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Abstract

Endoscopy allows a better diagnosis and treatment of gastric
polyps. Current methodology includes a detailed examination of the
stomach after good insufflation, necessary to diagnose small fundic
polyps, biopsies of the polyp as well as of the surrounding mucosa
(antrum and fundus). Endoscopy allows a preliminary diagnosis
based on the number, location and size of the polyps. Resection
is not performed at initial endoscopy as it is not necessary for all
polyps and may be risky if vascular lesions are confused with polyps.
Glandulocystic fundic polyps are the most frequent (50%), are always
associated with a normal gastric mucosa and sometimes with
omeprazole. Resection and follow-up are not indicated. Hyperplastic
polyps represent 25% of gastric polyps, are located everywhere, with
a mean size of 1 cm, and sometimes erosions or superficial necrosis.
Gastritis is present, Helicobacter pylori is frequent and eradication
may cause regression or disappearance of polyps. The small risk
of cancer and the risk of bleeding increase with size. Polypectomy
and follow-up are thus indicated in most cases. Adenomatous polyps,
although similar in appearance to hyperplastic polyps concerning
macroscopy and gastritis have a higher risk of cancer in the polyp
or in the stomach. Polypectomy and follow-up are thus mandatory.
(Acta gastroenterol. belg., 1999, 62, 187-189).
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Introduction

The relationship between gastric polyps and gastric
cancer as well as the advent of endoscopic polypectomy
increased the interest in gastric polyps. The World
Health Organization (WHO) established a classification
of cancer and polyps of the stomach. We will use this
classification (Table 1) with the modifications introduced
by M. Stolte (1). We will use for the gastric mucosa
the Sydney classification with the modifications intro-
duced at Houston (2). Presently, endoscopy allows the
detection of smaller polyps and the relationship between
polyps and the surrounding mucosa is enlighted by the
present classifications.

Diagnosis

During endoscopy, methodology is important in the
detection and in the analysis of gastric polyps. To
visualize small fundic polyps, it is important to have
a good insufflation of the stomach, with intravenous
antispasmodics if necessary. After a careful examination
of the stomach and duodenum (villous duodenal polyps
are dangerous companions of benign fundic polyps in
familial adenomatous polyposis), it is necessary to
biopsy polyps as well as the gastric mucosa. We advise
several biopsies for a single and large polyp and a single

Table 1. — Classification of gastric polyps

Neoplastic < 20% Pseudo-tumoral > 80%
Epithelial Fundic polyps 50%
benign ADENOMA 9% (glandulo-cystic)
malignant
Carcinoids 2% Hyperplastic polyps 25%
Mesenchymatous (submucosa) | Fibroinflammatory 3%
polyps

biopsy for each of multiple small polyps. Then, mapping
of the gastric mucosa is obtained by sampling the
antrum (two biopsies), the fundus (two biopsies) and
the angulus to diagnose gastritis and Helicobacter
pylori infection. Resection should not be performed at
the initial endoscopy. Indeed, it is not useful for the
frequent fundic polyp and it might be dangerous in
vascular polyps.

The location, number and size of polyps is useful
in a preliminary differential diagnosis before the results
of biopsies (Table 2).

Etiology

The cause of gastric polyps is unknown. Besides the
female sex clearly associated with fundic as well as
hyperplastic polyps, two etiologic factors have been
recently proposed : omeprazole for fundic polyps,
Helicobacter pylori for hyperplastic polyps.

Around twenty cases associating omeprazole and
fundic (glandulocystic) polyps have been described, first
in Australia (3), lately in Belgium (4). Those polyps
appear during long-term treatment (at least eight
months), may grow if the treatment is continued, and
may disappear after cessation of the drug. Those polyps
are rare among patients on omeprazole and constitute
only a small proportion of fundic polyps.

The prevalence of Helicobacter pylori in hyperplastic
polyps varies between 50 and 90%. This high prevalence
as well as the disappearance of those polyps after
eradication (5-8) suggest a causal role of Helicobacter
pylori in hyperplastic polyps. Eradication should be
proposed to patients with gastric hyperplastic polyps.

The importance of genetic factors is reflected in
familial adenomatous polyposis : fundic polyps are
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Table 2. — Gastric polyps at endoscopy

J. C. Debongnie

Fundic Hyperplastic Adenomatous Fibroinfl.
1/ Location mean size F* A+F A+F F
2/ Taille moyenne 5 11 12 10
3/ Number multiple 65% unique 65% unique 85% unique 90%
4/ Aspect shiny polype polype nodule
5/ Erosions - + - )

* F : fundus or corpus

present in around 509 of patients, while antral adenoma
are less frequent and duodenal villous lesions more
dangerous.

Description of frequent polyps (Table 1)

A. Fundic polyps

Fundic polyps are found mainly in the fundus, but
also in the body of the stomach and are caracterized
by glandular cysts. Described by Elster twenty years
ago (8), they represent around 50% of gastric polyps
and seem increasingly frequent. They are small, with
a mean size of 5 mm, multiple and shiny. The surround-
ing fundic and antral mucosa is histologically normal
and thus not colonized by Helicobacter pylori. Gastric
secretory function reflected by acid secretion, gastrin
and pepsinogen blood levels is normal. The association
with omeprazole has been mentioned above. An in-
creased prevalence of colonic polyps has been suggested
but not formally established. In the absence of gastritis,
the risk of gastric cancer is not increased. It is not
necessary to resect those polyps although a biopsy may
constitute a resection for small polyps.

B. Hyperplastic polyps

Hyperplastic polyps represent 25% of gastric polyps,
are often single, with a mean size of 1 cm and located
everywhere in the stomach. Erosions or a white coat
of superficial necrosis are frequent and explain the
occult bleeding sometimes observed.

They arise in a stomach with pangastritis, very often
associated with intestinal metaplasia and atrophy,
explaining hypoacidity and hypergastrinemia (9). The
prevalence of gastric cancer in those polyps is 2,1%
in a recent European series (10), varies between 1,5 and
4,2% in other series. The risk of cancer is 7% elsewhere
in the stomach of patients with hyperplastic polyps (10).
Polypectomy and follow-up should thus be considered.
Eradication of Helicobacter pylori, frequently present
(see above), may cause the regression or the disappear-
ance of the polyps and possibly decrease the cancer
risk.

C. Adenomatous polyps

Representing 10% of gastric polyps, adenomatous
polyps are single, seated anywhere in the stomach, with
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a mean size slightly, above 1 cm. Gastric mucosa is
inflamed (pangastritis) and always metaplastic and
atrophic (9), with hypoacidity and hypergastrinemia.
The atrophy is sometimes auto-immune, causing per-
nicious anaemia.

The risk of cancer of the polyp is 10%, and also
109% elsewhere in the stomach (10). The polyp should
thus be resected and follow-up is necessary.

D. Fibroinflammatory polyps

Those rare (3%) antral polyps are covered with
normal mucosa, present as nodules with a central
depression or erosion if larger than 1 cm. They are thus
often confused with an accessory pancreas. The endos-
copic ultrasound appearance is characteristic : they are
located in the second or third sonographic layer (deep
mucosa or upper submucosa), have an homogeneous
hypoechogenic aspect with indistinct margins (11).

Treatment

Treatment is dictated by etiologic factors and by the
risks associated to polyp size and to cancer risks. Those
factors are mostly unknown at the initial endoscopy
and endoscopic resection should thus not be performed
during this examination that includes biopsies of the
polyp and of the gastric mucosa.

Elimination of etiologic factors is logic. In growing
fundic polyps, cessation of omeprazole may allow
regression (4). Eradication of Helicobacter pylori allows
regression of hyperplastic polyps (6-8). Resection may
be performed six months later if no regression is
observed.

The risk of bleeding exists for large polyps and of
obstruction for prepyloric polyps. Indeed the first
pathologic description of a gastric polyp by Morgagni
in the eighteenth century concerned an obstructing
prepyloric polyp prolapsing in the duodenum and
causing obstruction. Resection should thus be proposed
for polyps larger than 1 cm and for large pediculated
prepyloric polyps.

Cancer risk is related to the type of polyp and to
the associated gastritis (12). It is not increased in fundic
polyps observed in normal gastric mucosa. The risk
concerns some hyperplastic polyps and mainly adenom-
atous polyps. The risk is then not limited to big polyps
but exists for any polyp larger than 0,5 cm (13).



Gastric polyps

The risks of polypectomy in the colon include
perforation and bleeding. In the stomach, the muscular
coats are thicker than in the colon and, consequently,
the risk of perforation is lower. However, the risk of
bleeding is higher (14), the reason of which is unclear.
It is wise to inject the basis of the polyp with a saline
solution and diluted epinephrine.

Follow-up is not necessary for fundic polyps, useful
for hyperplastic polyps and mandatory for adenom-
atous polyps. It is advisable if the initial examination
did not allow a precise diagnosis.

Conclusions

The diagnosis of gastric polyps includes a careful and
complete endoscopic examination with full insufflation
of the stomach, a pathologic examination of any polyp
and of the fundic and antral mucosa. Treatment
includes elimination of presumed etiologic factors and
to resect polyps associated to risks mainly hyperplastic
and adenomatous polyps. Follow-up is when necessary
as well as when the initial biopsies did not allow a
precise diagnosis.
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