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Abstract
Introduction: We present a case of fibrovascular polyp, a rare submucosal tumour of the
oesophagus that has been reported only sporadically in the literature. The biapproach for surgical
removal of fibrovascular polyp has only been mentioned once in the literature.
Case presentation: A 65-year-old Greek man presented with a 9-month history of gradually
progressive intermittent dysphagia. Radiologic work-up with oesophagogram and computed
tomography revealed a large, sausage-shaped intraluminal polyp extending from the level of the
cervical oesophagus to the level of the upper body of the stomach. The diagnosis of giant
fibrovascular polyp was made radiographically and confirmed by endoscopic biopsy. The polyp was
removed using a biapproach surgical technique: pharyngotomy and subsequent gastrostomy.
Conclusion: Fibrovascular polyp is a rare submucosal tumour. Proper treatment depends on
accurate assessment of the origin, size, and vascularity of the pedicle and the size of the tumour.
Choice of the appropriate surgical approach depends on the correct diagnosis, which can usually
be indicated radiographically by the presence of a smooth, sausage-shaped defect with a discrete
bulbous tip.

Introduction
A fibrovascular polyp (FVP) is a rare, benign, intraluminal, submucosal tumour-like lesion, characterised by the
development of pedunculated, intraluminal masses that
can exhibit enormous intraluminal growth. These lesions
are composed of loose or dense fibrous tissue, adipose tissue, and vascular structures and are covered by normal
squamous epithelium. The most common location is the
upper third of the oesophagus, near the cricopharyngeus.
Dysphagia, vomiting, weight loss, and respiratory symptoms are the most frequent complaints. However, long
pedunculated lesions can regurgitate into the pharynx or
mouth and cause death from asphyxiation if the larynx is

occluded [1]. We present a case of FVP associated with
intermittent dysphagia.

Case presentation
A 65-year-old Greek man presented with a 9-month history of gradually progressive intermittent dysphagia. He
also reported significant weight loss but no haemetemesis
or melaena. The rest of his medical history was not significant. No specific abnormality was revealed during the
physical examination.
Radiologic work-up with oesophagogram showed a
dilated oesophagus, air bubbles with a mottled appearPage 1 of 4
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ance, and contrast-filling defects from the cervical
oesophagus to the upper body of the stomach (Figure 1).
The computed tomography (CT) scan revealed a soft-tissue lesion in the oesophagus, extending from the level of
the cervical oesophagus to the level of the upper body of
the stomach (Figure 2a,b,c). The lesion appeared as a relatively smooth, sausage-shaped intraluminal mass with
bulbous distal tip.
CT with multiplanar reformatting provided valuable
information regarding the location of the lesion as well as
the size and anatomical attachment proximally, which
was pivotal in directing surgery (Figure 2d). The intraluminal polyp showed soft tissue densities and a central
area with attenuation identical to that of fat (Figure 2e).
Endoscopy revealed a smooth submucosal mass occluding the oesophageal lumen. Endoscopic ultrasoundguided fine-needle aspiration was performed and cytological examination revealed benign fibro-fatty elements. The
lesion was diagnosed as a submucosal FVP of the
oesophagus, originating from the cervical oesophagus.
A biapproach surgical technique was selected. The origin
of the pedicle was attached to the anterior wall of the
hypopharynx. The broad base of the stalk was divided by
performing cervical vertical oesophagostomy. However,
the head of the polyp was too large to be removed through
pharyngotomy; therefore, the entire polyp was removed
via gastrostomy (Figure 3). The length of the tumour was
16 cm and histopathology revealed an oesophageal
mucosa-covered polypoidal lesion composed of lym-
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entire oesophagus, multiple air bubbles, and filling
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phocytes and plasma cells interspersed with fibroblasts
and blood vessels. No hyperplasia of the mucosal epithelium was evident. The final diagnosis was FVP of the proximal oesophagus. The patient recovered uneventfully and
was cured of his dysphagia.

Discussion
FVPs are rare submucosal tumours of the oesophagus
almost always originating from the cervical oesophagus;
they are benign but potentially life-threatening lesions. In
the past, these lesions have been variably classified as
'lipomas', 'fibromas', and 'fibrolipomatous' polyps [2-5].
They usually arise in the proximal oesophagus behind the
cricoid cartilage, frequently from the upper oesophageal
sphincter. These polyps usually originate as small mucosal
tumours just below the cricopharyngeus muscle sphincter, then extend into the oesophageal lumen by the constant downward urge of both food and peristalsis, and
they may reach into the stomach [6,7]. The incidence of
these tumours is highest in middle-aged and elderly men,
although some cases have occurred in children, infants,
and women.
A FVP usually presents as a large, pedunculated lesion,
and symptoms occur only once the polyp has become sufficiently large. Patients usually complain of dysphagia,
substernal discomfort, and the sensation of a mass. Many
cases of FVP have presented as regurgitated masses in the
mouth, others have led to airway obstruction when the
mass impacted on the larynx. Asphyxiation can result
from impaction of the polyp in the glottis and is the most
feared complication [8]. Histologically, the lesion is composed of variable admixtures of mature adipose tissue lobules, collagenous and sometimes myxoid tissue, and
prominent vasculature (a mixture of muscular arteries,
thin-walled veins, and capillaries), all surrounded by
mature squamous epithelium. Malignant degeneration of
FVP is thought to be extremely rare.
Unless regurgitated, the presence of FVP can be difficult to
diagnose, and patients may die without a correct diagnosis. FVPs can sometimes be identified during chest radiography by the presence of a right-sided superior
mediastinal mass, anterior tracheal bowing, or both. At
oesophagography, the lesion usually appears as a smooth,
expansile intraluminal mass that arises in the cervical
oesophagus and extends into the thoracic oesophagus. On
CT scan, FVPs containing abundant adipose tissue may
appear as soft-tissue-attenuated lesions (abundant fibrovascular tissue), with a paucity of fat, that expand the
lumen of the oesophagus.
Although most FVPs have an attachment site in the cervical oesophagus, barium studies often fail to demonstrate
a proximal pedicle. Accurate diagnosis is best established
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Serial axial images of the chest computed tomography scan (a,b,c,d) from the level of upper oesophagus to the
level of the stomach reveal a soft-tissue, large intraluminal lesion. The polyp originates at the anterior wall of the cervical oesophagus (arrow in a). Axial computed tomography image (mediastinal window setting) shows an area of fat density
(arrow in d). Reformatted coronal computed tomography image shows the entire length of the polyp (e).
with endoscopy, although this technique is not completely reliable for diagnosing FVP. The differential diagnosis for FVP includes achalasia, extrinsic masses that
compress the oesophagus, giant coalescent air bubbles,
and other polypoid intraluminal tumours including lymphoma, spindle cell carcinoma, malignant melanoma,
and leiomyosarcoma. The correct diagnosis can usually be
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Gross surgical specimen of the fibrovascular polyp.
The tumour was covered with a smooth, pinkish-grey
mucosa similar to that of the normal oesophagus.

suggested radiographically by the presence of a smooth,
sausage-shaped defect with a discrete bulbous tip [9].
Removal of these lesions is usually recommended because
of the progressive and eventually debilitating nature of the
symptoms and the small but known risk of asphyxiation
and sudden death. The most common therapeutic
approach is surgical cervical oesophagostomy with complete excision of the stalk. The location of the stalk and the
vascularity makes surgical resection the preferred mode
for removing these unusual polyps. Endoscopic resection
is possible but is generally avoided because of the potential for haemorrhage from the feeding vessels in the stalk.
However, complication-free endoscopic resection of large
oesophageal giant FVPs has been reported.
Generally, small polyps less than 2 cm in diameter and
with a thin pedicle can be removed by endoscopic ligation
and electrocoagulation of the pedicle. Polyps larger than
8 cm long or those with a thick, richly vascularised pedicle
should be removed by surgical excision, and usually
through a cervical incision. When the head of the polyp is
too large to be removed through pharyngotomy, removal
via gastrostomy is recommended. We could identify only
one report in the literature about the surgical resection of
FVP using the biapproach [10]. A biapproach for surgical
resection and removal of an FVP via pharyngotomy and
gastrostomy is essential in cases of a large polyp that
reaches into the stomach and has a bulbous distal tip.
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Conclusion
Giant FVP of the oesophagus is a very rare entity and few
reports on this lesion exist in the literature. Diagnosis can
be difficult for physicians who are unfamiliar with this
type of tumour. The most common location is the upper
third of the oesophagus, near the cricopharyngeus. Dysphagia, vomiting, weight loss, and respiratory symptoms
are the most frequent complaints. However, long pedunculated lesions can regurgitate into the pharynx or mouth
and cause death from asphyxiation if the larynx is
occluded. The details of our case should raise awareness
for both radiologists and clinical physicians. Oesophagogram and CT are essential when evaluating a patient with
such symptoms.
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