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Abstract

Fibrovascular polyps of the esophagus are rare benign lesions that arise from the cervical esophagus
and can reach very big size before they become symptomatic. Surgical excision is the treatment of
choice, since endoscopic removal is not always feasible.

We present this case in order to emphasize the significance of localizing, preoperatively, the exact
origin of the pedicle in planning the way of surgical approach. We consider the accurate pre-
operative assessment of the origin of the pedicle essential for the proper surgical treatment of such a
polyp. In respect to this, imaging provides important information concerning the exact location of the
pedicle, the vascularity of the polyp and even tissue elements of the mass.

Introduction

Fibrovascular polyps (FVP) are rare, benign “tumorlike”
lesions of the esophagus, that usually remain asympto-
matic. Symptoms are present when the polyp reaches a
large size (resulting in their common appellation as
“giant fibrovascular polyps”) and include progressive
dysphagia (more than 50% of the patients), odynopha-
gia, respiratory symptoms and the most distinctive
regurgitation of a fleshy mass into the mouth which can
lead in subsequent aspiration and even life-threatening
asphyxia secondary to mechanical obstruction of the
larynx [1,2].

Treatment consists of either endoscopic or surgical excision.
If the stalk can be adequately visualized endoscopically,
endoscopic ligation can be performed.

Case presentation

The patient, a 62 years-old Caucasian male of Greek, was
referred to our center due to progressive dysphagia since
2 years, an episode of regurgitation of a fleshy mass into
the mouth and occasional attacks of dyspnea. Previous
consultation to an Ear Nose and Throat specialist suggested
a psychiatric evaluation.

On admission to our hospital the patient underwent
radiographic study of the esophagus using barium as
contrast medium. The esophagogram demonstrated a
contrast-filling defect from the cervical esophagus till the
Cardioesophageal junction (Figure 1).

A mobile, elongated endoluminal polypoid mass was
revealed during esophagoscopy, arising from the level of
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Figure |. Barium esophagogram showing a filling defect of almost the entire esophagus with a sausage-like intraluminal appearance.

the upper esophageal sphincter and extending till just
above the Cardioesophageal junction. This soft tissue
polypoid mass caused a marked dilatation of the proximal
and mid esophagus. Attempt to excise the polyp endosco-
pically was not performed due to inability to visualize
adequately the base of the polyp and therefore the patient
was recommended to be operated.

MRI of the neck and thorax demonstrated that the origin
of the pedicle was pointed to the right anterior mucosal
wall of the cervical esophagus (Figure 2, Figure 3).

Knowing preoperatively the site of origin of the polyp, a
cervical incision was decided opposite to the origin.

For this reason through a left lateral cervical approach a
longitudinal esophagotomy, 5 c¢cm in length, was per-
formed to the left posterior esophageal wall. The mucosal
origin of the stalk was completely visualized, resected and
suture-closed. The mucosal defect was repaired by single
interrupted absorbable stitches. The polyp was tracted and
removed. The esophagotomy was sutured in a two-layered
fashion.

Figure 2. MRI TI-W axial image: a mass- like lesion is seen in the posterior mediastinum arising from the right anterior mucosal
wall of the esophagus.
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Figure 3. MRI T2-W axial image: the esophageal tumor appears non homogenous, with sharp margins.

The dimension of the polyp was 10.5 x 5.5 x 3.5 cm
(Figure 4).

A nasogastric feeding tube was introduced and left in place
for 4 days.

Figure 4. Intraoperative photograph of a large fibrovascular
polyp of the esophagus. The dimension of the polyp was
10.5 x 55 % 3.5 cm.

Histopathologic examination revealed that the specimen
corresponded to a fibrovasular polyp (Figrure 4) lined
with reactive squamous epithelium, with focal ischemic
obstruction and necrosis of the polyp’s stroma and
concurrent chronic lymphonodular inflammatory reac-
tion. There were no signs of malignancy.

The patient had an uneventful recovery period. He has
been followed up for 1 year postoperatively without any
sign of recurrency.

Discussion

Although rare, fibrovascular polyps comprise the majority
of benign tumor-like lesions of the esophagus character-
ized by the development of pedunculated intraluminal
masses. Clinically, they do not present specific symptoms
and are often misdiagnosed or even undiagnosed until
they grow to gigantic sizes. Because these lesions are
pedunculated they may have a spectacular clinical
presentation, including regurgitation of a fleshy mass
into the mouth. Usually these polyps arise from the
cervical esophagus, inferiorly to the cricopharyngeal
muscle at the Laimer’s triangle, which reveals their trend
to prolapse into the mouth causing the characteristic
“regurgitation of a fleshy mass” [3]. The redundant
mucosa in the above region of the esophagus being highly
mobile is assumed to result in the polyp formation, while
the propulsive act of swallowing permits its caudal
extension.

Their elongated “sausage-like” characteristic appearance is
believed to be the result of the traction during peristalsis
and swallowing [4].
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Initial diagnosis in the majority of cases is made by barium
esophagogram [5]. This, usually, reveals an intraluminal
contrast filling defect within a widened esophagus. The
correct diagnosis can usually be suggested radiographically
by the presence of a smooth, sausage-like defect with a
discrete bulbous tip [6]. Many times diagnosis to be
established needs additional esophagoscopy, although
detection of FVP might be difficult or even impossible due
to their intraluminal location and composition that looks
like the esophageal mucosa [7,8]. Up to 25% of cases
might be missed on endoscopy due to the normal
squamous epithelium lining the polyp.

Resection, in most cases, is advocated as soon as a large
fibrovascular polyp is detected to eliminate the potential
risk of asphyxiation. Less usual indications for surgery
include dysphagia and anemia due to gastrointestinal
bleeding from the ulcerative tip of the polyp. Malignant
transformation is extremely rare [9,10].

Endoscopic removal of small FVPs seems feasible. Surgical
excision is mandatory whenever the polyp gets large
dimensions and is performed, preferably, through a
cervical esophagotomy. Surgical removal remains the
treatment of choice.

Since the pedicle has to be resected under direct vision, the
incision needed to expose the esophagus has to be made
opposite to the site of origin of the lesion.

Making the esophagotomy to the side where the polyp
originates can be disastrous, with unpleasant incidents
such as severe hemorrhage and even inability to excise the
polyp as a whole and leaving material that can recur.

Consequently, knowing the exact site of origin of the
pedicle of the FVP is extremely important when deciding
to proceed to surgical removal of such a polyp. This
knowledge can be provided, preoperatively, most of the
times, by modern imaging techniques (CT, MRI).

Today, planning the proper surgical approach for the
resection of a giant fibrovascular polyp, has an important
ally, modern imaging, which can provide important
information concerning the exact location of the pedicle.
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