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FIG. 1: (A) A light brown pedunculated polyp with smooth surface arising from the tonsil. B) The polyp com-

posed of numerous vascular channels filled with lymphocytes. The vascular endothelial cells are positive
towards both CD31 (C) and D2-40 (D).
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FIG. 2: Histologically, the polyp consists of numerous proliferative vascular channels and is attached to the tonsil
by a pedunculated stalk.
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DISCUSSION

Lymphangiomatous polyp is a hamatomatous
lesion composed of numerous, dilated lymphatic
channels in a fibrous, lymphoid and/or adipose
stroma. It has been reported with various terms
such as hamatomatous polyp of the tonsil,
angiofibrolipoma, lymphangiomatous tonsillar
polyp and lymphangiectatic fibrous polyp.*
In a report of a case series of 26 patients, the
mean age at presentation was 25 years old.
The clinical presentations include foreign body
sensation in the throat, sore throat, dysphagia
and dyspnea.’ It may also present as choking
sensation, coughing and/ or vomiting. As the
polyp is usually unilateral, a clinical suspicion
of malignancy is expected.

The characteristic histological features of a
lymphangiomatous polyp are benign vascular
proliferation with variable fibrous, adipose
and lymphoid stromal components. Nested
intraepithelial epidermotropism of lymphocytes
can be observed. The vascular channels are
typically thin-walled and contain eosinophilic
proteinaceous material and lymphocytes. CD31
and D2-40 immunohistochemistry are markers
for vascular endothelial cells and lymphatic
endothelial cells, respectively and both will
highlight the lymphatic channels. These markers
are useful in the exclusion of haemangioma and
arteriovenous malformation. Lymphangiomatous
polyp needs to be differentiated from the juvenile
angiofibroma as the latter has a more aggressive
course. They occur at the same range of age
group. However, juvenile angiofibroma is usually
located in the nasopharynx.

The pathogenesis of lymphagiomatous is still
uncertain. The proposed mechanisms were 1) As
most cases were seen in young adults or children,
it might be an isolated hamartomatous lesion. 2)
Chronic inflammation of the tonsil resulting in
obstruction of the lymphatic channels; however,
the incidence of lymphagiomatous polyp is so
uncommon in comparison with chronic tonsillitis.
3) Dysregulation of growth hormone involved
in lymphogenesis such as VEGF and Prox-1.24¢
Finally, it could be multifactorial due to a
combination of the abovementioned mechanisms.
Because of the lack of understanding its
pathogenesis, there is lack of standardization
of the terminology used for this lesion in the
literature. Notably, the 5th edition of the WHO
classification of Head and Neck tumours uses
the term “tonsillar hamartomatous polyp”.
Most authors support the hamartoma nature
of this lesion, as lymphatic is tissue element
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normally found in tonsil. However, we wonder
why the lymphatic element is the predominant
proliferating component if it is a hamartomatous
lesion. Further study is required to properly
characterise this lesion, as to whether it should
be considered as a lymphagiomatous polyp or
a hamartomatous polyp?

In summary, excision of the polyp is needed
to exclude other more aggressive lesions.
Complete excision of the polyp together with
the tonsil is the treatment of choice. There is
no reported incidence of recurrent or malignant
transformation post excision in previous reported
cases. The actual incidence of lymphagiomatous/
hamartomatous polyp may be higher due to
under-reporting and lack of standardization of
the term used for this lesion.
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