from the ilieal loop in the right iliac fossa. 
This lesion acts as a lead point resulting in the entrapment of ileum 
within ileum manifested as ileo-ileal intussuception. In accordance 
to other studies, CT scan is most useful which reveals mass with 
central dense area and a halo with low attenuation, suggestive of 
intussusceptions [11]. The standard treatment is resection and 
anastomosis of small bowel [15].

ConClusion
Inflammatory fibroid polyp in ileum is a rare benign entity and they 
present with acute small bowel obstruction. Wedge resection of the 
diseased segment with ileo-ileal primary anastomosis should be the 
standard care of management.
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DisCussion
Inflammatory Fibroid Polyps (IFP) is rare benign lesions of the 
gastrointestinal tract with ileum as a rarest location [1]. The term 
IFP was described by Vanek in 1949 as an eosinophilic submucosal 
granuloma [2].

The most common site of inflammatory fibroid polyp in gastro-
intestinal tract is gastric antrum. Nevertheless, the ileum is the 
most common site where the intussuception occurs [3]. Colon, gall 
bladder, oesophagus, duodenum and appendix have also been 
described as rare sites [4]. Most common age of presentation is 
fourth to seventh decade of life [4]. In the present case report, the 
patient belonged to 4th decade.

Macroscopically, the inflammatory fibroid polyp may be polypoidal 
or sessile and the average size is around 4 cm. However a giant 
IFP up to 20 cm in diameter have also been reported [5]. Retro-
peritoneal IFP measuring up to 20 cm [6] and colon IFP measuring 
up to 14 cm have also been reported [7].

Schildhaus HU et al., reported 25 cases of small bowel inflammatory 
fibroid polyp, largest of which was 7 cm and none were found in 
jejunum [8]. Rehman S et al., presented a case report of a 46-year-
old British man with 15 cm polyp in the distal jejunum [1]. The index 
patient presented with 5 cm polyp with ileo-ileal intussuception in 
the last loop of ileum.

Microscopically, IFP are characterised by eosinophilic inflammatory 
response with vascular and fibroblast proliferation [9]. GIST and 

[table/Fig-4]: Post-operative surgical healthy wound.

[table/Fig-5]: Tumour composed of proliferative oval to spindle cell with capillary sized 
blood vessels and presence of eosinophils and scattered plasma cells. Presence of a 
tendency of whorling of spindle shaped cell around blood vessels (H&E x400).
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