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CT Findings of a Gastric Inflammatory Fibroid Polyp
Manifesting as Unexpected Growth: A Case Report'

Hyun Cheol Kim, M.D., Dal Mo Yang, M.D., Wook Jin, M.D., Deok Ho Nam, M.D.,
Gou Young Kim, M.D.?, Sung Il Choi, M.D.?

Gastric inflammatory fibroid polyps (IFP) are rare benign entities that are usually en-

countered in the gastric antrum. The authors report the CT findings of a gastric IFP

case experiencing marked growth over a five-month period. An initial CT revealed a

polypoid wall thickening of about 3.5 2.5 cm in the gastric antrum. A follow-up CT

performed five months later revealed a cauliflower-like submucosal mass of about 8 X

5 cm. The mass was surgically excised and confirmed as an IFP. The authors suggest

that when an evolving cauliflower-like submucosal lesion of the stomach is detected,

an IFP should be considered in the differential diagnoses.
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Inflammatory fibroid polyps (IFPs) are non-neoplastic
cellular proliferations that originate from the submu-
cosa, and are histologically composed of fibrous tissues,
blood vessels, and an inflammatory cell infiltrate con-
taining a high percentage of eosinophils within an ede-
matous and collagenous stroma (1). IFPs are most fre-
quently found in the gastric antrum and the small bowel
(1). Although the pathogenesis of gastric IFPs remains
uncertain, some authors have proposed that they result
from immunological reactions to several irritations; in
particular, they may be related to Helicobacter pylori in-
fection (2, 3).

Several reports on gastric IFPs have described its en-
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doscopic findings; however, few have reported on its
CT findings (1, 4). To the best of our knowledge, no pre-
vious report has been issued on the CT findings of a gas-
tric IFP showing morphological changes. Here, we re-
port the CT findings of a case of gastric IFP that demon-
strated marked growth over a five month period.

Case Report

A 43-year-old man with chronic renal failure who had
undergone chronic ambulatory peritoneal dialysis for
four years presented with abdominal pain that had been
persisting over the previous two days. Upon admission,
the patient underwent a multi-detector CT scan to eval-
uate for peritonitis. A CT scan incidentally detected a
hypervascular mass with a maximum diameter of about
3 cm in the right kidney without any finding of peritoni-
tis, as well as polypoid wall thickening measuring about
3.5X 2.5 cm in the gastric antrum (Fig. 1A). The patient
underwent a laparotomy and the excised mass on the
right kidney was confirmed to be renal cell carcinoma.
Because the patient did not have any gastric symptoms
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SR PR VI E P s . Fig. 1. A 43-year-old man with an inflammatory fibroid polyp
T “E:E”"r e S N ,,._.\'6{ &%\ experiencing unexpected growth.
7 - ! ' A. A contrast enhanced axial CT image reveals suspect polypoid
wall thickening (arrows) in the posterior aspect of the gastric
% antrum. Note the ascites due to the chronic ambulatory peri-
) .* toneal dialysis.

- B, C. A follow-up contrast enhanced axial CT image (B) and
oblique coronal reformatted image (C) obtained 5 months later
reveals a large intraluminal protruding hypodense mass (ar-
rows) with a portion (asterisk in C) that prolapsed into the duo-
denal bulb. The mass was covered with well-enhanced mucosa.
' Note the enhancing rim within the mass (open arrowheads in B)
" indicating coronally oriented mucosa in this axial scan.

D. A cut surface of the specimen shows a cauliflower-like poly-
poid mass associated with elevated and thickened mucosal
. folds. The mass was centered in submucosa and was mainly

composed of whitish fibrosis and edema.

E. A photomicrograph of the histological specimen reveals vas-
cular and fibroblastic proliferation appearing as whorl-like
arrangements around blood vessels. Also, the authors note poly-
morphic inflammatory cell infiltrations, including eosinophils
and lymphoplasma cells (H & E stain, X 400).

— 272 —



J Korean Soc Radiol 2009;60:271-274

at the time, the gastric lesion was not evaluated.

However, five months later, the patient was hospital-
ized due to five days of vomiting and epigastric discom-
fort. An endoscopy revealed a lobulated, intraluminal
polypoid mass located at the antrum on the greater cur-
vature side. No ulceration or bleeding was noted. A sub-
sequent CT scan revealed a cauliflower-like intralumi-
nal protruding mass of about 8 X 5 cm, which prolapsed
to some extent into the dilated duodenal bulb. The mass
was visualized as a homogeneous hypodense submucos-
al lesion, and was covered with well-enhanced mucosa
(Fig. 1B, C).

The patient was referred to surgery due to a risk of
gastric outlet obstruction. A partial gastrectomy was per-
formed, which revealed a large cauliflower-like poly-
poid mass at the antrum of the greater curvature. The
gastric pyloric ring and duodenal bulb were dilated; pos-
sibly from recurrent prolapse of the mass into the duo-
denal bulb. The cut surface of the mass revealed its sub-
mucosal location with a whitish fibrotic and edematous
composition, as well as its association with the mucosal
fold elevation and thickening (Fig. 1D). The microscopic
examination showed vascular and fibroblastic prolifera-
tion with polymorphic inflammatory cell infiltrations,
including eosinophils and lymphoplasma cells (Fig. 1E).
As per the description, the final diagnosis was an IFP.

Discussion

IFPs are rare benign lesions of the digestive tract
which arise from the deep mucosa and submucosa of
the digestive wall (3, 5). Because of its histological find-
ings, IFPs has been referred to as eosinophilic granulo-
ma, hemangiopericytoma, fibroma, submucosal fibro-
ma, inflammatory pseudotumor, and myxoma (1, 6, 7).
Helwig et al. (8) first designated this lesion as an IFP be-
cause of its polypoid nature and fibrous vascular compo-
sition. Although its precise etiology and pathogenesis re-
main unclear, it has been postulated that IFPs are relat-
ed to infection, allergies, previous surgery, or trauma
(4). One theory is that localized damage to mucosa can
incite an inflammatory response in the adjacent submu-
cosa, and stimulate the formation of a polypoid mass (2).
Recently, several reports have suggested that a
Helicobacter pylori infection can lead to the formation
of IFPs (2, 3). Thus, whatever its origin, an IFP is not a
neoplastic condition, but rather a benign lesion with no
known risk of malignant degeneration.

Although the etiology of the formation of a gastric IFP,

in our case, is not presumptive, we consider that the ob-
served unexpected growth was probably related to
surgery (e.g., nephrectomy). Because IFPs are likely to
occur via a reactive process, they may grow a certain pe-
riod of time. Shigeno et al. (9) reported that a large gas-
tric IFP, which showed incarceration at the time of pro-
lapse into the duodenal bulb, could cause necrosis and
depletion of the mucosal surface of the mass and result
in concurrent marked morphological changes and size
reductions. However, in our case, the mass showed a
marked increase in size and no necrosis or ulceration,
even though it was relatively large and had a history of
recurrent prolapse into the duodenal bulb.

An extensive review of the radiological literature re-
vealed no specific CT descriptions of gastric IFPs, al-
though the findings of our case are similar to those of a
submucosal lesion. Fuke et al. (4) described the CT find-
ings of a gastric IFP as those of an irregular enhancing
protruding mass covered with well-enhancing mucosa,
reflecting a submucosal lesion. Therefore, the CT find-
ings of a gastric IFP most closely resemble those of le-
sions of submucosal origin, such as, leilomyoma, gas-
trointestinal stromal tumors, and a heterotopic pancreas
(1, 4). In our case, the CT findings, with regards to its
submucosal location, were similar to those reported pre-
viously (4). However, unlike the description provided
by Fuke et al. (4), the lesion interior was hypodense,
which probably reflected the presence of fibrosis and
edema rather than of vessel components. In addition, in
our case, the lesion showed an evolving cauliflower-like
submucosal appearance, which is somewhat different to
those of other submucosal lesions that were reported to
have round or ovoid contours (10).

In conclusion, we report a case of a gastric IFP with a
cauliflower-like contour that demonstrated a marked in-
crease in size over a five-month period. Based on the CT
findings of our case, we suggest that a cauliflower-like
submucosal lesion with a changing nature should be
considered an additional useful finding in the diagnosis
of gastric IFPs.
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