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Case Report

INTRODUCTION

A fibroepithelial polyp is a benign lesion of  mesodermal 
origin and is one of  the most common cutaneous lesions but 
is rarer in the head and neck region. The estimated prevalence 
of  fibroepithelial polyps is 1.2% with a male predilection.[1] 
Chronic inflammatory process has been suggested in the 
etiology of  fibroepithelial polyp. Fibroepithelial polyps may 
have congenital, infectious, and traumatic origins.[2] The skin 
and genitourinary tract are common sites for fibroepithelial 
polyps. Fibroepithelial polyps in the head and neck region 
are documented in the external auditory canal, nasal 
cavity, oropharynx, epiglottis, hypopharynx, trachea, and 
bronchus.[3,4] Here we discuss two rare cases of  fibroepithelial 
polyps of  the tonsil and hard palate.

CASE REPORTS

Case report I
A 40‑year‑old male presented to the Outpatient Department 
of  the Department of  Otorhinolaryngology of  a tertiary 
care centre with complaints of  slowly progressive dry 
irritative cough of  five months duration associated with 
an intermittent foreign body sensation in the throat. There 
were no symptoms of  regurgitation, odynophagia or 
dysphagia. General and systemic examination was grossly 
normal. Examination of  the oral cavity was normal, while 
examination of  the oropharynx revealed bilateral grade 2 
enlargement with a single smooth pinkish pedunculated 
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mass of  size approximately 1 × 2 cm seen hanging freely 
from the superior pole of  the left tonsil [Figure 1.1]. 
On palpation, the mass was soft in consistency, and did 
not bleed on touch. It moved freely during swallowing 
and coughing and there was no induration surrounding 
its attachment. Examination of  the ears and nose were 
normal. With a differential diagnosis of  tonsillar cyst or 
oropharyngeal benign polyp, the patient was taken up for 
tonsillectomy with excision of  the mass under general 
examination. The excised mass [Figure 1.2] was sent for 
histopathological examination which revealed a polypoidal 
mass lined by stratified squamous epithelium with a fibrous 
stroma showing mild lymphocytic infiltration and few 
blood vessels [Figure 1.3]. These features were suggestive 
of  a fibroepithelial polyp. At one year follow up, the patient 
is asymptomatic with no signs of  recurrence [Figure 1.4].

Case report II
A 65 year old male chronic smoker presented to the 
outpatient department with complaints of  a swelling 
in the mouth behind the upper teeth since two months 
which was causing a disturbance during swallowing. 
General and systemic examination was normal. Local 
examination of  the oral cavity revealed a single, firm, 
smooth pedunculated pink swelling of  size 1 × 1 cm just 
behind the upper incisor on the right side of  hard palate, 
which was non‑tender and firmly attached with a narrow 
pedicle [Figure 2.1]. Examination of  the oropharynx, ears 
and nose were all normal. Fine needle aspiration cytology 
examination of  the mass showed a hemorrhagic smear 
and was non‑diagnostic. The patient underwent excision 

Figure 1: (1) Shows a single smooth pinkish pedunculated mass 
of size approximately 1 cm × 2 cm seen hanging freely from the 
superior pole of the left tonsil; (2) is the post‑tonsillectomy specimen 
showing the attachment of the polyp to the superior pole of the left 
tonsil; (3) histopathology showing a polypoidal mass lined by stratified 
squamous epithelium with a fibrous stroma showing mild lymphocytic 
infiltration and few blood vessels; (4) Postoperative appearance of the 
oropharynx at 2 months follow up

of  the mass and the specimen [Figure 2.2] was sent for 
histopathological examination which showed tissue lined 
by atrophic keratinized stratified squamous epithelium 
with subepithelial fibrous infiltrate accompanied by 
hyalinization with very few capillaries [Figure 2.3]. There 
was no evidence of  malignancy. The histopathological 
features were suggestive of  fibroepithelial polyp of  the 
hard palate. The patient was followed upto 18 months 
when the patient was still aymptomatic and free of  
recurrence [Figure 2.4].

DISCUSSION

Polyps of  the upper digestive tract are classified according 
to their predominant histological components and 
include fibroma, fibromyxoma, fibrolipoma, angiolipoma 
or fibroepithelial polyps. Fibroepithelial polyps of  the 
pharynx and upper airways are rare in medical literature. 
Fibroepithelial polyps are benign polypoid lesions arising 
from the mesodermal tissue and composed of  varying 
amounts of  stroma covered by squamous epithelium and is 
one of  the most common cutaneous lesions. Fibroepithelial 
polyps are thought to have a prevalence of  approximately 
12 per 1000 population, with a male predisposition, mostly 
affecting males between 40 and 70 years of  age. They 
are benign lesions with an extremely low incidence of  
malignancy. They can vary significantly in size. It is generally 
an incidental finding on the skin of  the neck, trunk, or face 
and is also known as fibroma or acrochordon, representing 
a nonspecific and benign growth pattern as opposed to a 
specified entity. In addition to the skin, fibroepithelial polyp 
infrequently occurs in the ureteropelvic system, genitals, 

Figure 2: (1) Showing a single, firm, smooth pedunculated pink 
swelling of size 1 cm × 1 cm just behind the upper incisor on the 
right side of hard palate; (2) showing the excised gross specimen; 
(3) histopathology showing tissue lined by atrophic keratinized stratified 
squamous epithelium with subepithelial fibrous infiltrate accompanied 
by hyalinization with very few capillaries; (4) Postoperative appearance 
of the oral cavity at 1 month follow up
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or bronchus. Cases of  fibroepithelial polyp occurring 
independently in the head and neck area are rare, and 
the sites include the oropharynx, tongue, inferior nasal 
turbinate and external auditory canal.[4,5]

Etiology of  fibroepithelial polyp is unknown. There are a 
few theories regarding the cause of  these tumours. The first 
one is a theory of  development secondary to focal losses 
of  elastic tissue, but there is inadequate proof  to support 
this hypotheses.[6] The second theory is that fibroepithelial 
polyp is a mixture of  different tissue elements which 
could represent hamartoma of  the lamina propria that 
slowly enlarge or a fibroma that exhibits the features of  
a benign lesion.[7] A prevalence of  malignancy in lesions 
clinically diagnosed as fibroepithelial polyps is extremely 
low. Traditionally, fibroepithelial polyps have been thought 
to occur after mucosal trauma.[8]

Pharyngeal polyps are rarely symptomatic, and when 
present, the symptoms vary according to the site of  
origin. Globus pharyngeus is the usual presentation. 
The previously reported large polyps originating in the 
nasopharynx or oropharynx were accompanied by choking, 
respiratory distress, and coughing of  abnormal tissue 
masses. Furthermore, chronic bleeding from the polyp 
can occur, resulting in iron deficiency anaemia. Although 
usually not life‑threatening, fibroepithelial polyps of  the 
pharynx may present as an acute medical emergency, 
causing upper airway obstruction. Management involves 
first securing the airway.[7]

The presence of  fibroepithelial polyps in the oral cavity 
may hinder or obstruct the insertion of  an oral prosthesis, 
cause difficulty with mastication or speech, or even cause 
bleeding and ulceration following a secondary infection, 
and these polyps usually occur as a result of  trauma or 
chronic irritation. An important feature of  a traumatic 
fibroma is that it exhibits two different patterns of  collagen 
arrangement, a radiating pattern and a circular pattern, 
depending on the amount of  irritation and the site of  
the lesion. A radiating pattern is associated with sites that 
are immobile in nature (e.g. the hard palate) and with more 
severe trauma, while a circular pattern is associated with 
sites that are flexible in nature (e.g. the cheeks) and with 
less severe trauma, but a true fibroma exhibits neither of  
those patterns.[8‑10]

The differential diagnosis for fibroepithelial polyp included 
fibroma, mucocele, giant cell fibroma, peripheral giant cell 
granulomas, lymphangiomatous polyps, lymphangioma, 
juvenile angiofibroma and squamous papilloma in the oral 
cavity including tonsil.[10] Surgical excision is the treatment 

of  choice. In addition to surgery, other treatment modalities 
are electrocautery, an Nd:YAG laser, a flashlamp‑pumped 
pulsed dye laser, cryosurgery, intralesional injection of  
ethanol or corticosteroids, and sodium tetradecyl sulfate 
sclerotherapy.[10] However, the crucial step is to examine 
the tissue histopathologically in order to distinguish a 
fibro‑epithelial polyp from a malignant tumor since those 
polyps mimic the clinical features of  a true fibroma. 
Recurrence rates are low and recurrence is mostly caused 
by repetitive trauma at site of  the lesion.[10]

CONCLUSION

Diagnosis of  an inflammatory hyperplastic lesion is quite 
difficult for clinicians since all lesions exhibit overlapping clinical 
features. Recurrence or risk of  malignant transformation is 
extremely rare and diagnosis is primarily by histopathological 
examination. The key to preventing the recurrence of  that 
lesion is its surgical excision in toto along with elimination of  
the source of  irritation that led to the lesion.
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WHY THIS CASE IS BEING REPORTED?

Identification and appropriate management of  
fibroepithelial polyps of  the oropharynx and oral cavity 
requires a multidisciplinary approach with histopathological 
examination being the key into diagnosis of  these lesions.
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