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Inflammatory Fibroid Polyp of Jejunum Causing Intussusceptions
Leading to Acute Intestinal Obstruction - 2 Case Reports and Review
of Literature
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Intussusception is a serious condition in which part of the intestine slides into an adjacent part of the intestine, this telescoping action often cause
blocking of food or fluid from passing through. Inflammatory fibroid polyp of jejunum is very rare, it is leading to jejuno jejunal intussusception
is also very rare. These polyps are benign, tumorour like lesions in the gastrointestinal tract which are typically observed in the stomach, but
can occur anywhere in the gastrointestinal tract. We report 2 cases with an inflammatory fibroid polyp of the jejunum presenting as an acute
intussusception who were successfully treated with resection and primary anastomosis.
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Introduction

Intussusception is a serious condition in which part of the
intestine slides into an adjacent part of the intestine, this
telescoping action often cause blocking of food or fluid from
passing through. Intussusception is very rare in adults.['l Small
bowel intussusceptions are typically caused by benign lesions
and radiologic examinations can be used for their diagnosis. [’}
Conservative management of small bowel intussusceptions
tried successfully in children which includes fluid therapy,
electrolyte replacement, and bowel rest. In adults usually it
is complete obstruction and surgical management should be
considered. [*]

The exact etio pathogenesis for IFPs remains unknown.
Most small bowel IFPs are asymptomatic and usually go
undetected until they produce symptoms. IFPs are responsible
for roughly 2% of all small bowel intussusceptions.They act as
a lead point for intussusception by telescoping into the distal
bowel loops.*3 Nearly 87 such cases have been reported
in the literature.[°'% However, if the IFP is sufficiently
large and pedunculated, it could cause mechanical intra-
luminal obstruction with or without Intussusception. The most

effective treatment for Intussusception caused by an IFP is an
exploratory laparotomy. Here we report 2 cases of an IFP in
the jejunum (rare) and presenting as intussusception.

Case 1

50 Yr old obese female patient with hypertension and post-
hysterectomy status presented with pain abdomen for 7 days,
on and off, associated with abdominal distension ,vomiting
and obstipation for 5 days. No h/o fever, Jaundice, urinary
disturbances or G.I bleeding. She has altered bowel habits
since 5 months for which she wasn’t evaluated earlier. For
the above symptoms recently she was admitted and got
evaluated in another hospital with USG abdomen where they
suspected as intestinal obstruction possibly due to ileo-ileal/
ileo-caecal intussusception and she was referred to us for
further evaluation and management.

On examination she was found to be in haemodynamically
stable except tachycardia (HR - 110/min), abdomen was
distended with generalized tenderness, no guarding or rebound
tenderness. She was reevaluated in our center with CECT
abdomen [Figure 1] which showed dilatation of jejunal loops
with transition point in the mid ileum. Bowel within bowel
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appearance in the mid ileum with mesenteric fat stranding
in the central bowel. Findings are of concern for small
bowel Intussusception with proximal small bowel obstruction,
underlying neoplastic etiology has to be excluded. The distal
ileal loops and colonic loops are collapsed. No evidence of
strangulation.

Figure 1: Coronal image showing bowel within bowel
with hypodense lesion.

She was taken up for emergency exploratory laparotomy and
found to have a) intussusception in mid segment of small
bowel (5ft from DJ flexure and 10ft from IC junction) with
significant dilatation of proximal jejunum and collapsed distal
segment of ileum. [Figure 2]. No e/o gangrene or perforation
of bowel. After reducing the intussusception found a firm
to hard lesion of 5x3cm within the jejunum with few soft
lymph nodes at the root of mesentery measuring approximately
Ixlem. Liver- normal, no ¢/o metastasis. Mild sero purulent
free fluid in abdomen. Affected segment was resected giving
adequate margins on either side and primary anastomosis
performed(side to side stapled). Cut section of mucosa showed
5x3cms pedunculated, firm to hard growth within the lumen.

Figure 2: a: operative photo ofjejuno jejunal intussuscep-
tion, b: Cut section of bowel showing pedunculated polyp

Post-operative period was uneventful, was kept nil by mouth
with ryle’s tube aspiration for 3 days, started orally from

day 4 onwards and later soft diet which she tolerated well
and discharged on day 6. She had mild surgical site wound
infection which was managed conservatively with regular
dressing and improved over 1 month.

Histopathology [Figure 3] of specimen were s/o Inflammatory
Fibroid Polyp with IHC CD 34 positive and CD -117 being
negative and Ki 67 index is < 5%.

Figure 3: a) Microscopic image showing well defined
lesion located in the submucosa, b) Showing spindle
shaped cells with Congested vessels, benign fibrous
tissue. H and E, 10X.

Case 2

46 year old male patient presented with h/o pain in upper
abdomen since 3-4 months, on and off, increased since 1
month, associated with h/o vomiting 7-8 episodes in 20days,
and upper abdominal distension. Pain and distension relieved
following vomiting.

He also give h/o dyspepsia, epigastric burn, heart burn,
increased belching present during these period. Recent h/o loss
of appetite and insignificant weight loss also present.

On examination his vitals were stable, abdominal examination
revealed mild tenderness in right and left upper quadrant
and an ill defined lump palpable just above umbilicus, No
guarding/ rebound tenderness.

Initially he was admitted under Medical gastroenterologist
for evaluation and underwent CECT abdomen (fig.4) which
showed intussusception involving the proximal small bowel
loops with dilatation of the proximal jejunum with a non
enhancing polypoidal soft tissue as the lead point (? malignant
polyp) with few enlarged mesenteric lymph nodes.

He was taken up for emergency exploratory laparotomy and
found to have minimal serous fluid in peritoneal cavity,
evidence of jejuno-jejunal intussusception — starting ~20-
25cms from duodeno jejunal flexure, for a length of ~10-
15cms. Following reduction of intussusception, a hard growth
palpable within the jejunal lumen (which was a lead point). Cut
section of mucosa showed a large pedunculated, polypoidal
growth in Jejunum, ~5x3cms, with at least 10cms margin on
either side. (fig.5) along with few multiple enlarged mesenteric
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Figure 4: Coronal image showing intussusception with a
large hypodense lesion with in the bowel.

lymph nodes, firm to hard in consistency, largest ~2cms.
Proximal small bowel were grossly dilated and edematous.

Figure 5: a). Resected segment of intussusception, b: Cut

section showing pedunculate polyp

Hence he also underwent resection of affected segment giving
adequate margin on either side and hand sewn primary
anastomosis performed. feeding Jejunostomy was added to
support the nutrition in post operative period. Post operatively
intravenous albumin infusion was started and was given
for 3 days in view of significant bowel dilatation and
hypoalbuminemia (s.alb-2.5gm/dl). Enteral feeds were started
from dayl onwards which was gradually progressed. He was
kept nil by mouth and on ryle’s tube aspiration for 5 days.
Ryle’s tube was removed on day 5 and he was started on
liquid diet which was gradually progressed to soft diet and was
discharged in stable condition on day 7.

Histopathology [Figure 6] of the specimen with IHC were
suggestive of Inflammatory fibroid polyp with CD 34 positive

and CD - 117 negative and ki 67 index < 5%.

Figure 6: Microscopic image Showing spindle shaped
cells with Congested vessels, benign fibrous tissue. H and
E, 10X

Discussion

IFPs have no metastatic potential. They remain dormant until
they are large enough to produce local symptoms that are
dependent on their location.! Small bowel lesions are not
usually diagnosed pre-operatively because they present with
vague symptoms of bowel obstruction due to intussusception.
Laboratory investigations and plain radiographs are not helpful
in making the diagnosis as they will demonstrate non-specific
findings that are more in keeping with bowel obstruction. [}

Diagnostic laparoscopy may be useful.[3] Resection and
anastomosis of the small bowel remains the gold standard
of treatment of small bowel IFPs. Stomas are reserved for a
few cases that may present late after perforation, with severe
peritoneal contamination that may be hostile for anastomotic
healing. They are well localized tumors with no risk for local
recurrence after complete excision and they lack malignant
potential. 4]

Generally, IFPs are grey, sessile, or pedunculated polypoid
lesions that arise from the sub mucosa into the lumen of the
bowel, often with the ulceration of the overlying mucosa. IFPs
typically measure 2-5 cm in diameter, although giant IFPs
larger than 20 cm have been reported. ['4]

Histologically, IFPs are characterized by inflammatory infil-
trates (predominantly eosinophils) and the localized prolifer-
ation of mononuclear spindle-shaped cells.!'”) THC is confir-
matory in diagnosis where it is positive only for CD 34 and
vimentin but negative for CD 117 (specific for GIST).!'8] Gas-
tric [FPs are treated with endoscopic removal, and all 87 cases
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of small bowel IFPs reported from 1976 to 2011 were treated

by surgical resection.

[6-16] Intussusception caused by an IFP is

best treated with an exploratory laparotomy, because IFPs do
not recur after surgical resection.

Conclusion

We have described a rare case of Intussusception caused by
IFP, where surgical resection was necessary to alleviate the
patient’s symptoms.
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