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Abstract: We report the unusual case of a 85 year old woman presented with difficulty in swallowing food, 

sensation of mass in the throat since one year and cough with regurgitation of pink tubular mass from the mouth 

hung out of the mouth down to the chin since 15 days.  On clinical examination the polyp was found arising 
from left side of hypopharynx. The polyp was excised per orally by laryngo microscopic technique using CO2 

Laser. We report the case because of rarity of Hypo pharyngeal polyp. 

                                                       

 
Fig: 1- Regurgitated Hypopharyngeal Polyp. 

 

I. Introduction 

 Fibrovascular polyps of oesophagus and hypopharynx are benign tumors of upper digestive tract. They 

represent approximately 0.03% of all esophageal and hypo pharyngeal neoplasms(1). The majority originate 

from the upper third of the oesophagus, rarely from the hypopharynx and extremely rarely from the oropharynx. 

They may vary greatly in size. They can grow to extreme size over several years resulting in   common 

designation as “giant firbrovasular polyps”.  In most cases they are completely asymptomatic, present with 
nonspecific symptoms that are occasional with oesophageal and respiratory obstruction. 

The most common symptoms are difficulty in swallowing and the feeling of foreign body in the throat. 

Specific feature FVP is regurgitation of fleshy mass into mouth. Other complaints are difficulty in breathing, 

dysphonia and weight loss, anaemia, asphyxia and laryngeal destruction. 

They histologically comprise of fibrous tissue, adipose tissue and vascular structures which are covered 

with squamous epithelium. The world literature contains about 110 cases of giant oropharyngeal  oesophageal 

polyps (>5 cms) they are most often successfully treated by per oral, cervicotomic or thoracotomy surgery, they 

also can be managed by endoscopy(2).  

       

II. Case Report 
We report a 85 year old female patient presented with Difficulty in swallowing food since 1 year more 

so since last one month. Sensation of mass in the throat during swallowing food. Cough with expectoration since 

15 days.  Pink tubular mass coming out and hanging from the mouth while coughing since 15 days. There is No 

H/o Change of Voice or Breathlessness, no Chocking attacks.  No Significant Nasal /Ear Symptoms. No Bowel 

and Bladder Disturbances. Known Hypertensive on Treatment. Not a known Asthamatic /TB/ Diabetic. 

 

On Imaging: Barium swallow oesophagus – showed filling defect in the upper end of oesophagus. MRI & CT 

SCAN – delineated polypoidal mass attached to the left side of the hypo pharynx.    
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Surgical Management:   

The polyp was excised transorally by laryngoscopic surgery with CO 2 Laser ablation. The excised mass is pink 

smooth, sausage shaped and is measured 7 cms in length 

                                                        
Fig: 2 Gross appearance of FVP, the dimension is about 7x2 cm-the polyp is covered with                         

mucous  membrane similar to that of the oesophagus. 
 

Histopathology : Microscopy shows (Fig 3-A & 3-B) squamous lined mucosa of variable thickness and the 

stroma shows fibrovascular and fat tissue with small to large irregular lumened blood vessels showing no 

atypical features. Focal lymphocytic infiltrates present. 

 

 
Fig: 3-A                                         Fig: 3-B 

Patient complaints completely disappeared in the early postoperative period and recurrence was not detected for 

one year follow up period. 

 

III. Discussion 
Fibrovascular polyps of oesophagus and hypopharynx are rarely encountered benign tumors of the 

upper digestive tract. Benign esophageal/hypopharyngeal tumors are rare and represent less than 1% of 

esophageal/hypopharyngeal neoplasms, Eg: Moersch and Harrington (3) discovered 44 (0.59%) benign 

esophageal tumors in 7459 consecutive autopsies at the mayo clinic. Most of these tumors are intramural, 

represented by leiomyomas, neurofibromas, and hemangiomas; the intraluminal lesions are represented by 

fibrolipomas, fibromyxomas, hamartomas, fibromas, and lipomas (4). These tumors are globally ranked by the 

world health organization as fibrovascular polyps.  Fibro vascular polyps are mostly localized in the proximal 

oesophagus and are rarely originated from hypopharynx(5). In our case the fibro vascular polyp originated from 

the lateral wall of the hypopharynx. Fibro Vascular Polyps occur commonly in older men between 60 to 70 yrs 

of age and these polyps grow slowly(6). However seshul et al(7) and paik et al (8) reported a FVP in an infant 

respectively. FVP usually occur as solitary masses in the hypopharynx, were as Yet Nuyen et al(9) has reported 

a case of multiple polyps in the hypopharynx.  
Fibrovascular polyps are expansions of the lamina propria, and are composed of a mixture of loose, 

collagenized, highly vascularized tissue and adipose tissue in various proportions(10). Depending on the 

predominant histologic components, these lesions have been called, lipomas, fibromas, fibrolipomas, 

fibromyxomas, fibroepithelial polyps or myxoid neurofibromas(10-12). To avoid potential misdiagnosis, the 

World Health Organization’s international histologic classification of tumors recommends that the term 

fibrovascular polyp be used to classify all the lesions with the aforementioned characteristics (13).  

 Fibro vascular polyps are postulated to originate from areas of Diminished resistance in the 

pharyngeal musculature and to be initiated secondary to changes in pressure during the different Phases of 

swallowing (6-8).  In a review of oesophageal and Hypopharyngeal fibrovascular polyps,           Owens et al (6) 

describe two areas of Inherent weakness in the posterior wall of the hypopharynx. One between the superior and 

inferior cricopharyngeal muscles (Killians dehiscence) and the second between the inferior Cricopharyngeal 
muscle and the pharyngeal end of the Oesophagus also known as the area of laimer -haeckermann,or laimer 

triangle). Polyps are thought to originate from nodular sub mucosal thickenings or redundant sub mucosal 
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folds, which because changes in intrinsic mucosal tension and lack of muscular support, evaginate   into the 

surrounding lax connective tissue. Then, through a mechanism of traction triggered by peristaltic activity, the 

size of these mucosal/submucosal “evaginations” increases to attain giant proportions (14-16). 
 Clinical spectrum varies from vague prolonged symptoms to life-threatening episodes of asphyxiation. 

Most commonly patients with FVPs report with progressive dysphagia, initially with solid food and then with 

liquids. The second most frequent symptom is the regurgitation of the polyp into the hypopharynx or oral cavity 

with the risk of aspiration into the airways, resulting in asphyxia (17-20). In a small percentage of patients, 

aspiration of the polyp may be the presenting symptom. Other symptoms include pharyngeal globus, weight 

loss, dysphonia, odynophagia,  pharyngodynia, vomiting, abdominal pain, gastro-oesophageal reflux, hiccups, 

malena, and anaemia(21). The latter two symptoms are a result of ulceration of the apical part of the polyps due 

to gastric activity or reflux of gastric contents into the oesophagus. Malignant degeneration of these polyps is 

rare.  When symptoms are vague, patients may be misdiagnosed as having a psychiatric disorder.  

 Fibrovascular polyps can be detected by either a barium esophagogram or gastroscopy. The former 

may reveal a dilated oesophagus, with a gross intraluminal defect usually arising in proximity to the UES. 
However the examination may be entirely negative especially if the polyp remains in contact with the 

oesophageal wall. The diagnosis, however, by gastroscopy, sometimes may be difficult or impossible because 

the firbrovascular polyp can completely or partially occupy the esophageal lumen, move against the oesophageal 

wall and thus present a similar appearance to the mucosa. Diagnostic suspicion can be confirmed with a rear 

view, because if the terminal part of the polyp protrudes into the gastric cavity, it may image as a “clapper of a 

bell”, thus illustrating the circumferential space between the two walls. EUS may be useful for diagnosis 

because it clearly highlights the firbrovascular axis of the polyp, the echogenic aspect of adipose tissue, and the 

presence of anechoic areas due to its vascular network. Finally, this imaging procedure can help in a diagnosis 

via a needle aspiration. CT and magnetic resonance (MR) can be useful in confirming diagnostic suspicion and 

in deciding the proper surgical approach. In particular, MR with axial, coronal and sagittal scans allows a 

precise identification of the stalk, an essential requirement for proper treatment.  

Due to potentially disastrous complications, removal of benign oesophageal and hypopharyngeal 
polyps is strongly recommended. This can be achieved using a transoral, transcervical, transthoracic, or 

endoscopic approach, depending on the location and size of the polyp. Generally the removal of these polyps is 

curative and recurrence after resection is rare, however some authors have reported a recurrence (24, 25). 

In conclusion, giant oesophageal polyps are extremely rare, benign tumors, whose removal is 

recommended because of the possibility of fatal consequences, bleeding and malignant transformation (rare). An 

adequate pre-operative evaluation to identify the correct origin of the stalk is mandatory for a successful 

endoscopic or surgical treatment. In addition to the removal of the giant polyp, all mucosal redundancy must be 

evaluated and possibly removed to avoid recurrences, which are rare but possible. 
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