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CLINICAL
ENDOSCOPY

Less invasive transoral resection of esophageal fibrovascular
polyps: case reports

Janusz Wtodarczyk, Tomasz Smeder

Department of Thoracic and Surgical Oncology, Jagiellonian University Collegium Medicum, John Paul Il Hospital, Cracow, Poland

We report five patients treated for esophageal fibrovascular polyps using a minimally invasive technique. Esophageal fibrovascular pol-
yps are benign pedunculated submucosal tumors of considerable size. The treated polyps size ranged from 1.5 to 13 cm. The polyps
were removed by relocation to the oral cavity under endoscopic control. No perioperative complications occurred after the treatment.
The follow-up of patients after surgery was 9-89 months, with no evidence of polyp recurrence. Thus, the described treatment is safe
but requires experience with endoscopy as well as esophageal surgery.
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INTRODUCTION

Esophageal fibrovascular polyps (EFPs) are among the rarest
benign esophageal tumors. In the available literature, only a few
over 100 cases have been described.' The predominant symp-
toms of polyps are dysphagia, regurgitation, vomiting, and non-
specific chest pain, which increase with polyp size. The tumor
is typically located in the cervical part of the esophagus or hy-
popharynx, can reach a huge size, and in certain circumstances,
can be life-threatening.”

Here, we present a method for endoscopic resection of giant
EFPs. To our knowledge, this is the largest cohort of endoscopi-
cally treated patients in the literature.
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CASE REPORT

Patients
Patients in the study were operated on for giant EFPs between
2008 and 2018 (Table 1).

Diagnostic

The diagnostic work-up included chest X-ray, barium swallow,
chest computed tomography (Fig. 1), esophagoscopy with biop-
sy and endoscopic ultrasound.

Endoscopic technique

The procedure was performed under general anesthesia. First,
the polyp base was evaluated during endoscopy, then a laryn-
goscope to visualize laryngopharynx with the stalk of the polyp,
followed by moving the polyp outwards into the oral cavity and
then outside using an endoscope and adjacent grasping tool
(Figs. 2-4). This maneuver enabled access to the base of the
stalk for safe removal. Finally, the removal itself, under endo-
scopic control, was performed using diathermy, hot snare, and
argon plasma coagulation. Endoscopic control was routinely
performed on the first postoperative day. Patients were on a
liquid diet, and the length of hospital stay varied between one
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Table 1. Clinical characteristics of the patients with esophageal fibrovascular polyp

(S;rx)/age Location of polyp Po(lI)Irlpnf;z ¢ Symptoms Diagnostic Treatment FOI(I::I‘SUP Recurrence

M/54 Upper esophagus 130x50 Dysphagia, vomiting, Contrast examination, CT ~ Transoral resection 89 No
chest pain scan, esophagoscopy, EUS

F/48 Upper esophagus 70x30  Dysphagia, vomiting, Contrast examination, CT  Transoral resection 81 No
chest pain scan, esophagoscopy; EUS

M/55 Upper esophagus 90x50  Dysphagia, vomiting, Contrast examination, CT ~ Esophagotomy and 77 No
chest pain scan, esophagoscopy, EUS  transoral resection

F/62 Upper esophagus 40x30  Dysphagia, vomiting, Contrast examination, CT ~ Transoral resection 48 No
chest pain scan, esophagoscopy; EUS

M/36 Upper esophagus 15x10  No symptoms Contrast examination, CT ~ Transoral resection 9 No

scan, MRI, esophagoscopy,
EUS

M, male; E female; CT, computed tomography; EUS, endoscopic ultrasonography; MRI, magnetic resonance imaging.

Fig. 1. Computed tomography scan showing a giant esophageal pol-
yp descending to the bifurcation of the trachea.

Fig. 3. Giant fibrovascular polyp moved outside the esophagus and

the oral cavity.
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Fig. 4. Grasping tool used to relocate the polyp into the oral cavity.



and three days, although one patient stayed for 5 days for a tho-
racotomy.

Patient 1

A 54-year-old man presented with increased dysphagia, loss of
appetite, vomiting, and unintentional weight loss of approxi-
mately 4 kg. Diagnostic work-up was performed as described
above. Microscopy was suggestive of esophageal mucosal
inflammation. He was admitted with acute dyspnea and dys-
phagia before the elective surgery. The patient was operated
in an emergency setting. Endoscopy was performed under
general anesthesia to localize the polyp origin. The polyp was
removed as described above. On the first postoperative day,
esophagoscopy was performed, which showed good healing at
the post-polypectomy site. The patient was discharged on the
third postoperative day. There were no signs of local recurrence
during the follow-up period of 89 months.

Patient 2

A 48-year-old woman was admitted to the ward with complete
dysphagia. After the diagnostic work-up, a giant esophageal
polyp was diagnosed. Microscopy was suggestive of esopha-
geal mucosal inflammation. Before surgery, an endocavitary
electrode was implanted due to symptoms of bradycardia. Di-
agnostic endoscopy was performed under general analgesia,
revealing a pedunculated polyp measuring 7x3 cm. The patient
was scheduled for endoscopic tr eatment, and the polyp was re-
moved. On the first postoperative day, esophagoscopy was per-
formed and showed good healing at the post-polypectomy site.
There were no signs of local recurrence during the follow-up
period of 81 months.

Patient 3

A 55-year-old man was admitted to department of Thoracic
and Surgical Oncolgy Jagiellonian University, John Paul IT Hos-
pital with dysphagia with the same diagnostic workup from
previous patients. The results raised the suspicion of cancer;
therefore, the patient was scheduled for surgery. Thoracotomy
was performed. Intraoperatively, a giant esophageal polyp was
diagnosed with no signs of malignancy in fresh frozen sections
(Fig. 5). Removing the polyp was difficult during thoracotomy;
therefore, the polyp measuring 9x5 cm was removed endoscop-
ically, as in the previously described cases. The patient was dis-
charged home on the fifth postoperative day and was followed
up for 77 months with no recurrence.

Wiodarczyk et al. Endoscopic resection of giant esophageal polyp

Fig. 5. Giant polyp of the esophagus: an intraoperative image.

Patient 4

A 62-year-old woman was admitted to the hospital with acute
symptoms of upper gastrointestinal tract bleeding. She received
four units of packed red blood cells and achieved hemody-
namic stability. A full diagnostic workup was performed after
being transferred to our ward, as in the previous patients. The
patient was scheduled to undergo endoscopic treatment, and
then a 4x3 cm polyp was removed. The patient was discharged
home on the third postoperative day and was followed up for
48 months with no signs of local recurrence.

Patient 5

A 36-year-old man was referred to our department with an in-
cidental finding of an esophageal lump, which was revealed on
magnetic resonance imaging of the cervical spine performed
for intervertebral disc disease. Esophagoscopy was performed
with suspicion of an esophageal polyp. Repeated esophagoscopy
revealed a 15 mm polyp with morphology suggestive of fibro-
vascular type; therefore, he was scheduled for a polypectomy.
The postoperative period was uneventful, and the patient was
discharged the following day. There were no signs of local re-
currence during the follow-up period of nine months.

DISCUSSION

EFPs are among the least often diagnosed benign intraluminal
esophageal lumps. They are often located on the posterior pha-
ryngeal wall near Laimer’s triangle or, more rarely, in the hy-
popharynx.” Morphologically, the polyps are derived from the
submucosal layer and are composed of muscular, vascular, fi-
brous, and adipose tissues.’ They may be asymptomatic or may
cause different grades of dysphagia. Because of the stalk, they
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can regurgitate through the mouth and press on the larynx,
which can lead to dyspnea and death.” Esophageal polyps are
usually correctly diagnosed during workup, but in approximate-
ly 25% of esophagoscopies, they are misdiagnosed due to their
morphology.’ Furthermore, Graham et al.’ believe that correctly
diagnosing esophageal polyps may not always be obvious, even
after surgery, and that a differential diagnosis including liposar-
coma should be considered.

Endoscopic techniques are the method of choice for patients
with polyps at approximately 2 cm in diameter, while those >8
cm should be treated with open techniques.’” Giant polyps are
those measuring >5 cm.” Using a Vereda laryngoscope, Pham
et al.’ resected a polyp measuring >10 cm. Ward et al.” removed
a 16x3 cm polyp using an endoscopic loop technique. Howev-
er, endoscopic removal of a polyp in its entirety is not always
possible, and in some cases, it is difficult, as it may cause com-
plications, which is confirmed by the reports of Li et al.”. The
authors removed a 6 cm polyp in small parts without being sure
of radicality, and the operation was interrupted due to edema of
the esophageal mucosa after 3 hours. After a week, endoscopy
was performed again, confirming radical removal.

Cockbain et al.” presented the largest paper on open-tech-
nique treatment reported in the literature, involving four pa-
tients treated for EFPs. They believe that the open technique
provides a good view of the pedicle, eliminates the risk of polyp
recurrence, and should be reserved for patients with polyps
measuring >10 cm. It should be noted that open-technique
polyp removal was a major problem, and the authors used lapa-
roscopy and gastrotomy to remove it. There was no recurrence
during the long-term follow-up. Quijano et al."” believe that the
open technique is the method of choice for recurrent polyps.

It seems that one of the key elements in the treatment of
patients with giant fibrovascular polyps is the identification of
the polyp stalk and its correct resection. Improper stalk iden-
tification can lead to life-threatening complications, such as
intraoperative bleeding or perforation of the esophageal wall or
pharynx.

Our technique takes advantage of the mobility of the polyp,
which is relocated to outside the mouth with a grasping in-
strument and is cut off under endoscopic guidance. Using this
technique, we have a good view of the pedicle, allowing us to
cut it off safely. No early perioperative complications, such as
bleeding and/or esophageal fistula, or late complications related
to polyp recurrence were observed after treatment.

EFPs are difficult to diagnose and treat. Our proposed meth-
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od of transluminal polyp removal through the natural orifice is
safe, allowing for the resection of large polyps. There were no
signs of recurrence during the long-term follow-up. This tech-
nique could be the treatment of choice for EFPs, and only its
failure should indicate open surgical treatment.
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