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Case Report

Giant Fibrovascular Polyp of the Oropharynx

Alexandra Borges, Henry Bikhazi, and Jeffrey P. Wensel

Summary: We describe a case of a giant fibrovascular pol-
yp arising from the oropharynx and causing vague clinical
symptoms. To our knowledge, this is the first description
of an oropharyngeal fibrovascular polyp reported in the
medical literature. The diagnosis was based on MR imag-
ing findings, which showed the size and configuration of
the polyp as well as the site of attachment. The patient
underwent surgery, and the diagnosis was confirmed
histologically.

In the cases reported to date, the fibrovascular
polyps all arose from the esophagus or hypophar-
ynx, most (85% to 90%) adjacent to the cricophar-
yngeal muscle (1–5). To our knowledge, this is the
first case of a fibrovascular polyp arising from the
oropharynx.

Case Report
A 49-year-old woman presented with a 1-year history of

mild dyspnea, which was exacerbated when she was in the left
lateral decubitus position, and a recent onset of occasional dif-
ficulty swallowing. She denied dysphonia, regurgitation, or re-
trosternal pain and also denied any weight loss. Her medical
history was negative for gastric problems and evidence of gas-
troesophageal reflux.

A physical examination performed by an otolaryngologist
disclosed an oropharyngeal mass in the region of the right
palatine tonsil, which extended inferiorly into the hypopharynx
and prevented adequate visualization of the pyriform sinuses.
The mass was smooth and erythematous without being friable.
No bleeding was elicited during the clinical examination.

MR imaging of the neck was ordered to characterize the
origin and extent of the mass further (Fig 1A–E). The MR
study, performed on a 1.5-T imager, showed a pedunculated
soft-tissue mass originating in the oropharynx from the pos-
terior aspect of the right palatine tonsil and extending inferiorly
along the posterior wall of the hypopharynx into the proximal
cervical esophagus. The mass measured 9 cm in length, with
its distal tip seen at the C7–T1 disk space. The stalk, hyper-
intense on T1-weighted images and hypointense on fat-sup-
pressed images, extended inferiorly from the posterior aspect
of the right palatine tonsil, coursing behind the epiglottis and
right aryepiglottic fold, medially to the right pyriform sinus
and along the post-cricoid space. More inferiorly, the lesion
had a globular configuration and filled the lumen of the prox-
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imal cervical esophagus. The mass bulged into the supraglottic
larynx, distorting the laryngeal vestibule. The stalk showed a
central linear core of T1 and T2 hypointensity, likely repre-
senting fibrovascular tissue. The contrast-enhanced images
showed mild enhancement of this fibrovascular core. No
lymphadenopathy was detected in the cervical region, and no
other abnormalities were seen in the visceral compartment of
the neck.

Based on the results of the clinical examination and the im-
aging findings, a presumptive diagnosis of giant fibrovascular
polyp was made. The patient was scheduled to undergo surgery
while under general anesthesia. At surgery, after securing the
airway and using a microlaryngoscope, the large pedunculated
mass originating from the body of the right palatine tonsil was
delivered from the esophagus into the oropharynx. The mass
and palatine tonsil were excised en bloc using the potassium
Titanyl phosphate laser (Fig 1F). Successful hemostasis was
obtained by fulguration of the base of the mass and electro-
cauterization of a large central artery.

Macroscopically, this sausage-shaped mass measured 9 cm
in length and showed a wrinkled, reddish, glistening surface,
with no evidence of ulceration (Fig 1G). The cut section of
the mass showed soft yellow submucosal tissue with longitu-
dinally oriented vascular structures. Microscopic evaluation of
the pathologic specimen showed dilated vascular spaces sur-
rounded by a matrix of fibrous connective and adipose tissue
(Fig 1H). The mucosal surface of the lesion was covered by
squamous epithelium, with no evidence of hyperplastic or dys-
plastic changes. The final pathologic diagnosis confirmed a
giant fibrovascular polyp arising from the palatine tonsil.

The immediate postoperative period was uneventful. At the
first postoperative visit, 1 week after surgery, the patient’s
symptoms had resolved.

Discussion
Fibrovascular polyps are thought to originate

from areas of diminished resistance in the pharyn-
geal musculature and to be initiated secondary to
changes in pressure during the different phases of
swallowing (6–8). In a review of esophageal 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 (Kil-
lian’s dehiscence), and the second between the in-
ferior cricopharyngeus muscle and the proximal end
of the esophagus (also known as the area of Laimer-
Haeckermann, or Laimer triangle). Polyps are
thought to originate from nodular submucosal thick-
enings or redundant submucosal folds, which, be-
cause of changes in intrinsic mucosal tension and
lack of muscular support, evaginate into the sur-
rounding lax connective tissue. Then, through a
mechanism of traction triggered by peristaltic activ-
ity, the size of these mucosal/submucosal ‘‘evagi-
nations’’ increases to attain giant proportions (6–8).
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FIG 1. The case of a 49-year-old woman who presented with a 1-year history of mild dyspnea and recent onset of occasional difficulty
swallowing.

A, Sagittal T1-weighted MR image shows a sausage-shaped hyperintense mass extending inferiorly from the oropharynx, posterior
to the base of the tongue, to the cervical esophagus along the posterior pharyngeal wall and postcricoid space (arrows).

B, Axial T1-weighted MR image shows the site of origin of the pedicle in the posterior aspect of the right palatine tonsil and the
medially directed stalk (arrow).

C, Axial T1-weighted MR image, obtained at the level of the supraglottic larynx, shows the position of the polyp behind the right
aryepiglottic fold, medial to the pyriform sinus (arrow).

D, Axial T1-weighted image, obtained at the level of the first tracheal ring, shows a hyperintense mass filling the lumen of the proximal
cervical esophagus (arrows).

E, Axial contrast-enhanced fat-saturated T1-weighted image, obtained at the same level as that shown in Figure 1D, shows loss of
signal and confirms its fatty nature.

The pathophysiologic mechanism underlying
the origin of oropharyngeal polyps is unknown.
In this case, the origin of the polyp from the pal-
atine tonsil cannot be explained by muscular
weakness. Nonetheless, a small mucosal lesion in
the tonsillar region exposed to the pressure
changes associated with deglutition and innumer-
able boluses of swallowed material could provide
a nidus for the formation of a giant fibrovascular
polyp.

Giant fibrovascular polyps display a spectrum of
clinical presentations, which vary from vague pro-
longed symptoms to life-threatening episodes of as-
phyxiation (6, 8). Most commonly, fibrovascular
polyps present with dysphagia, dysphonia, odyno-
phagia, recurrent episodes of dyspnea or choking
sensation, and retrosternal discomfort. Intermittent
regurgitation of the polyp is not an uncommon oc-
currence and usually is associated with an episode

of coughing or eructation accompanied by a chok-
ing sensation relieved by swallowing of the polyp
(2). When symptoms are vague, patients may be
misdiagnosed as having a psychiatric disorder. Di-
agnosis of this condition may be challenging, be-
cause the submucosal nature of the tumor may
make it undetectable by clinical and endoscopic ex-
aminations. Twenty-five per cent of intraluminal
and intramural esophageal tumors are missed by
performing endoscopy (7). Not infrequently, the
polyp’s mucosa is mistaken for the normal esoph-
ageal or pharyngeal mucosa and the tumor remains
undetected (6, 7). Therefore, imaging of these pa-
tients is mandatory, not only to detect the mass but
also to determine the extent and site of origin. Most
hypopharyngeal and esophageal polyps have been
diagnosed on barium swallow studies as filling de-
fects (8, 9). This study has limitations, however, in
that it does not adequately reflect the site of origin,
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FIG 1. Continued.
F, Intraoperative photograph showing the fibrovascular polyp being delivered into the oral cavity through gentle traction. Note the

origin of the pedicle from the body of the right palatine tonsil.
G, Photograph of the surgical specimen after resection shows a 9-cm sausage-shaped lesion covered by wrinkled mucosa.
H, Photomicrograph of a longitudinal section through the body of the polyp (hematoxylin and eosin stain; original magnification, 3100)

shows a central core of dilated vascular spaces surrounded by a matrix of fibrous connective and adipose tissue covered by normal
squamous epithelium, with no evidence of hyperplastic or dysplastic changes.

which is important information for surgical
planning.

Cross-sectional imaging, particularly MR imag-
ing, is ideal for delineation of this lesion. CT and
MR findings of fibrovascular polyps have been de-
scribed by Whitman et al (7). MR imaging, because
of its multiplanar capability and high soft-tissue
resolution, allows optimal characterization of this
tumor. Sagittal and coronal sections are ideal for
showing the extent of the lesion and different pulse
sequences, including T1-weighted, T2-weighted,
fat-saturated, and contrast-enhanced T1-weighted
imaging, may provide valuable information regard-
ing the composition of the mass. Fatty elements are
identified easily on MR images as areas of T1-
weighted hyperintensity that follow the signal of
subcutaneous fat on all pulse sequences and appear
hypointense on the fat-suppressed images. Similar-
ly, areas of T1 and T2 hypointensity may reflect
the presence of fibrovascular elements. In the case
presented herein, the imaging features strongly sug-

gested the diagnosis, and there was excellent cor-
relation between the MR and pathologic findings.

Polypoid lesions may have many different his-
tologic abnormalities (1). Therefore, it is important
to consider other neoplastic and non-neoplastic
conditions that may present as a polyp in the dif-
ferential diagnosis. These include hamartomas, in-
flammatory polyps, lipomas, hemangiomas, lym-
phangiomas, schwannomas (10), and other unusual
neoplasms, such as carcinoid tumors and chemo-
dectomas. Histologically, giant polyps are a mix-
ture of fibrous elements, adipose tissue, and vessels
(8). Depending on the preponderant elements, they
may be classified as fibromas, fibrolipomas, or fi-
brovascular polyps. The possibility of life-threat-
ening asphyxiation due to airway obstruction is an
important concern and should be considered when
managing this condition. Once the presumptive di-
agnosis is made, it is crucial to secure the airway
and treat the patient as soon as possible. Surgical
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removal, using laser or cryocoagulation, remains
the treatment of choice.
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