RADIOLOGICAL CASE

Large Recurrent Esophageal
Fibrovascular Polyp
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Figure 1. Esophagram anteroposterior image (A) and lateral image (B) shows a large

Case Summary mass like filling defect (thin arrows) within the dilated esophagus (arrow heads). A
second, smaller filling defect is seen in the upper thoracic esophagus (thick arrow).

An elderly patient presented to
the emergency room with worsen-
ing dysphagia to solids, neck pain,
retrosternal discomfort, and 30-1b
weight loss in the previous three
months. The patient had a remote
history of a transcervical esophageal
polyp resection. Esophagogastro-
duodenoscopy (EGD) performed 15
years later revealed a recurrent, 20
cm esophageal polyp. The polyp was
not removed at that time. The patient
reported coughing up the polyp and
biting it several years earlier.

Imaging Findings

An esophagram demonstrated a
large, smooth, pedunculated, mass-
like filling defect arising from the
cervical esophagus with extension
to the lower thoracic esophagus. The
polyp measured more than 50% of
the transverse diameter of the esoph-
agus. A second, but significantly
smaller, mass-like filling defect was
seen in the upper thoracic esophagus
near the thoracic inlet (Figure 1). A
subsequent noncontrast computed
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Figure 2. (A) Axial non-
contrast CT through the
chest shows the large,
soft tissue density mass
(thin arrow) filling the
expanded esophagus
(thick arrow) and (B)
coronal reformation
from non-contrast

CT through the chest
shows the large, soft
tissue density mass
(thin arrow) filling the
expanded esophagus.
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tomography (CT) scan of the chest
demonstrated a large, polypoid,
esophageal mass spanning at least
15 cm in the cervical and thoracic
segments (Figure 2). The proximal
segment of the mass, which almost
entirely occluded the esophageal
lumen, contained macroscopic fat.

Diagnosis

Recurrent esophageal
fibrovascular polyp

Discussion

Fibrovascular polyps are benign,
extremely rare esophageal tumors
that represent fewer than 2% of all
esophageal tumors.! To date ~100
cases have been reported in the
literature.? They commonly originate
near the cricopharyngeous muscle
and rarely in the hypopharynx.®
The polyps comprise a mixture of
lipomatous tissue among fibrous
elements with an abundant network
of vessels. Fibrovascular polyps are
covered in normal squamous epithe-
lium, rendering them easily missed
by EGD.>* They are slow growing and
often go undiagnosed until they are
very large. Complications from fibro-
vascular polyps, such as bleeding or
asphyxiation, can be lethal.®

Fibrovascular polyps occur pre-
dominantly in older men ranging
from 60 to 70 years old with a male-
to-female incidence ratio of 3:1. How-
ever, Paik, et al, reported a case of
fibrovascular polyp in a 5-month-old
female.?® The most common symp-
toms and signs include dysphagia to
solids (87%), respiratory symptoms
(25%), and regurgitation of the polyp
(12%).2® Other nonspecific symptoms
and signs include epigastric pain,
odynophagia, substernal chest pain,
weight loss, persistent cough, fever,
anemia, and GI bleeding."®

Esophagram, CT, magnetic reso-
nance imaging (MRI) and endoscopic
ultrasonography (US) may be useful
for diagnosis and preoperative plan-
ning. Computed tomography and
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MRI provide valuable information
such as the polyp’s size and location,
as well as the location of the pedicle
attachment. Computed tomography
can delineate the lipomatous and
fibrous components of the polyp as
well as identify feeding vessels.® MRI
is useful for identifying the precise
location of the stalk, which is critical
for surgical resection.?®

Endoscopic US can determine
origin of the stalk as well as the size
and vascularity of the polyp.* En-
doscopic US also provides a means
for a fine-needle aspiration biopsy
to exclude liposarcoma, the main
differential diagnosis.”®

Surgical excision is the mainstay
of treatment; the approach is de-
termined by the individual charac-
teristics of the polyp. Recurrence
rate is high, up to 50%, especially if
complete excision is not achieved.’
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Conclusion

Fibrovascular polyps are extreme-
ly rare, benign tumors that may be
easily missed on initial evaluation.
Diagnosis is often made through vari-
ous imaging studies in conjunction
with the patient’s history. Fluoros-
copy, CT, MRI, and endoscopic US
can provide information for initial
diagnosis as well as critical informa-
tion for preoperative planning.
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