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Case Report

Giant fibrovascular polyp of esophagus
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Benign tumors of esophagus are uncommon and account for only 3% of all esophageal

neoplasms. Fibrovascular polyps (FVP) are rare intraluminal tumors of esophagus. They
are composed of fibrous tissue, vascular structures and covered with normal Squamous
epithelium. Here we present a case of a 45 yr old gentleman with progressive dysphagia
since 3 months. UGI endoscopy showed a long, linear, compressible mass extending from
cricoid area to gastro-esophageal junction (GEJ). Patient was operated, through cervical
incision esophgectomy done and polyp of size 16 X 7 cm was removed. Histopathology
of polyp was suggestive of fibrovascular polyp. Post surgery patient was asymptomatic

Abstract
and doing well.
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Introduction

Giant fibrovascular polyp (GFVP) of esophagus is a rare,
intraluminal benign tumor, contains various degrees of
fibrosis, vascular, and adipose tissue with normal overlying
mucosa. GFVP often present with dysphagia and long
pedunculated lesions can regurgitate into pharynx or mouth
and can cause death from asphyxia if larynx is occluded.
Here, we discuss a 45-year-old man with FVP causing severe
dysphagia.

Case Report

A 45-year-old male presented with dysphagia of 3 months
duration. Dysphagia was more to solids than liquids and
progressed for 1 month. No history of a cough or chocking
episodes or nasal regurgitation, no history of loss of appetite
and weight, no significant family history, and no addictions.
Clinical examination was normal.
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Barium swallow showed dilated esophagus with long linear
intraluminal filling defect involving entire length of esophagus.
Upper gastrointestinal endoscopy showed a long, linear,
lobular, firm, noncompressible mass extending from cricoid
with thick pedicle extending up to 2 cm above gastroesophageal
junction (GEJ) with surface ulceration in the lower region,
covered with exudates [Figure 1]. Endoscopic ultrasound
revealed a solid mixed echogenic lesion in the lumen of
esophagus with little vascularity.

Computed tomography (CT) chest with oral and intravenous
contrast demonstrated a single soft tissue density lesion
extending from cricoid region up to GEJ, with oral contrast
surrounding the lesions [Figure 1]. This patient underwent
surgery through cervical incision esophagectomy and surgical
extirpation of the entire polyp, which measured 16 X 7 cm
was done [Figure 2], and transhiatal gastric pull through
and cervical esophagus-gastric anastamosis was done.
Histopathology of the polyp revealed a mixture of adipose
tissue, fibrovascular tissue lined by stratified squamous
epithelium with ulceration of focal areas, and confirming the
diagnosis of FVP [Figure 2]. On follow-up of after 3 months,
the patient is doing well and symptom-free.
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Figure 1: (a) Upper gastrointestinal endoscopy showing long, linear growth in esophagus. (b) Contrast-enhanced computed tomography chest with
oral and intravenous contrast, transverse section showing intraluminal mass in esophagus surrounded by oral contrast. (c) Contrast-enhanced
computed tomography chest with oral and intravenous contrast coronal section showing intraluminal mass in esophagus

Figure 2: (a) Image of the polypoid lesion extracted through cervical incision. (b) Gross image of polyp after excision measuring 15 x 7 cm.
(c) Histopathology of polyp showing fibrous tissue, vascular structures with normal stratified squamous epithelium

Discussion

FVPs of the esophagus are rare benign tumors, comprising
about 1% of all benign esophageal tumors; however, they
are the most common intraluminal benign tumors of the
esophagus.!! GFVPs are defined as polyps larger than 5 cm in
maximum diameter. To date, there are just over 100 reported
cases in the literature, and the largest single series consisted
of 16 patients.?

The site of origin of the FVP within the esophagus is thought to
be from the Laimer-Haeckemann area (or Laimer’s triangle) an
area between inferior cricopharyngeus muscle and the proximal
end of the esophagus, which is a region of relative muscular
deficiency just inferior to the cricopharyngeus.! These
polyps are thought to originate from the loose and redundant
submucosal tissue near the Laimer’s triangle. This relatively
mobile tissue due to the lack of muscular support, through
years of esophageal peristalsis traction and swallowing, is
dragged along, elongated, and enlarged intraluminally.

FVPs are more common in the male patients, with peak
incidence in the 6™ and 7™ decades.*®! However, cases were
reported in children or infants.[¥! The most common presenting
symptom is dysphagia.®?! Other associated symptoms are chest
pain, regurgitation, and weight loss. Bleeding from polyp
and asphyxiation are the less common but more dangerous
presentations of the polyps.”!

In the series of Levine et al. 16 patients with GFVP, the

most common symptom was dysphagia seen in 87% of
patients; respiratory symptoms in 25%, regurgitation of
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the polyp into the pharynx/mouth in 12% were observed.?!
Other series presented two patients with intermittent airway
obstruction.

The chest X-ray usually depicts mediastinal widening and
anterior bowing of the trachea.!® Endoscopy usually reveals
a soft, polypoidal, compressible mass with intact normal
mucosa. Barium swallow delineates multiple intraluminal
filling defects; “Forking” of the column of contrast at the
origin of the FVP is considered a characteristic finding.*! CT is
the preferred modality for delineation of the of the mass with
objective demonstration of the vascular and lipid contents of
the FVP. The presence of fat within an intraluminal esophageal
mass lesion is considered diagnostic of FVP.[I% MRI thorax
with T1-weighted coronal images is also diagnostic of FVP
and offers a multiplanar imaging advantage as compared to
CT.[IO,II]

According to the predominant histological components, the
lesion was termed as lipomas, fibromas, fibrolipomas, or
fibroepithelial polyps; however, they have all been grouped
and classified as FVPs after the recommendations of the WHO
international classification of tumors.>!2

The treatment is surgical, and the approaches are transoral,
transthoracic, and transcervical.[! The preferred approach is
transcervical, which accesses the stalk of the polyp, which
almost invariably is in the postcricoid portion of the cervical
esophagus. Recurrence of the tumor following surgery is
rare.’) Endoscopic removal is not favored as the large size of
the polyp restricts the ability to snare the stalk and retrieve the
polyp via endoscopy.®
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Conclusions

Despite the benign nature of FVP of the esophagus, they can
cause significant discomfort with dysphagia because of their
size and location. They have life-threatening complication of
asphyxia and death, awareness, and an accurate preoperative
diagnosis of FVP reduces the morbidity of needless
thoracotomy.
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