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Abstract
A 41 year old female had been found to have swelling of the right palatine tonsil
approximately 6 years previously. She had pronounced sneezing and transient episodes of
apnea during sleep. A pedunculated polyp connected to the original palatine tonsil by a
distinct stalk was surgically extirpated, and was 3.8×1.5×1 cm in size, with a
whitishyellow cut surface. This lesion was covered by squamous epithelium with marked
edema and slight surface keratinization. Within the lesion, there was loose fibrous tissue
containing fibroblastic cell proliferation, lymph follicles, and/or follicle-like lymphocyte
aggregations, lymphoid cell infiltration, and many small blood and lymph vessels, as well
as small amounts of fatty tissue. Interestingly, S-100 proteinpositive lymphocytes were
commonly found among clustered lymphocytes in the lymph vessels. In the stalk
connecting the polyp to the original tonsil, a thickwalled artery was found. The
histopathological diagnosis was pedunculated hamartomatous polyp of the palatine tonsil.
The general character of this lesion, although it did not include a large amount of
lymphoid tissue, was essentially similar to tonsillar tissue, and it appeared to be
hamartomatous in nature.

Introduction
Pedunculated polyps of the palatine tonsil are relatively rare. Terms used for them in the
English literature include lymphangiectatic fibrous polyp [1], polypoid lymphangioma
[2], angiofibrolipoma [3], pedunculated squamous papilloma [4], hamartomatous tonsillar
polyp [5,6], pedunculated tonsil [7], lipoma [8,9,10], lymphangiectatic fibrolipomatous

polyp [11], lymphangiomatous polyp [12], and others. Here, we use the term
pedunculated hamartomatous polyp of the palatine tonsil, because the terms noted above,
most of them depend on the mesenchymal components included in these lesions, some of
which were fundamentally similar to those in the original tonsil, indicating that these
lesions are hamartomatous in nature as discussed below. We therefore employed the term
pedunculated hamartomatous polyp, with special reference to the morphogenesis of the
fatty tissue in the lesion. Moreover, within lymph vessels, we found many S-100
proteinpositive lymphocytes. This is of interest, since only in rare cases S-100 proteinpositive lymphocytes have been detected in lymph vessels of other tissues or organs.

Materials and Methods
A 41 year old woman was found to have a swelling of the right palatine tonsil
approximately 6 years previously, but was not treated medically for it. She then
developed prounced sneezing and transient episodes of apnea during sleep with increase
in body weight. The right tonsil was surgically extirpated, and found to exhibit a
yellowish pedunculated polyp, 3.8 X 1.5 X 1cm in size, extending from the original
tonsillar tissue, with a whitish-yellow cut surface, and bilobed pattern at the top (Fig. 1).
The extirpated palatine tonsillar tissues including the polyp were fixed in 10% formalin
solution, and after fixation dissected for histopathological sectioning followed by
dehydration with graded alcohols and embedding in paraffin. Dewaxed sections were
stained with Hematoxylin and Eosin solutions. Then, immunohistochemical staining
employing the streptoavidinbiotin complex (SABC) method (Labelled SAB kit from
Dako, Kyoto, Japan) was performed using the kit manual with antibodies to L26 (Dako;
dilution 1:200), UCHL-1 (Dako; dilution 1:50), CD34 (Becton-Dickinson; dilution,1:10,
with 0.1% pronase pretreatment at 37C for 20 min), and S-100 protein (Dako; dilution 1
:200), each of which was commercially purchased.

Results
Macroscopically, the pedunculated polyp was whitish and smooth on the surface, with a
partially bilobed pattern (Fig.1). This lesion originated from the palatine tonsil, and was
clearly connected to the original tonsillar tissue by a stalk (Fig. 2) and covered by
squamous epithelium with slight surface keratinization (Fig. 3). In the stalk region, both
the polyp and the original tonsil were covered by normal squamous epithelium, with a
thick-walled artery within the narrow space of the stalk (Fig. 4). Inside of the lesion, a
large amount of loose fibrous tissue was present containing lymph follicles and/or
follicle-like structures in parts, with diffuse lymphoid cell infiltration, many dilated small
blood and lymph vessels (Fig. 5), as well as scattered fatty tissue (Fig. 6), which was
mainly found in the top half of this lesion along with lymphoid tissue. Aggregated
lymphocytes were positive for L26, and UCHL-1-positive lymphocytes had diffusely
infiltrated the polypous lesion. CD34-stained endothelial cells were present in blood
vessels and some lymph vessels. Interestingly, S-100 protein positive lymphocytes (Fig. 5
inset, arrows) were commonly found among clustered lymphocytes in the lymph vessels.
The histopathological diagnosis was pedunculated hamartomatous polyp of the palatine
tonsil.

(For larger image, click here)
Fig. 1: Macroscopic findings for the smooth surfaced whitish bilobed polypous lesion
connected to the original tonsil.
Fig. 2: A general histopathological view of the pedunculated polypous lesion, with a
distinct stalk derived from the original tonsil. Bar 1.2

(For larger image, click here)
Fig. 3: Top part of the lesion, covered by thick squamous epithelium with marked edema,
associated with follicle-forming lymphocyte infiltration beneath the epithelium. X2
Fig. 4: The magnified stalk region of this lesion, revealing a direct connection with the
original tonsil. Note that both this lesion and the tonsil are covered by normal squamous
epithelium. X2
Fig. 5: Dilated lymphatic vessels with lymphocyte accumulation and intermingled S-100
protein-positive lymphocytes with nuclear immunopositivity (inset, arrows). X4, inset:X
40
Fig. 6: Fatty tissue–rich loose fibrous portion of the lesion, with lymphocytic infiltration.
X4

Discussion
Pedunculated polypous lesions of the tonsil, although reported using various types of
nomenclature, are relatively rare lesions. In the literature, descriptions of this lesion as
angiomatous [5], lymphangiomatous [2,12], fibrous [1,3], lymphangiectatic [1], and
lipomatous [8,9,10] are found. However, among tissue components in such lesions, the

blood vessels, lymph vessels, and loose fibrous tissue as well as lymphoid cell
aggregation appear to be similar to those in normal tonsil. In fact, a case of torsion of a
polypous normal tonsil has been reported [13]. If the lymphoid tissues were removed
from normal tonsil, the components noted above would remain as the polypous lesion
reported here, except for fatty tissue. This is one of the reason these lesions are
considered hamartomatous in nature. In fact, a hamartomatous origin of these lesions has
been suggested in the literature [5,6,11]. In the narrow stalk region, a thick-walled artery
was found with a narrow cavity due to perivascular increase in collagen fibers and
smooth muscle hyperplasia. Moreover, the polyp appeared to exhibit poor blood flow and
chronic inflammation, reflected in the dilatation of lymph and blood vessels inside of it,
as also reported for a previous lesion as well [1]. Fatty tissue was detected in the top half
of the lesion, suggesting that ischemic change had probably occurred there as a result of
degeneration or tissue metaplasia during the long clinical course. Terms used in the
literature such as polypoid lipoma [8], angiofibrolipoma [3], and tonsillar lipoma [10] all
depend on the lipomatous components detected in this type of lesion. Over time, fatty
components might increase, as in a lipoma or fibrolipoma, as also reported previously
[3,8,10].
If lymphatic or blood vessels are conspicuous in the lesion, terms such as lymphangioma
[2], lymphangiectatic fibrolipomatous polyp [11], and lymphangiomatous polyp [12] are
used for the lesion. Unlike pedunculated squamous papilloma [4], squamous epithelium
was not a proliferative component in the present lesion. The histogenesis of this lesion is
unclear, though it appears to be preceded by polyps in the original tonsils, such as
hamartomatous tonsillar tissue similar to that found in normal tonsil [13].Judging from
these findings, these lesions, including the present one, are nonneoplastic rather than truly
neoplastic.
In addition, in the present case, among lymphocytes in lymph vessels, we found S-100
protein positive lymphocytes exhibiting clear nuclear immunopositivity. This is of
interest, since S-100 protein positive lymphocytes are present in normal tonsillar tissue
and also peripheral blood [14,15], and rarely in lymph vessels of other tissues or organs.
In conclusion, we have reported a polypous lesion found in the right palatine tonsil, for
which the term pedunculated hamartomatous polyp appears appropriate, indicating its
nonneoplastic nature.
Acknowledgement
The authors are grateful for technical assistance from Mr. Y. Okada, Mr. T. Watanabe,
Ms. M. Izumimoto, and Ms. Y. Teratani, and for secretarial assistance from Ms. K. Takasuka, Ms. K. Yamamoto, Matsuyama -shimin Hospital, Matsuyama, Japan.

References
1. Hiraide F, Inouye T, Tanaka E. Lymphangiectatic fibrous polyp of the palatine. J
Laryngol Otol 1985; 99: 403-409.

2. Al Samarrae SM,Amr SS,Hyams VJ. Polypoid lymphangioma of the tonsil:report
of two cases and review of the literature.J Laryngol Otol 1985; 99: 819-823.
3. Krausen Ch, Becker K, Hamann KF. Angiofibrolipoma of the tonsil. Laryng
Rhinol Otol 1986; 65: 355-356.
4. Desai S, Rajaratnam K. Pedunculated squamous papilloma of the laryngopharynx.
J Laryngol Otol 1989; 103: 209-210.
5. Shara KA, Al-Muhana AA, Al-Shennawy M. Hamartomatous tonsillar polyp. J
Laryngol Otol 1991; 105: 1089-1090.
6. Lupovitch A, Salama D, Batmanghelichi O. Benign hamartomatous polyp of the
palatine tonsil. J Laryngol Otol 1993; 107: 1073-1075.
7. Miyaji T, Saito O. (eds) Pathology in otorhinopharyngeal region. Kyorinshoin,
Tokyo, 1992, p. 173(in Japanese).
8. Begin LR, Frenkiel S. Polypoid lipoma of the palatine tonsil. J Laryngol Otol
1993; 107: 556-558.
9. Benson –Mitschell R, Tolley N, Croft CB, Roberts D. Lipoma of the left tonsillar
fossa. J Laryngol Otol 1994; 108: 507-508.
10. Harada H, Kashiwagi S, Morimatsu M, Kameyama T, Takahashi M. Tonsillar
lipoma: a case report. J laryngol Otol 1995; 109: 662-664.
11. Sah SP, Bahadur KC, Rani S.Lymphangiectatic fibrolipomatous polyp of the
palatine tonsil. Indian J Pathol Microbiol 2000; 43: 449-451.
12. Kardon DE, Wenig BM, Heffner DK, Thompson LD. Tonsillar
lymphangiomatous polyps:a clinicopathologic series of 26 cases. Mod Pathol
2000; 13: 1128-33.
13. Prikas KG, Bingham BJ. Torsion of the palatine tonsil. J Laryngol Otol 1996;
110: 891-892.
14. Takahashi K, Isobe T, Ohtsuki Y, Sonobe H, Takeda I, Akagi T.
Immunohistochemical localization and distribution of S100 proteins in the human
lymphoreticular system. Am J Pathol 1984; 116: 497-503.
15. Takahashi K, Yoshino T, Hayashi K, Sonobe H, Ohtsuki Y. S100beta positive
human T lymphocytes:their characteristics and behavior under normal and
pathologic conditions. Blood 1987; 70: 214-220.
Correspondence:
Yuji Ohtsuki, M.D.
Division of Pathology,
Matsuyama-shimin Hospital
Matsuyama, Ehime 790-0067, Japan
Phone: 089-943-1151; Fax: 089-947-0026
e-mail: y.ohtsuki ( at ) matsuyama-shimin-hsp.or.jp

