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Abstract
We report on two cases of inflammatory fibroid polyps in the stomach (Vanek’s tumor). The first patient was a 
63-year-old woman with abdominal pain for whom resection of an antral polypoid lesion was done. This polyp 
presented classical histopathology. The second case was a 63-year-old male patient who was admitted to the 
hospital with hemorrhagic shock due to hematemesis. During endoscopy a Dieulafoy’s lesion was found in the 
cardia of the stomach and a polypoid lesion was found in the antrum. Unusual histopathology required that the 
diagnosis be confirmed by immunohistochemistry.
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Introduction

Inflammatory fibroid polyps (IFPs) are infrequent pseu-
dotumoral lesions which were described by Vanek in 1949 
(1) and inappropriately called tumors because their struc-
tures correspond to those of benign mesenchymal polyps. 
IFPs originate in the submucosa and are formed of fibrous 
tissues and vascular structures, present prominent inflam-
matory infiltrate in which numerous eosinophils stand out. 
The mucosa that covers an IFP may be normal or may pre-
sent ulceration, inflammation or regeneration secondary to 
erosion. IFPs tend to be unique, antral or prepyloric lesions. 

The clinical symptomatology of IFPs varies. Patients can 
be asymptomatic, but often present dyspepsia, non-specific 
abdominal pain, high digestive hemorrhaging, or intestinal 
obstructions from the effect of the pyloric valve (2).

Case Presentation

Case 1

An upper digestive endoscopy of a 63 year old woman 
suffering from epigastric pain found a 10mm polyp with 

benign characteristics (Figure 1). The polyp was resected 
with a thermal loop. Histopathological diagnosis showed 
an inflammatory fibroid polyp (Figure 2). 

Case 2

Following 8 hours of melena and hematemesis which resul-
ted in acute anemia, a 63 year old man was admitted for 
an emergency superior digestive endoscopy. During gas-
tric lavage fresh blood was extracted. A 10mm polyp with 
a broad pedicle and no signs of recent bleeding or active 
hemorrhaging was found in the prepyloric region. This did 
not explain the massive bleeding (Figure 3). Exhaustive 
lavages were repeated until a subcardial lesion correspon-
ding to Dieulafoy’s disease was found and treated with scle-
rotherapy and the performance of posterior thermal snare 
polypectomy.

The pathological anatomy study showed a polypoid for-
mation covered by antral gastric mucosa with complete and 
incomplete intestinal metaplasia zones and superficial ero-
sion. A vascular proliferation of spindle cells with enlarged 
nuclei was subjacent to this zone. It had a notorious nucleo-
lus and broad cytoplasm with indistinct edges which was 
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arranged in bundles. Some of these cells had dun colored 
pigment in thick granules. There was also an intense inflam-
matory infiltrate with eosinophilic predominance. 

Immunohistochemistry with HMB45, c-KIT, cytokera-
tin and S-100 cocktail had negative results, but the CD34 
study of the cells was positive confirming the IFP diagnosis. 

Figure 1. Antral polyp.

Figure 2. Classic IFP histology. Marked increase of eosinophils is 
observed on the right side. 

Discussion

The incidence of gastric polyps found in the literature ran-
ges from 0.1% to 0.8% in autopsy series. However, series 

based on endoscopic findings show a frequency ranging 
from 1% to 4% in endoscopies performed (2).

Figure 3. Antral polyp and Dieulafoy’s disease. 

From a total of 3,531 gastric biopsies examined in our 
center in 2009, 54 polypoid lesions (1.5%) were found and 
studied. Out of these 2 corresponded to IFP, which is equi-
valent to a frequency of 3.7% among endoscopically diag-
nosed polypoid lesions which is similar to the frequency 
described in the literature.

IFPs were first described by Vanek. Their incidence 
is rare, but they occur most frequently in the prepyloric 
region although they may also be found anyplace in the 
digestive tract. IFPs have been described in the esophago-
gastric junction union and, less frequently, in the duode-
num, jejunum and ileum (3). 

Symptoms for these lesions vary directly in relation to 
size. There is abundant chronic bleeding in eroded polyps 
and mechanical obstructions or intussusceptions accom-
panying large polyps (4). They generally occur in the sixth 
decade of life (5).

A homogeneous hypoechoic mass of a submucosal origin 
can be observed with echoendoscopy. Histological studies 
show that these lesions are composed of spindle-shaped 
cells that intertwine with inflammatory infiltrate which has 
a striking abundance of eosinophils. Peripheral eosinophi-
lia is not normally found. No correlation has been found 
between IFP and eosinophilic enteritis or the presence of 
parasites.

The histologic differential diagnosis must consider gas-
trointestinal stromal tumor (GIST), inflammatory myofi-
broblastic polyp and eosinophilic gastroenteritis. 

Immunohistochemistry plays an important role in tumo-
ral classification of spindle cells which test positive for 
CD34, vimentin and S100, and test negative for c-kit and 
desmin (4,5,6).  

Even though the histogenesis of IFPs is controversial, the 
most likely origins are in dendritic cells or CD34 positive 
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perivascular cells. Many well represented proliferative cells 
of myoepithelial appearance and many endothelial cells are 
found ultrastructurally. 

IFPs present mutations in the PDGFRA gene (growth 
factor receptor, derived from alpha platelets).

Treatment for lesions less than 3 cm has been with 
endoscopic thermal loop resection. If resection is incom-
plete, it can be concluded with an argon plasma laser (7). 
Gastrectomy has been used for a few patients with large 
tumors when a malignant tumor has been suspected during 
the operation or when the CT scan shows a possible inva-
sion or malignancy (8). Up to 8% of IFP’s have been descri-
bed as concomitant with adenoma or carcinoma. 

Even though no precise etiology is clear, it has been pos-
tulated that IFP’s are related to infections, allergies, pre-
vious surgeries or trauma. When the mucosa is damaged it 
may incite an inflammatory response in the adjacent sub-
mucosa and stimulate the formation of a polypoid mass.

Other associated lesions include gastritis from 
Helicobacter pylori, ulcers, adenoma and carcinoma (9). 
Other studies suggest that IFP’s are more frequent among 
patients with atrophic gastritis and pernicious gastritis. 

Although some studies hold that the Helicobacter pylori 
cause the lesion, this has not been confirmed (10). A case 
report shows that a lesion decreased in size with only era-
dication treatment for bacteria (11). Neither of our two 
patients presented Helicobacter pylori infections. 

The scarcity of cases of recurrences reported in the lite-
rature indicates that recurrences are infrequent after ade-
quate endoscopic or surgical resection. 

Conclusions

1.	 IFP symptoms before performing superior digestive 
endoscopy may be: 
•	 Antropyloric subocclusion in large polyps 
•	 Digestive bleeding in eroded polyps. 

2.	 Vanek’s polyp is suspected in endoscopies from: 
•	 Broad pedicle due to mesenchymal origin with 

healthy gastric mucosa or similar to neighboring 

mucosa. This leads to a diagnosis of a submucosal 
tumor and therefore requires resection to differen-
tiate it from GIST. 

•	 The most frequent characteristic is superficial ulce-
ration in the most prominent zone. Unlike adeno-
mas, forcep microbiopsies cannot diagnose IFP 
when taken from the implantation base or the non-
eroded lateral zones.  

•	 Immunohistochemistry after resection can confirm 
a definitive diagnosis.
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