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Difficult endoscopic resection
of a giant esophageal
fibrovascular polyp: case
report and literature review
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Abstract

Esophageal fibrovascular polyp is rare in esophageal neoplasms and usually very large. Here, we

present a case of giant esophageal fibrovascular polyp. The patient had dysphagia and choking

sensation at presentation. She underwent positron emission-computed tomography (PET-CT),

endoscopy, endoscopic ultrasonography, and fine needle aspiration. She was clinically diagnosed

as having an esophageal benign tumor and underwent endoscopic submucosal dissection. The

polyp was successfully resected; however, the process was very difficult, and the lesion was too

large to pass through the upper esophagus. Finally, we removed the lesion surgically. Fibrovascular

polyps are often large, and if endoscopic resection is chosen, it is necessary to consider the

difficulties that may be encountered during resection, before initiating treatment.

Keywords

Giant esophageal fibrovascular polyp, endoscopic ultrasonography and fine needle aspiration,

difficult endoscopic resection, surgical resection, positron emission tomography-computed

tomography, case report

Date received: 22 April 2021; accepted: 27 July 2021

Introduction

Esophageal fibrovascular polyp is a rela-

tively rare disease, accounting for approxi-

mately 0.03% of esophageal tumors.1 With

developments in endoscopic technology, the

detection and diagnosis rates of esophageal

fibrovascular polyps are increasing.
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Although benign, these polyps can grow in
size to seriously affect the patient’s quality
of life or even cause fatal complications.2

Here, we present a case of esophageal
fibrovascular polyp, and we review the
literature.

Case report

A 43-year-old woman presented with dys-
phagia. At presentation, she had been suf-
fering with dysphagia for 2 months,
sometimes accompanied by choking, short-
ness of breath, and fever. Blood laboratory
testing showed elevated inflammatory
markers and decreased hemoglobin and
albumin concentrations. The proportion of
neutrophils was 80%, C-reactive protein

concentration was 98mg/L, hemoglobin
was 98 g/L, and albumin was 31 g/L.
Positron emission tomography-computed
tomography (PET-CT) was performed and
revealed obvious esophageal dilatation and
a visible columnar soft tissue mass shadow
in the esophagus. The lesion appeared to
have a wide base connected to the right
anterior wall of the upper esophagus
(Figure 1a and b). 18F-fluoroxy-d-glucose
(FDG) metabolism was not increased in
the upper segment of the lesion, which sug-
gested a benign lesion. FDG metabolism
(maximum standardized uptake value
(SUVmax)/mean: 3.6/2.5) in the lower seg-
ment of the lesion was slightly increased,
and a local inflammatory lesion was
considered.

Figure 1. Endoscopic findings in the case. (a) There was a columnar mass occupying the entire esophageal
cavity. (b) The broad base of the lesion appeared to be connected to the right anterior wall of the upper
esophagus. (c) The lesion began 15 cm from the incisors and connected with the esophageal wall. (d) From
15 cm from the incisors to the lower esophagus (mass length: 15 cm), the lesion comprised a rod-shaped
mass with a smooth mucosal surface.
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The patient then underwent endoscopic

examination, which revealed that the lesion
began 15 cm from the incisors and con-

nected with the esophageal wall. From

15 cm from the incisors to the lower seg-

ment of the esophagus, the lesion was a

rod-shaped mass with a smooth mucosal

surface and measured 15 cm in length
(Figure 1c and 1d). Ultrasonography

showed that the lesion was located in the

submucosa, with moderate echogenicity

and homogeneous internal echogenicity

with focal hypoechogenicity. Fine-needle

aspiration was performed, and the patholo-
gy results suggested fibroblastic hyperplasia

with no evidence of malignancy. According

to the results of the examinations, the

esophageal submucosal tumor was consid-

ered a benign lesion, and endoscopic sub-

mucosal dissection (ESD) was used to resect
the lesion after obtaining informed consent.

First, we injected a mixture of normal

saline and methylene blue into the base of

the lesion. Next, we used an IT knife
(Olympus, Tokyo, Japan) and a Dual

Knife (Olympus) to cut into the submucosa,

and gradually stripped the lesion. Bleeding

occurred repeatedly during resection, and

the bleeding was stopped using coagulation

forceps. Finally, the oral side of the lesion
was completely dissected (Figure 2a and

2b). After resection, the surgeon attempted

to remove the lesion with a snare and for-

eign body forceps; however, the lesion was

too large to pass through the upper esoph-

agus. Laser resection also failed, and final-

ly, it was necessary to remove the lesion

surgically. We cut the anterior wall of the

gastric body, pulled the tumor from the

esophagus into the stomach with grasping

forceps, and removed it from the stomach

(Figure 2c). The pathological results

showed that the tumor was a fibrovascular

polyp (Figure 3a and 3b). Follow-up gas-

troscopy was performed 1 and 6 months

postoperatively; scar formation was visible,

and no recurrence was found (Figure 3c).
The reporting of this study conforms to

the CARE guideline.3 In this report, we

have de-identified all of the patient’s details

such that the patient’s identity may not be

ascertained in any way.

Discussion

Fibrovascular polyps are benign neoplasms

that usually occur in the cervical esophagus,

but may also be seen in the pharynx.

Fibrovascular polyps are usually elongated

and covered with normal esophageal

mucosa, with the largest reported size of

25 cm.4 These polyps are less likely to

become malignant.5 Patients usually have

no obvious symptoms in the early stage,

Figure 2. Resection of the giant esophageal polyp. (a) The oral side of the lesion was completely dissected.
(b) The photograph shows the wound after removing the lesion. (c) The lesion was removed surgically. We
cut the anterior wall of the gastric body, pulled the tumor from the esophagus into the stomach with
grasping forceps, and then removed the polyp from the stomach.

Nie et al. 3



and polyps often reach a large size by the
time symptoms appear. Clinical symptoms
caused by fibrovascular polyps comprise dys-
phagia, foreign body sensation, coughing,
dyspnea, and even choking. Our patient pre-
sented with dysphagia, shortness of breath,
and a giant esophageal polyp. This case
reminds us that we should be alert to this
disease when we encounter similar symptoms.

Fibrovascular polyps are rare
clinically and are difficult to diagnose.
Supplementary examinations play an
important role in determining the nature
and origin of the lesion. Upper gastrointes-
tinal tract barium contrast examination
usually reveals a dilated esophagus and
long, smooth filling defects in the lumen
of the upper esophagus,4 which can be
used as a primary screening examination.
CT and magnetic resonance imaging
(MRI) can provide effective diagnostic
information as non-invasive tests.6

Cervicothoracic CT provides information
regarding the signal characteristics of the
mass, the relationship with the surrounding
organs and tissues, and the nutrient vessels,
which play important roles in guiding the
clinical treatment.7 In this case, the patient
underwent PET-CT in addition to plain
CT, which not only provided the above
information, but also indicated additional
FDG values at different locations within
the polyp, which further helped determine
the benign and malignant nature of the

lesion. Therefore, PET-CT can be included
in the pre-treatment adjuvant examinations
for some patients who are diagnostically
difficult, where financially feasible.

Gastroscopy and endoscopic ultrasonog-
raphy (EUS) are important for the diagno-
sis and differential diagnosis of esophageal
fibrovascular polyps. Gastroscopic obser-
vation of the lesion provides better visuali-
zation, and the location, size, and surface of
the lesion can be more accurately described.
Endoscopically, fibrovascular polyps usual-
ly appear as a relatively large intraluminal
mass that is movable and which covers the
normal esophageal mucosa. However, these
polyps sometimes escape diagnosis when

the normal mucosa covers their surface
and are misdiagnosed as malignant tumors
because the pedicles are not easily found.8

EUS permits real-time ultrasonographic
scanning to obtain information such as
the location of the polyp’s origin, echoge-
nicity, and vascularity.9 In addition to
routine biopsy, EUS can also permit fine-
needle aspiration for lesions under
ultrasound guidance, which improves
the positivity rate of biopsy.10

Histopathologically, the main body of fibro-
vascular polyps consist of fibrous, fatty, and

vascular tissue, which is covered with squa-
mous epithelium. Histopathological features
are critical to the differential diagnosis.11

To relieve symptoms and prevent serious
complications, such as bleeding, infection,

Figure 3. Pathological results of the case. (a) The polyp measured 15 cm. (b) The polyp consisted mainly of
fibrous, fatty, and vascular tissue. (c) One month postoperatively, the patient was re-examined by gastros-
copy; scar formation was visible, and no recurrence was found.
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and asphyxia, fibrovascular polyps should

be removed promptly after discovery.

Depending on the characteristics of the

polyp, such as size and location, different

treatment options are possible and mainly

comprise endoscopic or surgical removal.12

A systematic review of esophageal lipomas

and liposarcomas summarized the thera-

peutic approach to esophageal lipoma in

165 patients reported between 1955 and

May 2020 (Table 1).13 Endoscopic treat-

ment and surgical resection each have

advantages and weaknesses. For example,

endoscopic resection is relatively minimally

invasive, but exposing the lesion is more

difficult, and the risk of unmanageable

bleeding is higher. In addition, surgeons

must choose a more specific method

according to the condition, such as whether

to cut under gastroscopy or laryngoscopy,

and whether to perform transthoracic or

laparoscopic surgery.14–19 Regardless of

the treatment modality chosen, a thorough

and accurate preoperative evaluation of the

polyp and the patient’s general condition is

necessary.20,21 Adequate preoperative prep-

aration is also critical to the final success of

the treatment. The patient in this case was

inadequately prepared despite adequate

preoperative evaluation. Although the

lesion was eventually successfully resected,

we were forced to convert the endoscopic

procedure to surgery, urgently and
unexpectedly.

The pathological results in this case were
consistent with a fibrovascular polyp.
Because the polyp was difficult to remove,
the specimen was cut. However, because the
specimen was not intact, we could not
examine the resection margins. There is a
published review of the clinical-
pathological and molecular features of
esophageal lipoma and liposarcoma that
found MDM2 amplification by fluores-
cence in situ hybridization in all cases,
with some patients developing recurrent
disease.13 Unfortunately, we did not per-
form MDM2 amplification by fluorescence
in situ hybridization for the polyp in our
patient. In the future, with these lesions,
we will take care to improve detection to
help determine the nature of the lesions.

In the cited review, there were five
reported recurrences or malignant transfor-
mations after initial snare excision of an
apparently benign lipoma.13 Given the
potential malignancy of esophageal lipoma-
tous neoplasms, careful histopathological
assessment of the margin is recommended
after resection, and patients should be
advised regarding the need for endoscopic/
radiologic surveillance.

We have learned from this case that
fibrovascular polyps are often large, and if
endoscopic resection is chosen, it is necessary
to consider the difficulties that may be
encountered during resection, such as the
method of removing the polyp, before initiat-
ing treatment, to avoid awkward and poten-
tially difficult situations intraoperatively.
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Table 1. Therapeutic approach to esophageal
lipoma in 165 patients.13

Therapy n (%) Morbidity Mortality

Cervicotomy 63 (38.2) 1 0

Endoscopy 46 (27.9) 1 1

Flexible 39 (23.7)

Rigid 7 (4.2)

Thoracotomy 44 (26.7) 1 0

Esophagectomy 5 (3) 2 0

Laparoscopy 3 (1.8) 0 0

Thoracoscopy 3 (1.8) 0 0

Laparotomy 1 (0.6) 0 0
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