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ABSTRACT

Fibrovascular polyps (FVPs) are rare, benign tumors of the esophagus; they usually appear as an intraluminal mass within the
esophagus, which can grow and reach enormous sizes if left untreated. They can cause a variety of symptoms, frommild dysphagia to
life-threatening asphyxia. Diagnosis is challenging because FVPs can resemble any respiratory condition, which can lead to
misdiagnosis and potentially dangerous therapies. We present a 47-year-old man who suffered from recurrent episodes of ody-
nophagia. This time he suffered an incident of severe asphyxia and loss of consciousness. After complementary examinations, an
FVP was detected and successfully treated.

INTRODUCTION

Fibrovascular polyps (FVPs) are rare, benign lesions of the esophagus and represent less than 2% of esophageal tumors. They have
a tendency to develop in the upper third of the esophagus, and due to their wide spectrum of behavior, they can appear as an
incidental finding, to a giant mass in a severely ill patient with life-threatening asphyxia.1–4 Diagnosis is challenging because the
symptoms can resemble any respiratory disease. Complete resection is the treatment of choice.5

CASE REPORT

A 42-year-old man without any significant medical history presented to the emergency department after suffering severe asphyxia
which led to a brief loss of consciousness while swallowing liquids. The episode lasted a fewminutes, and afterward, he regained full
consciousness without any neurologic damage. After further investigation, we discovered that he had a 4-month history of brief but
recurrent episodes of dysphagia for which he was treated with antihistamines and antibiotics assuming that it was a respiratory
disease. No weight loss or other symptoms were detected.

Clinical examination was unremarkable, and due to his history, he was assessed by an otorhinolaryngologist. Laryngoscopy
revealed a mass that protruded from the esophagus toward the glottis and obstructed almost the entire airway (Video 1; watch
the video at http://links.lww.com/ACGCR/A10). A neck and chest contrast-enhanced computed tomography (CT) exposed the
5 3 5 3 2-cm soft-tissue density (100 Hounsfield units) intraluminal polypoid esophageal mass. During the first stage of the
CT, the mass extended from the upper third of the esophagus into the hypopharynx; however, when the contrast was
administered, the mass remained in the esophagus, revealing the great mobility of the polyp. No other masses or lymph nodes
were recognized (Figure 1). On endoscopy, the whitish submucosal polyp was seen obstructing almost 50% of the esophageal
lumen; it was pedunculated, mobile, and covered by an ulcer in its distal end (Figure 2).
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After a left cervicotomy, the esophagus was dissected and
opened opposite to the base of the polyp; through this incision,
themasswas completely resectedwith a 2mmsurgicalmargin,
the esophagotomies were closed in a 2-layer fashion, a drain
was left in place, and the remainder of the procedure was
completed without any complications (Figure 3). Pathology
reported an 8 3 2 3 1-cm pedunculated tumor lined by
squamous epithelium with multiple ulcers and stroma com-
posed mainly of adipocytes with areas of fibrovascular tissue.
FVP of the esophagus was the final diagnosis (Figure 4).

His postoperative course was uneventful; on his seventh
postoperative day, an esophagogram ruled out an esopha-
geal leak. Sips of liquids were initiated, and the drain was
removed. After a full diet was established, the patient was
discharged. On follow-up controls, the patient was com-
pletely asymptomatic, and he no longer had episodes of
dysphagia.

DISCUSSION

Benign tumors of the esophagus are rare lesions that appear in
0.5% of the adult population.1 From both clinical and pa-
thology viewpoints, benign tumorsmay be divided into 2 large
groups: the intramural group and the intraluminal group. The
intramural group consists of solid tumors or cysts, whereas the
intraluminal group is formed by tumors that usually originate
in the submucosa and develop in the lumen of the esophagus.
They are usually covered with normal epithelium and are
constituted of fibrous tissue with a rich vascular supply. Some
are quite loose (myxoma, myxofibroma), others are more
collagenous (fibroma), and some contain adipose tissue
(fibrolipoma). These diverse group of tumors are frequently
named as FVPs.6 FVPs tend to grow in the upper third of the
esophagus.2,7

Up to 95% of FVPs are located behind the cricoid cartilage3,4;
this zone is considered a weak region due to the fact that it does
not have a posterior muscular structure; this combined with
the excessive mucous folds in the area and the constant trac-
tion from the peristaltic activity of the esophagus aid in the
formation of the polyps.3–5,8 FVPs can range from small
lesions to bulky enormous masses that completely fill the
esophageal lumen and compresses the trachea.1,9 Clinical
presentationmay be nonspecific and varied because the tumor
grows very slowly; nonetheless, dysphagia, regurgitation, and
weight loss are among the most common symptoms.10 Upper
gastrointestinal bleeding, chest or abdominal pain, fever, and
anemia, although rarer, have also been described in several
case reports.11–14 In our case, the patient experienced episodes
of respiratory symptoms, dysphagia, and finally an episode of
severe asphyxia. Complementary tests aid in the diagnosis and
are valuable in deciding the surgical approach.5,15 Magnetic
resonance imaging is the best test to fully delineate this tumor
as it gives better information on its location, volume, and
anatomy. Nonetheless, CT, esophagogram, ultrasound, lar-
yngoscopy, and esophagoscopy can also help in preoperative
planning.4,8

In our patient, laryngoscopy was done, which revealed the
mechanism by which FVP caused suffocation. In addition,
a CT determined its location and size. Surgery is the treat-
ment of choice, and complete excision must be achieved to
avoid recurrence.16 Several approaches are available, and no
matter which one is used, adequate visualization of the polyp,
and its stalk, is vital as hemorrhage of the blood vessels in the

Figure 1. Contrast-enhanced computed tomography showing
a mass with predominantly soft-tissue density in the upper third of
the esophagus.

Figure 2. Esophagogastroduodenoscopy showing a whitish, pe-
dunculated, mobile submucosal mass covered with an apparent
normal mucosa at the cricopharyngeal level.

Video 1. Laryngoscopy showing a mass that protruded from the
esophagus toward the glottis and obstructed almost the entire air-
way. Watch the video at http://links.lww.com/ACGCR/A10.
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pedicle must be avoided.1,14 Endoscopy is usually performed
in small polyps with an identifiable stalk and excised with
either a snare, stapler, ligature, laser, or ultrasonic technol-
ogy.11,17,18 Larger lesions greater than 10 cmmay be difficult to
treat endoscopically and are better treated with an open ap-
proach.11,19,20 In our patient, open surgery was performed and
complete resection was achieved. FVPs of the esophagus are
rare, and due to broad clinical behavior, they can easily be
misdiagnosed. In-depth knowledge of the esophageal pa-
thology is required for all surgeons; this along with an ap-
propriate history, an accurate physical examination, and
complementary tests are vital to identify the underlying pro-
cess and define its treatment.
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