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Vanek’sTumourUnveiled: Decoding Enigmatic
Intricacies at the lleocecal Junction
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ABSTRACT

Aims: Inflammatory Fibroid Polyps (IFPs) present a diagnostic enigma in gastrointestinal pathology, with
their rarity and elusive clinical nature. This article details the case of a 65-year-old patient experiencing
chronic abdominal pain and sub-occlusion symptoms, exemplifying the diagnostic complexities
associated with IFPs.

Presentation of case: a 65-year male patient, with no prior medical history, underwent extensive clinical
evaluation, including a colonoscopy and abdominal CT scan, which failed to identify the underlying cause
for his chronic pain. Exploratory laparoscopy revealed a 2.5 cm mass in the terminal ileum, leading to
necessary ileocecal resection. Postoperative recovery was uneventful, with resolved anemia and a two-
year follow-up showing no recurrence.

Discussion: Vanek's 1949 introduction of the term "IFP" described them as "gastric submucosal
granulomas with eosinophilic infiltration." Over a thousand cases have been reported, with 23%
originating in the small intestine, particularly the ileum. Despite their often-inflammatory nature, no specific
causal factor has been pinpointed. IFPs are usually asymptomatic but may present with dyspepsia,
bleeding, or discomfort. Differential diagnosis includes spindle cell lesions and gastrointestinal stromal
tumors.

Conclusion: Treatment options depend on the size and location of the polyp. Surgical resection or
endoscopic excision is preferred for symptomatic cases. This article emphasizes the diagnostic
challenges posed by IFPs, urging heightened awareness among healthcare professionals. IFPs demand
inclusion in the differential diagnosis of gastrointestinal pathologies to ensure timely and appropriate
management.

Keywords: [Inflammatory Fibroid Polyps, Gastrointestinal pathology, lleocecal junction Diagnostic challenges, Surgical

resection, Vanek’sTumour}

1. INTRODUCTION

Inflammatory Fibroid Polyps (IFPs) are a rare and enigmatic entity within the realm of gastrointestinal pathology, known
for their diagnostic elusiveness [1]. These lesions, first described by Vanek in 1949[2], continue to present clinicians with
formidable challenges, particularly when situated in the junction of the ileocecal region. This diagnostic complexity is

exemplified through a case report of a 65-year-old patient we encountered in our clinical practice.

The rarity of IFPs, combined with their often-elusive clinical presentation, adds an additional layer of complexity to the
diagnostic process. Our patient's unique case, which we present in this article, offers a compelling illustration of the

diagnostic intricacies commonly associated with this pathology.
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2 PRESENTATION OF CASE

A 65-year-old patient, with no prior medical history, was referred for evaluation due to persistent chronic abdominal pain
and recurring sub-occlusion symptoms over the past two years. The initial clinical examination revealed a patient in
excellent general condition, with a soft abdomen and no palpable masses. The rectal examination was normal and did not
reveal any melena.

The preoperative assessment showed a low ferritin level and a hemoglobin of 10 g/dL. Tumor markers were within normal
limits.

A complete colonoscopy did not identify any abnormalities in the colon, and neither did an abdominal CT scan.
Consequently, an exploratory laparoscopy was conducted to investigate the possible presence of a small tumor that might
have been missed by the CT scan. During the laparoscopy, the liver and stomach appeared healthy. A thorough
examination of the small intestine was performed, involving gentle unrolling and palpation using an atraumatic fenestrated
clamp. It was in the terminal portion of the last ileal loop that a firm, fixed 2 .5 cm mass was discovered. As a result, an
ileocecal resection was deemed necessary.

Mobilization of the right colon and the last ileal loop occurred under laparoscopy before converting to a median
laparotomy through a mini-incision to complete the ileocolic lateral-to-lateral anastomosis using a 75 mm linear clamp.
Postoperative recovery was uneventful, with the resumption of a liquid diet on the first day and discharge from the hospital
on the fourth day.

In the postoperative period, the anemia resolved, and the ferritin level returned to 150 ng/mL. The patient was followed up
in outpatient care for two years without any signs of recurrence or specific complaints.

Figure 1: external aspect of the ileocecal resection, the black arrow shows the bulge of the polyp in the last loop
of the ileum.
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Figure 2: endoluminal aspect after eversion of the polyp shown by the red arrow

3. DISSCUSION

In 1949, Vanek used for the first time the term "IFP" to refer to a "gastric submucosal granuloma with eosinophilic
infiltration." [2]At least 1000 IFP have been reported so far in the literature, with 23% of them originating in the
small intestine (mostly the ileum) [3]

IFPs are often referred to as reactive or inflammatory lesions. However, no particular stimulus or causal factor has
been found. Due to the presence of eosinophils, Vanek proposed that an allergy aetiology may be
present. however, looked implausible given the absence of peripheral eosinophilia and the fact that eosinophils
are not present in all IFPs.[4].

Diagnostic

IFPs are asymptomatic , typically incidentally diagnosed via an endoscopy or laparotomy [2].when they exhibit
symptoms such dyspepsia, bleeding, stomach discomfort, and weight loss. Both the size and the location of the
lesion affect the clinical appearance. Small intestine IFPsfrequentlyappearwith intussusception [4].

Inflammatory lesions of the Gl tract and other benign and malignant proliferative spindle cell lesions are included
in the differential diagnosis of IFP. IFPs must be distinguished from GISTs since they do not recur or spread like
GISTsdo.[4] .

Treatement

According to the size of the polyp, surgical resection or endoscopic excision are the preferred treatments in
symptomatic situations. [4].

Surgical resection is the optimal treatment method for Inflammatory Fibroid Polyps (IFPs) accompanied by
intussusception [5]However, for IFPs less than 2 cm in size and within 10 cm of the ileocecal valve, removal by
colonoscopy has been proven to be less invasive, safe, and effective [6]. IFPs in the terminal ileum have
corresponding colonoscopic and endoscopic ultrasonographic features [7]. Colonoscopic minimally invasive
dissection and resection have been successfully performed for IFPs in the terminal ileum, with no postoperative
complications or recurrence during follow-up[8]. Surgical resection is generally accepted as the treatment


https://www.zotero.org/google-docs/?Q8B6cD
https://www.zotero.org/google-docs/?VBnhgB
https://www.zotero.org/google-docs/?e01IcC
https://www.zotero.org/google-docs/?0vq8NQ
https://www.zotero.org/google-docs/?k4Qigl
https://www.zotero.org/google-docs/?ZLTwb4
https://www.zotero.org/google-docs/?0YaFHM
https://www.zotero.org/google-docs/?y8PPvK
https://www.zotero.org/google-docs/?0dND26
https://www.zotero.org/google-docs/?UpiEfR
https://www.zotero.org/google-docs/?rAAQiO

80
81
82

83
84

85
86
87

88
89
90
91
92
93
94

95
96
97
98

99
100
101
102
103
104
105
106
107
108
109
110
111
112
113
114
115
116
117
118
119

120
121

122
123

124
125

126
127

128
129

modality for IFPs due to their relatively large size and difficulty in endoscopic resection using standard
techniques[9]. However, there have been reports of successful endoscopic resection of colonic IFPs using novel
techniques such as trapping the stalk with an endoloop and dissecting it with a needle knife.

e Colorectal and duodenal polyps may apparently be removed safely and effectively using underwater endoscopic
mucosal resection (UEMR) [10], and may be of interest for IFP resection.

e in our patient due to a lack of catheterisation of the last loop of the ileum, which did not allow a preoperative
diagnosis, and for this reason we were unable to offer him endoscopic treatment, despite the high probability of
failure given the large size, and we will end up operating on him.

4. CONCLUSION

Inflammatory Fibroid Polyps (IFPs) remain a mystery in the field of gastrointestinal pathology, primarily due to their rarity
and polymorphic clinical presentation. Our experience with this case, located at the ileocecal junction, perfectly illustrates
the diagnostic challenges posed by IFPs.

The rarity of IFPs and the variability of their clinical manifestations emphasize the importance of heightened vigilance
among healthcare professionals. It is crucial to emphasize the inclusion of IFPs in the differential diagnosis of
gastrointestinal pathologies. Physicians must keep these enigmatic lesions in mind to ensure proper and early
management.
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