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ABSTRACT
Inflammatory fibroid polyp (IFP) usually appears as a solitary 
benign lesion, rarely located in the ileum. The clinical presentation 
varies according to its location, frequently they are mistaken as 
gastrointestinal (GI) neoplasia. Intussusception and obstruction are 
the most frequent initial symptoms when the polyp is located in the 
small intestine. A thirty nine years old man presented with upper 
abdominal pain. Though he prescribed anti biotic medicine, his 
intermittent pain continued. He presented to hospital two days later, 
and abdominal ultrasound (US) detected intestinal intussusception. 
Abdominal computed tomography (CT) and oral ileal barium 
study also revealed ileal mass. So he had partial ilectomy on the 
seventh hospital day. Pathology showed it IFP in small intestine. 
Intussusception secondary to IFPs of the small intestine is difficult 
to diagnose without recognition of its clinical and pathological 
characteristics. Abdominal US is useful in confirming an anatomical 
abnormality, histological examination establishes the final diagnosis 

of IFPs. Abdominal US detected an intussusception with a mass 
lesion at its lead point.
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INTRODUCTION
IFPs are rare benign tumors of the GI tract with the gastric antrum 
being the most common site, followed by the ileum. Although the 
molecular pathogenesis of these lesions has been well characterized, 
their morphologic features often vary. IFPs are one of the rare benign 
conditions leading to intestinal obstruction in adults. Patients with 
intussusception present with either acute or chronic intermittent 
symptoms. The majority of adult intussusception occurs due to 
malignant processes. We report a case of IFP confined to the ileum 
which presented with acute symptoms and a repeated intussusception 
background history. 

CASE REPORT
A 39-year-old man was presented with acute abdominal pain and 
a two month history of intermittent upper abdominal pain. He had 
upper endoscopy at another clinic then, and was diagnosed reflux 
esophagitis. There was no history of previous abdominal surgery, 
smoking or alcohol consumption. He had taken a medicine of 
hypertension. 
    Laboratory analysis revealed 15,000 leukocytes with a 
prevalence of neutrophils, and CRP 3.1 mg/dL. Other parameters 
were within normal limits. He prescribed anti biotic medicine 
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and went home. Two days later, he admitted to the hospital with 
continuous intermittent abdominal pain. On examination, he had a 
heart rate of 72, blood pressure 148/94 mmHg, and a temperature 
of 36.4℃. Generalized abdominal pain was found on abdominal 
examination without signs of peritoneal irritation. Bowel sounds 
slightly attenuated. Laboratory analysis revealed 6,600 leukocytes, 
hemoglobin 12.9 g/dL, and CRP 1.4 mg/dL. Abdominal radiology 
demonstrated a small bowel obstruction with a few air fluid levels in 
left upper quadrant (Figure 1).
    Abdominal US displayed gross thickening of presumed small 
intestine (ileum/ileum) 57×53×41 mm with target sign (Figure 2).
    On examination, a palpable mass in the left upper quadrant was 
noted. Abdominal CT was performed, which demonstrated a target-
shaped soft tissue mass pathognomonic intussusception (Figure 3).
    Oral ileal barium study revealed a leading part shadow, a diameter 
of 40 mm that the surface was smooth in the ileum (Figure 4). 
    Though intussusception was resolved with hands, his symptoms 
worsened. 
   An open surgery was performed with the diagnosis of sub-acute 
intestinal obstruction on the seventh hospital day. An intussusception 
with a mass lesion at its lead point approximately 250 cm proximal 
to the ileocaecal valve was found. Intussusception was spontaneously 
reduced during exploration. Limited edema at the lead point of the 
bowel was the only sign of the intussusception. A partial resection was 
performed to the affected bowel segment. Macroscopic examination 
revealed a polypoid lesion, the inside is uniform with white (Figure 5). 
    Histopathologic examination showed that the polyp was confined 
to the submucosa with no extension into the muscularis propria. 
Associated with the lesion there was localized mild predominantly 
chronic inflammatory cell infiltrate. Spindle shape or stellar light-
formed mesenchyma system cells appeared mainly in the submucosal 
layer, and inflammatory cell permeation to mix lymphocytes and 
plasma cells, acidophiles were outstanding. Immunohistochemistry 
performed on this lesion was negative for S100, desmin and α-SMA, 
effectively excluding a neurogenic tumor, gastrointestinal stromal 
tumor and a submucosal leiomyoma. Spindled cells within the 
submucosa expressed CD34 (weak to intermediate expression). The 
cells with positive for C-kit suspected leucocytes that was scattered in 
the nodes (Figure 6). 
    These features favor an ileal IFP, which was responsible for the 
intussusception and subsequent small bowel obstruction.
    The anemia recovered during postoperative follow-up. The patient 
had an excellent post-surgery recovery and was discharged home on 
the twelfth hospital day. He has remained well and symptom-free until 
5 years after discharge.
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Figure 3 Abdominal CT demonstrated a target-shaped soft tissue mass 
pathognomonic intussusception.

Figure 1 Abdominal radiology showed a small bowel obstruction with a 
few air fluid levels in left upper quadrant.

Figure 2 Abdominal US revealed the target sign in the transverse view (A) 
and a lead point with oval shaped, surface smooth, uniform parenchyma 
mass (B).
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Figure 4 Oral ileal barium study revealed a leading part shadow, a diameter 
of 40 mm that the surface was smooth in the ileum.
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Figure 5 Macroscopic examination revealed a polypoid lesion; the inside is 
uniform with white.

Figure 6 Immunohistochemistry of HE (A), CD34 (B), α-SMA (C), and 
C-kit (D).
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DISCUSSION
IFPs are rare, idiopathic peudotumorous lesions of the gastrointestinal 
tract, which were first described by Vanek in 1949 as an eosinophilic 
submucosal granuloma[1]. The term IFP first proposed by Helwig and 
Ranier in 1953 for gastric polyps has gained acceptance for similar 
lesions throughout the gastrointestinal tract[2].
    IFPs can develop in many different locations in the gastrointestinal 
tract. The most common site is the gastric antrum (66%-75%), 
followed by the small bowel (18%-20%), colorectal region (4%-7%), 
gallbladder (1%), esophagus (1%), duodenum (1%), and appendix 
(<1%)[3]. However, the ileal segment is the most common site where 
these polyps cause intussusception[4].
    IFPs are usually asymptomatic and typically identified during 
endoscopic procedures and laparotomy. When they are symptomatic, 
the clinical symptoms depend on the location and size of the tumor[4]. 
Abdominal pain is the main symptom in patients with lesions in 
the stomach. Intussusception and obstruction are the most frequent 
initial symptoms when the polyp is located in the small intestine. 
Adult intussusception is a very rare condition, according for 1% 
of all adult bowel obstruction and occurs in only 5% to 16% of all 
intussuscepted cases[5]. About 70% to 90% of intussusception cases 
are due to benign or malignant neoplasms as a lead point and IFPs, 
lipomas and adenomas are the benign causes of intussusception[6]. 
The preoperative diagnosis of intussusception is controversial. An 
accurate diagnosis is based on a good medical history, thorough 
physical examination, and specific imaging modalities, such as 
X-ray, US, CT, magnetic resonance imaging (MRI), enteroclysis, 
endoscopic procedures, angiography, and capsule endoscopy. US 
has a sensitivity of 98%-100% and specificity of 88%-89% for 
diagnosing intussusception. On the other hand, CT has a diagnostic 
accuracy of 58%-100% for confirming intussusception. In our 
case, both US and CT detected intussusception, but only US 
showed it with a mass lesion at its lead point. In the recent reports, 
colonoscopy, US, and CT are the methods used to detect IFP 
lesions[7].
    However, most cases are only diagnosed during surgery. At the 
time of diagnosis, most IFPs usually measure between 2 and 5 cm in 
diameter. IFPs usually present in the sixth or seventh decade[4].
    Histologically, IFPs were centered within the submucosa in all 
resection specimens, but mucosal extension was found in 89%[8]. 
There was a rare case report of IFP that the infiltrating tumor cells 
disrupted the muscularis mucosa above the tumor cells and the 
muscularis propria below the tumor cells, and extended into the 
subserosa[9]. The tumors varied in both cellularity and degree of 
vascularity. However, the characteristic feature of perivascular onion 
skinning was present in only 54% of the cases. Although the majority 
of IFPs expressed CD34, 14% were negative. No associated dysplasia 
or malignancy was seen.

CONCLUSION
Intussusception secondary to IFPs of the small intestine are difficult 
to diagnose without recognition of its clinical and pathological 
characteristics. Abdominal US is quite useful in confirming an 
anatomical abnormality, histological examination establishes the final 
diagnosis of IFPs.
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