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Endoscopic excision of a prolapsing malignant polyp which caused
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Abstract

A 69-year-old male with chronic lymphocytic leukemia
presented with iron deficiency anemia and post-prandial
abdominal fullness. Endoscopy showed a large polyp on
a stalk, protruding through the pylorus into the duodenum
causing intermittent gastric outlet obstruction. While
prolapsing gastric antral polyps are usually benign and
hyperplastic, inflammatory or regenerative in type, excisional
snare polypectomy here led to complete resolution of his
symptoms, but showed a malignant polyp.
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INTRODUCTION

Gastric epithelial polyps are uncommon, estimated to be
present in less than 2% of all endoscopic examinations[1].
Up to 90% of all gastric polyps are benign, can usually be
classified as inflammatory, regenerative or hyperplastic, and
are often less than 1 cm in size[2,3]. Only 5-10% of all gastric
polyps are adenomas. Malignant change occurs in less than
1%, usually only in those that are over 1 cm[4].

Since the vast majority of gastric polyps are not neoplastic,
and have a very low risk of containing a carcinoma, some
authorities have argued that polyp biopsy alone may be
sufficient; indeed, most adenomas are reported to display
a maximal degree of dysplastic change in the most
superficial portion of  the polyp permitting biopsy detection
[5]. Polyps may also cause symptoms related to bleeding or
intermittent outlet obstruction, and may be removed
endoscopically or at surgical resection. However, in some
centers, even larger asymptomatic polyps may be biopsied,

rather than excised, especially in elderly patients[5]. It has
been argued that polypectomy is not without significant
risk, particularly from hemorrhage after gastric polypectomy
where risk has been historically estimated to be as high as
4%[5,6].

Gastric adenomas are usually solitary and asymptomatic.
They occur primarily in the antrum and their frequency
increases with aging[4]. Logically, gastric adenomas are best
completely excised, so that the malignant potential, although
very low, is removed. If endoscopic removal is not possible,
then surgical resection might be considered, but then the
individual risk and benefits must be weighed compared
to long-term endoscopic monitoring, since it has been
estimated that about 11% of gastric adenomas develop
carcinoma within 4 years[4]. Unless the polyps cause
symptoms, however, some have advocated that it may be
reasonable to do nothing[5].

The present case was unusual in that a prolapsing adeno-
matous gastric polyp, complicated by an adenocarcinoma,
was responsible for gastric outlet obstructive symptoms and
these were completely resolved with endoscopic excision
of the gastric polyp.

CASE REPORT

A 69-years old Indo-Canadian male with chronic lymphocytic
leukemia was referred by his hematologist for investigation
of a progressively developing iron deficiency anemia over
the prior year. He felt occasional fullness and nausea after
meals. There were no other symptoms. He denied hematemesis,
rectal bleeding, melena and occult blood testing was
negative. Except for a single pea-sized cervical lymph node,
there was no other lymphadenopathy. There was no
hepatomegaly or splenomegaly. Laboratory studies revealed
a hemoglobin of  109 g/L (normal, 135-175) and a white
blood cell count of  13.4×A9/L (normal, 4.0-11.0), the
majority being lymphocytes. Serum ferritin was 3.1 ug/L
(normal, 20-300). INR and PTT were normal. Prior
studies, including flow cytometry, had confirmed the typical
immunophenotype of chronic lymphocytic leukemia. Upper
endoscopic evaluation showed a large polyp with a stalk
originating in the gastric antrum and prolapsing through
the pylorus (Figure 1). After the polyp was maneuvered
into the stomach, it was noted to be irregular with evidence
of surface friability and ulceration (Figure 2). After the
polyp was excised by snare polypectomy, pathological
evaluation was reported to show an adenomatous polyp
with high grade dysplasia along with foci of intramucosal
carcinoma. Additional sections through the base of the
polyp stalk, however, confirmed that polyp excision was
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complete without evidence of invasion into the submucosa.
No malignant cells were detected in the polyp stalk or cut
margin. Other gastric biopsies were normal and stains for
Helicobacter pylori were negative.

Figure 1  Polypoid lesion with long stalk protruding through the pylorus into the
duodenum.

Figure 2  Slightly irregular gastric antral polyp with eroded surface. Polypectomy
spec imen showed adenoma w ith high-grade dysplasia and invasive
intramucosal carcinoma. No invasion into stalk or submucosa.

DISCUSSION

This patient presented with a large gastric antral polyp that
had prolapsed through the pylorus, causing symptoms due
to a gastric outlet obstruction. The polyp was endoscopically
excised and proved to be a large gastric adenoma com-
plicated by adenocarcinoma. This is distinctly unusual.
Endoscopic removal or excision of symptomatic and
prolapsing gastric polyps have been occasionally reported
in the literature, however, these have been, as might be
anticipated, primarily large, sometimes pedunculated polyps
with inflammatory, regenerative or hyperplastic histopa-
thologic features, rather than adenomas or adenomas with
superimposed carcinomas[7-12].

In the earlier endoscopic literature, endoscopic biopsy
alone for most lesions was thought to be sufficient, and if
the histopathologic changes in these biopsies were consistent
with an adenoma, then endoscopic polypectomy, or surgical
resection, could be considered[13-16]. Later, endoscopic
excision, rather than biopsy alone, was recommended since

the procedure could be done safely and since foci of in situ
malignant change could be detected in some adenomas.
Others have also demonstrated the detection of carcinoma
or dysplastic change in hyperplastic gastric polyps[17-19]. Given
the evolution of endoscopic accessories for control of post-
polypectomy bleeding vessels (e.g., loops, clips), the excision
of large, especially solitary, gastric polyps has clearly been
facilitated.

An additional management issue for the future was also
considered here. Gastric polyps that have been completely
excised and contain invasive cancer may require additional
evaluation. Data is currently very limited for gastric polyps
on the role of a further local surgical resection to examine
adjacent lymph nodes for metastases. It appears that the
risk of lymph node metastases is exceedingly low, but it is
not zero[20]. Previous studies of so-called early gastric cancer
confined to the mucosa or submucosa may provide some
guidance. For early gastric cancers of  the polypoid subtype
(type 1) treated with surgical resection, 1.8% of patients
with intramucosal carcinoma had nodal metastases compared
to 18.5% with submucosal involvement[5]. Thus, until more
data is available, it would appear reasonable to treat all polyps
with pathologically-defined intramucosal carcinoma alone
with endoscopic resection alone, while an additional surgical
resection should be considered, if submucosal infiltration
is present.

REFERENCES

1 Blackstone MO. The endoscopic diagnosis of early gastric

cancer. Gastrointest Endosc 1985; 31: 225-226
2 Tomasulo J. Gastric polyps. HIstologic types and their re-

lationship to gastric carcinoma. Cancer 1971; 27: 1346-1355

3 Zea-Iriarte WL, Sekine I, Itsuno M, Makiyama K, Naito S,
Nakayama T, Nishisawa-Takano JE, Hattori T. Carcinoma in

gastric hyperplastic polyps. A phenotypic study. Dig Dis Sci

1996; 41 : 377-386
4 Kamiya T, Morishita T, Asakura H, Miura S, Munakata Y,

Tsuchiya M. Long-term follow-up study on gastric adenoma

and its relation to gastric protruded carcinoma. Cancer 1982;
50 : 2496-2503

5 Lewin KJ, Riddell RH, Weinstein WM. Gastric Polyps and

Tumors. In: Gastrointestinal  Pathology and Its Clinical
Implications. Volume 1. New York: Igaku Shoin 1992: 588-

6 2 3

6 ReMine SG, Hughes RW, Weiland LH. Endoscopic gastric
polypectomies. Mayo Clin Proc 1981; 56: 371-375

7 Vittal SB. Endoscopic polypectomy of a symptomatic antral

polyp. Am J Gastroenterol 1975; 64: 55-58
8 Kumar A, Quick CR, Carr-Locke DL. Prolapsing gastric

polyp, an unusual cause of gastric outlet obstruction: a re-

view of the pathology and management of gastric polyps.
Endoscopy 1996; 28: 452-455

9 Dean PG, Davis PM, Nascimento AG, Farley DR. Hyper-
plastic gastric polyp causing progressive gastric outlet
obstruction. Mayo Clin Proc 1998; 73: 964-967

1 0 Cerwenka H, Bacher H, Mischinger HJ. Pyloric obstruction caused
by prolapse of a hyperplastic gastric polyp. Hepatogastroenterology
2002; 49 : 958-960

1 1 Alper M, Akcan Y, Belenli O. Large pedunculated antral

hyperplastic gastric polyp traversed to bulbus causing outlet
obstruction and iron deficiency anemia: endoscopic removal.
World J Gastroenterol 2003; 9: 633-634

1 2 Gencosmanoglu R, Sen-Oran E, Kurtkaya-Yapicier O,

Tozun N. Antral hyperplastic polyp causing intermittent
gastric outlet obstruction: case report. BMC Gastroenterol
2003; 3: 16



Freeman HJ. Malignant gastric polyp                        5247

1 3 Niv Y, Bat L. Gastric polyps-a clinical study. Isr J Med Sci

1985; 21 : 841-844
1 4 Chua CL. Gastric polyps: the case for polypectomy and

endoscopic surveil lance. J  R Coll Surg Edinb 1990; 35 :

16 3-16 5
1 5 Seifert E, Gail K, Weismuller J. Gastric polypectomy. Long-

term results (survey of 23 centres in Germany). Endoscopy

1983; 15 : 8-11
1 6 Archimandritis A, Spiliadis C, Tzivras M, Vamvakousis B,

Davaris P, Manika Z, Scandalis N. Gastric epithelial polyps:

a retrospective endoscopic study of 12974 symptomatic
patients. Ital J Gastroenterol 1996; 28: 387-390

1 7 Harju E. Gastric polyposis and malignancy. Br J Surg 1986;

73 : 532-533
1 8 Davaris P, Petraki K, Archimandritis A, Haritopoulos N,

Papacharalampous N. Mucosal hyperplastic polyps of the

stomach. Do they have any potential to malignancy? Pathol
Res Pract 1986; 181: 385-389

1 9 Daibo M, Itabashi M, Hirota T. Malignant transformation

of gastric hyperplastic polyps. Am J Gastroenterol 1987; 82 :
1016-1025

2 0 Imaoka W, Ida K, Katoh T, Okuda J, Kawai K. Is curative

endoscopic treatment of early gastric cancer possible? Endoscopy
1987; 19(Suppl 1): 7-11

Science Editor Guo SY  Language Editor Elsevier HK


