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Abstract
Background: Hyperplastic polyps of the esophagus are rare lesions that are often 
associated with reflux esophagitis and hiatal hernia. They are frequently asymptomatic 
and discovered incidentally at endoscopy or radioimaging.  Case Report: We present a 
25-year-old female who had multiple nodules of the lower esophagus at endoscopy. Her 
major complaints were recurrent heartburn, regurgitation and epigastric pain. Sections of 
the biopsied esophageal nodules showed features that were consistent with hyperplastic 
polyp of the esophagus. Conclusion: Though the report of esophageal hyperplastic polyp 
from Nigeria is scarce in the literature, the rate of detection and reporting is likely to 
increase as gastrointestinal endoscopy services become more available and accessible in 
the country. 
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Introduction

Benign esophageal tumors are an assorted group of 
disorders that are rare in comparison to malignant 
tumors or other benign conditions of the esophagus. 
They have a prevalence of less than 0.5% [1] and 
constitute less than 1% of all esophageal tumors 
[2]. They are often asymptomatic and discovered 
incidentally at endoscopy or radioimaging [3,4]. 
There are various ways of classifying benign 
esophageal tumors such as classification by 
histological cell type (epithelial and non-epithelial 
tumors); classification by location in the esophageal 
wall (intramural and extramural tumors); and 
classification by endoscopic appearance (flat, 
raised, or cystic lesions) [1,4-6]. 

 Polypoid epithelial lesions of the esophagus 
are rare worldwide [4,7,8]. We encountered only a 
report of hyperplastic polyp of the esophagus from 
Nigeria in our literature review [9]. We here report 
a patient who presented with symptoms consistent 
with gastro-esophageal reflux disease (GERD) and 
dyspepsia in which we found multiple nodules in 

the lower esophageal mucosa at endoscopy and 
histological features consistent with hyperplastic 
polyps.  

Case Report 

A 25-year-old lady presented at the Emergency 
Room of our hospital because of a sudden onset of 
severe epigastric pain and two episodes of vomiting 
that started 30 minutes prior to her presentation. 
The symptoms started immediately after a meal. 
She had a 12-year-history of recurrent epigastric 
pain, heartburn and regurgitation. The symptoms 
were usually relieved by intake of antacids. The 
pain and heartburn sometimes woke her up at 
night. She had been avoiding certain foods because 
of her symptoms.

 There was no history of hematemesis, 
melena or recurrent vomiting. She reported no 
history of difficulty swallowing or weight loss. 
She did not abuse non-steroidal anti-inflammatory 
drugs. She neither smoked cigarette nor consumed 
alcohol. The only significant finding on physical 
examination was marked epigastric tenderness.  
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 Upper gastrointestinal endoscopy showed 
multiple nodules of varying sizes with background 
mucosal hyperemia in the lower esophagus [Fig.1]. 
No ulcers or hiatal hernia was found. The gastric 
fundal mucosa was severely inflamed. The mucosae 
of the gastric body and antrum were moderately 
inflamed. There were no ulcers or mass lesions. 
The first and second parts of the duodenum were 
normal in appearance. Few esophageal nodules 
were biopsied. Multiple biopsies were also taken 
from the stomach. 

 Sections of the esophageal mucosal biopsy 
showed an overlying admixture of gastric foveolar 
epithelium and stratified squamous epithelium with 
focal areas of ulcerations. There was moderate 
infiltration of the lamina propria by neutrophil 
polymorphs, lymphocytes and plasma cells. Also 
seen were granulation tissue and edematous 
stroma. No focus of dysplasia or malignancy was 
seen [Fig.2,3]. These features are consistent with 
hyperplastic polyp of the esophagus.

 Sections of the gastric corporal, incisura 
and antral mucosal biopsies showed moderate 
infiltration of lamina propria by neutrophil 
polymorphs, lymphocytes, and plasma cells. 
There were few colonies of Helicobacter pylori  
(H. pylori) like organisms within the glandular 
crypts and lumen. No focus of intestinal metaplasia, 
dysplasia or malignancy was seen. The overall 
picture was consistent with H. pylori associated 
chronic active gastritis.   

 The patient was treated with triple regimen 
for H. pylori infection and she is currently on 
proton pump inhibitor (PPI) therapy. 

Discussion

The exact prevalence of esophageal hyperplastic 
polyp is not known but it is generally believed to 
be rare. Buyukasik et al. reviewed a total of 66 
upper gastrointestinal polyps from 59 patients and 
found esophageal polyps to be less common as 
compared to gastric and duodenal polyps [29 in the 

Fig.3: Photomicrograph of the esophageal mucosal biopsy 
showing overlying hyperplastic squamous epithelium 
(arrows). (Hematoxylin and eosin stains, ×100).

Fig.1: Multiple nodules of varying sizes with background 
mucosal hyperemia in the lower esophagus.

Fig.2: Photomicrograph of the esophageal mucosal biopsy 
showing admixtures of hyperplastic squamous epithelium 
(single arrow) and gastric foveolar epithelium (double 
arrows) with inflamed lamina propria (star). (Hematoxylin 
and eosin stains, ×100). These features are consistent with 
esophageal hyperplastic polyp. 
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antrum (43.9%), 15 in the corpus (22.7%), 11 in 
the cardia (16.7%), 3 in the fundus (4.54%), 3 in 
the second part of the duodenum (4.54%), 2 in the 
duodenal bulb (3.03%) and 3 in the lower end of 
the esophagus (4.54%)] [7]. Tsai et al. found 148 
benign esophageal lesions in a retrospective review 
of 2,997 endoscopic examinations, of which 18 
(12.16%) were hyperplastic polyps [5]. The benign 
esophageal lesions consisted of 129 (87.16%) 
epithelial and 19 (12.84%) sub-epithelial lesions. 
There were six types of epithelial lesions, of which 
hyperplastic polyp was the fourth commonest 
(12.16%) [glycogenic acanthosis (66), heterotopic 
gastric mucosa (21), squamous papilloma (20), 
hyperplastic polyp (18), ectopic sebaceous gland 
(3) and xanthoma (1)] [5]. 

 Hyperplastic polyps of the gastric corpus 
and antrum usually develop in association 
with chronic gastritis but the pathogenesis of 
esophageal hyperplastic polyps is still not fully 
understood [10,11]. However, there is evidence 
to suggest that the lesion develops as a result of 
mucosal regenerative response to surrounding 
mucosal injury [5,6,8]. The lesion is commonly 
associated with erosive esophagitis/or hiatal 
hernia [4-6,8,12,13]. Other potential etiologies 
include eosinophilic esophagitis, Crohn’s disease, 
medication-induced esophagitis, infection, 
anastomotic or polypectomy sites, photodynamic 
therapy, and type 1 neurofibromatosis [5,8,14,15]. 

 Two studies that reported the frequency of 
association of esophageal hyperplastic polyps with 
Barrett’s esophagus (BE) are conflicting [8,11]. 
While Abraham et al. reported 15% (4 out of 27 
patients) association [8], Long and Odze reported 
a 33% (15 patients out of 46) association and 
suggested that the polyps may be a harbinger of BE 
because they were associated with either ultrashort 
(<1 cm) or short segment (1 to 3 cm) BE [11].  

 Usually, esophageal hyperplastic polyps 
occur as solitary small sessile polypoid lesions but 
they could occur as multiple small sessile polypoid 

lesions. The lesions tend to vary from 5–20 mm in 
diameter. The surface is smooth, erythematous and 
often with small superficial erosion at the top [6]. 
By location, majority of the polyps are found at the 
esophageal-gastric junction (EGJ), followed by the 
lower esophagus and the mid esophagus [5,8]. A 
few cases of hyperplastic polyps have been found 
in the cervical esophagus, usually in association 
with ectopic gastric mucosa [4,16,17]. Polyps at 
the EGJ may be located at the end of a prominent 
inflamed gastric fold of mucosa, also known as “the 
sentinel fold”, seen in reflux esophagitis [4,6,18]. 

 Histologically, esophageal hyperplastic 
polyps consist of hyperplastic epithelium (foveolar-
type, squamous, or both) with inflamed stroma of 
variable proportions [8]. A few polyps could have 
intestinal metaplasia, which is more commonly 
found in those that are associated with BE [8,11]. 
Infrequently, dysplasia could be found in some of 
the polyps, especially in those that are associated 
with BE [8]. Malignant transformation has been 
occasionally reported in gastric and colonic 
hyperplastic polyps [19–21], but this has not been 
documented in esophageal hyperplastic polyps. 

 Abraham et al. studied 30 esophageal 
hyperplastic polyps from 27 patients by 
characterizing the clinical, endoscopic and 
histologic features of both the polyps and the 
background esophagus [8]. The EGJ was the most 
common site of the polyps (67%), followed by the 
distal esophagus (30%) and the mid-esophagus 
(3%). Most (80%) were composed of predominantly 
cardiac-type mucosa, predominantly squamous 
mucosa (17%), or an admixture (3%). Intestinal 
metaplasia of the polyp was present in only 7% 
and low-grade dysplasia in only 3%. Four patients 
(15%) had Barrett’s esophagus, three of whom had 
or developed dysplastic Barrett’s mucosa. 

 The case at hand had two distinct clinical 
features (GERD and dyspepsia) which were 
confirmed by endoscopy. A history that is in 
keeping with GERD in this patient suggests that the 
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hyperplastic polyps may have developed by reason 
of esophageal injury resulting from acid reflux. 
The atypical endoscopic appearance of the lesions 
(small nodular lesions as opposed to polypoid 
lesions) could mean that they were caught at an early 
stage of development. Interestingly, biopsies of the 
lesions contained all the characteristic features of 
fully developed esophageal hyperplastic polyps.  

 Careful history taking and biopsy of the 
surrounding non-polypoid mucosa are essential in 
determining the clinic-pathologic milieu in which 
esophageal hyperplastic polyps exist [8]. The 
optimal treatment strategy is still to be defined. 
While some anecdotal reports showed regression 
of polyps after a course of anti-secretory therapy 
such as proton pump inhibitors [5,18], others 
have not demonstrated regression [14,18,22]. The 
minimum duration of anti-secretory therapy for 
polyp regression has also not been established. 
Endoscopic snare polypectomy may be required 
in those that are symptomatic [23,24]. Endoscopic 
mucosal resection is recommended in cases that 
are associated with Barrett’s esophagus [4]. We 
opted for PPI therapy in our patient with the hope 
that it will take care of all her problems (dyspepsia, 
GERD and polyps) simultaneously. 

Conclusion

Esophageal hyperplastic polyp is generally 
rare and the report of the lesion from Nigeria is 
particularly scarce in the literature. However, the 
rate of detection and reporting will likely increase 
as gastrointestinal endoscopy services become 
more available and accessible in Nigeria.
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