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Abstract

Giant polyps in the esophagus are rarely occurring benign tumors and may contain
lipomas, fibrovascular polyps, fibrolipomas or neurofibromas polyps. Clinical
symptoms include dysphagia, vomiting, retrosternal pain, shortness of breath, and
asthma. In some cases, the polyps are regurgitated into the oral cavity and represent a
spectacular manifestation. The reported case in this study was of a 50-year-old man
who complained of emesia for half a year and dysphagia for one month before being
hospitalized. Occasionally, a fleshly mass reached into his mouth. The results of
endoscopic ultrasonography, barium swallow in the upper digestive tract, and a
computed tomography scan demonstrated a giant polyp in the esophagus, which
was subsequently removed by gastroscopy. Pathological examination determined a
fibrovascular polyp.

Introduction

Giant esophageal polyps are rarely occurring benign tumors
and represent about 0.03% of all neoplasms in the esopha-
gus.1 Most esophageal polyps arise from the cervical or upper
esophagus.2 No symptoms are initially perceived, but with the
growth of the neoplasm, symptoms such as dysphagia, vom-
iting, retrosternal pain, shortness of breath, and/or asthma
may occur. A fresh mass may also be regurgitated into the
mouth.3 Current treatment for this complication includes
resection through a cervical incision, thoracotomy or treat-
ment by endoscopy.4 Endoscopy is preferred as it causes less
damage than other surgical methods. In the present case, we
report a patient with an esophageal polyp who suffered
from dysphagia; the polyp was successfully removed by
gastroscopy.

Case Report

A 50-year-old man was admitted to the General Hospital of
the People’s Liberation Army after complaining of a month of

dysphagia, six months of vomiting, and infrequent regurgita-
tion of a fresh mass into the oral cavity (Fig 1a). No treatment
was provided until the dysphagia became worse. Barium
swallow demonstrated a giant neoplasm which almost occu-
pied the whole esophageal lumen, 22 cm apart from the
incisor and 18 cm in length. The mucosal surface of the neo-
plasm was smooth, suggesting a giant submucosal neoplasm
in the esophagus with a high probability of an esophageal
polyp (Fig 1b). Chest computed tomography (CT) demon-
strated a huge neoplasm, extending from the cervical esopha-
gus to the cardia; the largest diameter of the polyp was 6 cm
(Fig 1c). The lumen of esophagus was also distended. Ultra-
sonic endoscopy showed a neoplasm originating from the
submucosa of the cervical esophagus, the base of which was
about 5 cm in diameter, occupying almost half of the esopha-
geal lumen (Fig 1d). These data indicated an esophageal
polyp measuring 18 cm in length and 5–6 cm in diameter,
extending from the cervical esophagus to the stomach cavity.
After preparation, the patient was treated via gastroscopy
under general anesthesia. Because of the large dimension of
the polyp, it could not be completely removed; therefore, it
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was cut into small pieces by snare and removed piece by piece.
The procedure lasted about three hours and approximately
two-thirds of the tumor was removed. Surgery was discontin-
ued after heavy edema in the esophageal mucosa. After
surgery, the patient was supported with nutritional therapy
(oral food and water were not permitted), and orally treated
with mannitol, dexamethasone, and gentamycin to reduce

swelling and prevent infection. Gastroscopy was repeated a
week later, resulting in the total removal of the tumor. The
patient left the hospital and no abnormality was found by gas-
troscopy one month later (Fig 2). Pathological examination
confirmed that a fibrovascular polyp was successfully
removed. The patient was followed up for more than two
years and no recurrence was observed.

Figure 1 The diagnosis of esophageal polyb. (a) A giant neoplasm regurgitated into the mouth. (b) A polyp with a long pedicle detected by barium
esophagogram. (c) A neoplasm almost occupying the whole lumen detected by computed tomography (CT). (d) The neoplasm detected by gastroscopy.
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Discussion

Esophageal polyps are a kind of rare benign tumor of the
esophagus, consisting of material such as fibrous tissue, blood
vessels, and adipose tissue, with a morbidity rate lower than
that of esophageal laevicellulare.5 Esophageal polyps are com-
monly located at the upper third of the esophagus, originat-
ing from mucosa or submucosa. Neoplasms in the esophageal
lumen can result in nutrition problems, such as anemia and
cachexia. Furthermore, emergencies, such as asphyxia, may
occur when the polyp enters into the airway. Esophageal
polyps should be removed surgically as soon as possible after
confirmation to reduce such risks.

The detection of an esophageal polyp relies on barium
esophagogram, gastroscopy, and chest CT. Barium study is
commonly used, but its sensitivity is relatively low for polyps

with normal surfaces. In addition, it cannot show the pedicle
of the neoformation. Detection of a polyp by gastroscopy
may be difficult because of the occupation of the esophageal
lumen by the polyp. Ultrasonic endoscopy might help find
the origin and range of the neoplasm pedicle. Chest CT and
magnetic resonance imaging could help determine the
volume and range of large polyps, in order to determine the
proper surgical approach. Although many detection methods
can be used, an esophageal polyp is always misdiagnosed
because of its rarity. The patient in this study had consulted
several hospitals and been diagnosed with an esophageal
sarcoma or leiomyosarcoma before being hospitalized in our
institution.

Therapies for esophageal polyps generally include surgical
intervention or removal by endoscopy, mainly determined by
the lesion size and vessels that nourish the polyp. Surgical

Figure 2 The removal of esophageal polyp by gastroscopy. (a) The giant neoplasm in the esophageal lumen. (b) The esophagus after surgery.

Table 1 Recent reports of esophageal polyps and their removal

Polyp size Location of polyp Detection method Surgical approach Ref

23 cm × 9 cm × 9 cm Upper esophageal sphincter Chagas serology, esophageal
manometry, endoscopy,
and chest CT

Esophagectomy 7

18 cm × 5.4 cm × 4 cm Hypopharynx below the left
arytenoid cartilage

Gastroscopy, CT, EUS Cervicotomy and pharyotomy 5

23 cm × 3 cm x 3 cm Posterior aspect of esophagus,
below the cricopharyngeus

Barium swallow study,
esophagoscopy

Larygopharyngoscopy 8

10.5 cm × 5.5 cm × 3.5 cm Barium esophagogram, MRI Right anterior mucosal wall of
the cervical esophagus

Esophagotomy 9

16 cm × 7 cm x 7 cm Chest CT, endoscopy Below the Killian’s area, in a
small hiatus hernia

Esophagotomy 10

4 cm × 4 cm; 6 cm × 6 cm Esophago-gastro-duodenoscopy Upper third of esophagus Esophagotomy 3
20 cm × 3–4 cm Upper gastrointestinal endoscopy,

CT, barium esophagogram
Cervical esophagus Esophagotomy and

laparoscopic gastrotomy
11

CT, computed tomography; EUS, endoscopic ultrasound.

J. Li et al. Esophageal polyp removal by gastroscopy

Thoracic Cancer •• (2016) ••–•• © 2016 The Authors. Thoracic Cancer published by China Lung Oncology Group and Wiley Publishing Asia Pty Ltd 3365Thoracic Cancer 7 (2016) 363–366
This is an open access article under the terms of the Creative Commons Attribution-NonCommercial License, which permits use, distribution and reproduction in any medium,
provided the original work is properly cited and is not used for commercial purposes.

© 2016 The Authors. Thoracic Cancer published by China Lung Oncology Group and John Wiley & Sons Australia, Ltd



intervention can remove low risk esophageal polyps;
however, neoplasm resection by endoscopy cannot be per-
formed as an endoscopy cannot support severe bleeding.6 As
reviewed in Table 1, esophageal polyps have been successfully
removed by surgery; however, numerous reports have shown
that bleeding complications of polyp removal by endoscopy
could be avoided by comprehensive evaluation before surgery
and careful surgical technique.12,13 The giant neoplasm in this
case was successfully removed by endoscopy after accurate
definition of the cervical origin of the neoplasm and the
realm of its pedicle by careful examination under ultrasonic
gastroscopy. Preparations were made in case of bleeding
during endoscopical therapy. Because of the close localization
of the esophagus and air tube, surgery was very carefully per-
formed to avoid breaking the wall of esophagus.

In conclusion, an esophageal polyp is a kind of benign neo-
plasm that rarely occurs in the esophagus. An esophageal
polyp should be removed immediately by surgery or endos-
copy, preferably via endoscopy as the technique causes less
damage to the patient.
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