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SUMMARY
Giant fibrovascular polyps of the oesophagus are rare
benign tumours originating from the upper oesophagus.
A 58-year-old woman presented with a 6-week history
of a sore throat, odynophagia and progressive
dysphagia, managing only a soft diet. CT of the neck
and thorax, and barium swallow, both demonstrated a
giant fibrovascular polyp measuring approximately 7 cm
in length arising from the proximal oesophagus. The
patient underwent endoscopic resection of the polyp
with the assistance of ultrasonic shears. We present the
case of a giant fibrovascular polyp and describe our
novel technique for successful endoscopic resection using
ultrasonic shears.

BACKGROUND
Giant fibrovascular polyps of the oesophagus are rare,
comprising <2% of all benign oesophageal tumours.1

They commonly originate from the proximal
oesophagus, and often present with non-specific
symptoms associated with oesophageal and respira-
tory obstruction, which may progress to potentially
fatal airway complications. Traditional excision com-
monly involves a transcervical vertical oesophagotomy
and there are only a few reports of endoscopic resec-
tion. In this report, we present a case of a giant fibro-
vascular polyp that was successfully removed
endoscopically with the assistance of ultrasonic shears.

CASE PRESENTATION
A 58-year-old woman presented to clinic, with a
6-week history of a sore throat, odynophagia and
progressive dysphagia, managing only a soft diet. She
also described the feeling of a lump in her throat.
Examination of the neck was unremarkable and there
was no cervical lymphadenopathy. Examination of
the oral cavity revealed evidence of a previous tonsil-
lectomy but no other abnormalities. Flexible transna-
sal video laryngoscopy demonstrated a distorted,
rotated larynx with swelling and erythaema of the
right aryepiglottic fold and a possible right piriform
mass. Further visualisation of this area was not pos-
sible because of the patient’s sensitive gag reflex. Her
medical history was unremarkable and she did not
take regular medications. She was a non-smoker with
moderate alcohol consumption.

INVESTIGATIONS
CT of the neck and thorax demonstrated a large
pedunculated polyp measuring approximately 7 cm
in length in the proximal oesophagus, with

appearances suggestive of a giant benign fibrovascu-
lar polyp (figure 1). Barium swallow revealed a
large oesophageal polyp with its cranial attachment
approximately at the level of the cricopharyngeus,
with a smooth and lobulated surface (figure 2).
Blood tests were within the normal range. The
patient underwent an examination under anaesthe-
sia, which revealed a large polyp arising from the
pedicle in the piriform sinus and passing through
the cricopharyngeal sphincter into the oesophagus.
Biopsy of the lesion did not show any evidence of
malignancy.

TREATMENT
The patient subsequently underwent oesophago-
scopy and excision of the polyp. During removal,
the polyp was exposed using a Dedo pharyngo-
scope with suspension arm (figure 3). The lower
extent of the polyp could not be visualised as the
lesion completely filled the oesophagus. The polyp
was grasped at the apex and the pedicle divided
with ultrasonic shears (Harmonic ACE, Ethicon,
UK; figure 4). This freed the polyp while ensuring
haemostasis at the same time. The polyp was too
large to be removed through the pharyngoscope, so
polyp and endoscope were removed simultaneously
with the polyp held by two separate grasping
forceps. Prior to removal, 20 mg of atracurium was
administered to relax the cricopharyngeal sphinc-
ter. Oesophagoscopy was performed following the
removal of the polyp and showed a dilated upper

Figure 1 Sagittal CT showing the giant fibrovascular
polyp in the proximal oesophagus.

Lobo N, et al. BMJ Case Rep 2016. doi:10.1136/bcr-2015-214158 1

Rare disease

http://crossmark.crossref.org/dialog/?doi=10.1136/bcr-2015-214158&domain=pdf&date_stamp=2016-01-14
http://casereports.bmj.com


oesophagus but no bleeding or perforation (figure 5).
Macroscopically, the polyp measured 6.5×3.2×0.8 cm (figure 6).
Histological examination revealed a large polyp with an ulcer-
ated surface consisting of oedematous stratified squamous epi-
thelium overlying a loose myxoid stroma with variably sized
ectatic thick and thin-walled vessels. There was a lymphoplas-
macytic inflammatory infiltrate with scattered lymphoid aggre-
gates containing a few small germinal centres but no evidence of
malignancy. These histological appearances were consistent with
a giant fibrovascular polyp.

OUTCOME AND FOLLOW-UP
The patient resumed a normal diet the following day and was
subsequently discharged.

DISCUSSION
Giant fibrovascular polyps of the oesophagus are rare and rep-
resent <2% of all oesophageal benign tumours.1 These polyps
commonly arise from the upper oesophagus, near the level of
the cricopharyngeus at the pharyngo-oesophageal junction.
They consist of a core of fibroadipose connective tissue and
blood vessels covered by stratified squamous epithelium. The
polyps are thought to develop when the loose and relatively

mobile submucosal tissue near Laimer’s triangle is slowly
stretched over time by oesophageal peristalsis traction and
swallowing. Polyps measuring up to 26 cm have been
described.2

The slow-growing nature of these polyps means that they can
reach considerable sizes before becoming symptomatic.
Symptoms are caused by intraluminal mass effect of the polyp
and include dysphagia, odynophagia, regurgitation of food,
chest or neck pain and the sensation of a lump. Regurgitation of
the polyp into the mouth occurs occasionally and may, rarely,
cause laryngeal obstruction leading to asphyxiation and death.3

Diagnosis may be challenging and often requires a combin-
ation of history, imaging and endoscopy. Barium studies are
commonly used and show the typical appearance of a lobulated
intraluminal sausage-shaped lesion with a bulbous tip.4

Endoscopic ultrasound can be used to demonstrate size, pedicle
location and polyp vascularity, and has the advantage of provid-
ing a diagnostic histological sample via fine-needle aspiration
cytology. CT is useful to identify feeding vessels while MRI pro-
vides multiple planes of section and high differentiation reso-
lution of soft tissues.5

Figure 2 Anteroposterior contrast swallow radiograph.

Figure 3 Endoscopic view of hypopharynx showing pedicle of polyp
passing through the upper oesophageal sphincter.

Figure 4 Endoscopic view showing the pedicle grasped with forceps.

Figure 5 Endoscopic view of dilated upper oesophagus following
removal of polyp.
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Surgical excision is the definitive treatment for giant fibrovas-
cular polyps and is usually curative, with only a few reports of
recurrence.6–8 Resection not only provides symptom control but
also eliminates the risk of asphyxiation. Depending on polyp
size and pedicle vascularity, an endoscopic or open approach
may be used. Open excision via a transcervical/transthoracic
incision is recommended for polyps longer than 8 cm or those
with a thick vascular pedicle; in rare cases, thoracotomy6 or
oesophagectomy9 10 may be required for very large lesions.
Endoscopic resection is recommended for small polyps with a
thin pedicle although lesions of up to 17 cm have been success-

fully removed endoscopically.11 To date, there are only five
reports of endoscopic resection and techniques for removal
include the use of an electrosurgical snare,11 12 Endoloop,13 14

Endo GIA stapler15 and Nd:YAG laser.16 In our case, we were
able to remove the entire polyp endoscopically using a
Harmonic ACE (Ethicon, UK) to divide the thick vascular
pedicle, and muscle relaxant to aid delivery. By utilising this
approach, we were able to avoid the complications and risks
associated with open surgery.
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Figure 6 Giant fibrovascular polyp of the oesophagus after
endoscopic removal.

Learning points

▸ Giant fibrovascular polyps of the oesophagus are rare
benign tumours of the oesophagus.

▸ Resection is indicated in all patients for symptom control as
well as to eliminate the risk of asphyxiation.

▸ Endoscopic resection is technically feasible and avoids the
morbidity associated with a transcervical vertical
oesophagotomy.

▸ This report describes the novel use of ultrasonic shears to
successfully facilitate endoscopic removal of a giant
fibrovascular polyp.
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