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stomach. These are non-neoplastic epithelial proliferations of the stomach which are
strongly associated with inflammatory conditions like chronic gastritis, helicobacter pylori
gastritis, reactive or chemical gastritis. A 60 years old gentleman presented with history of
two bouts of hematemesis preceded by multiple intermittent episodes of epigastric pain,
nausea and few episodes of non-bilious vomiting without any history of previous gastroin-

Keywords: testinal bleed, loss of appetite or significant weight loss. Work up with ultrasonography of

Gastric epithelial tumor abdomen, upper gastrointestinal endoscopy, contrast enhanced computed tomography ab-

Gastric hyperplasia domen, laboratory investigations followed by biopsy and histopathology was done which

Giant hyperplastic polyp confirmed the diagnosis. Giant hyperplastic polyps are benign epithelial tumor of stomach

Gastric polyp often resulting from excessive regenerative hyperplasia in areas of chronic inflammation

Helicobacter pylori with no site predilection and nearly no malignant potential. Usually asymptomatic, these

Pedunculated polyp are incidentally detected on upper gastrointestinal endoscopy with characteristic appear-

Sessile polyp ance of such polyps on double contrast barium study followed by upper gastrointestinal

endoscopy and biopsy is definitive for diagnosis.
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- propensity to form invasive adenocarcinoma, hyperplastic
Introduction

polyps have virtually no malignant potential, however preva-
lence of dysplasia varies greatly between 1.9% to 19% and

Hyperplastic polyps of the stomach account for majority of
benign gastric polyps. These are nonneoplastic lesions repre-
senting regenerative hyperplasia in the areas of chronic in-
flammation. Compared to adenomatous polyps which have

malignant transformation in approximately 0.6% to 2.1%
cases. These are usually found incidentally during upper gas-
trointestinal endoscopic examinations (UGIE). Usually asymp-
tomatic, these may cause symptoms such as occult gastroin-
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Fig. 1 - Polypoidal pedunculated irregular outline unhealthy looking lesion [white arrow in figure (A)] in gastric cardia with

multiple areas of surface ulcerations [white arrow in figure (B)].

testinal (GI) bleed and rarely can cause gastric outlet obstruc-
tion.

Case Presentation

A 60 years old gentleman presented with history of two bouts
of hematemesis preceded by multiple intermittent episodes of
epigastric pain, nausea and few episodes of non-bilious vom-
iting. Patient had no other significant past medical or surgical
history. No history of previous GI bleed, loss of appetite or sig-
nificant weight loss. No associated co-morbidities. No history
of allergy or family or social history.

Work up with ultrasonography, UGI, contrast enhanced
computed tomography (CECT) abdomen, laboratory investiga-
tions followed by biopsy and histopathology was done.

Ultrasonography

Mild to moderate fatty liver with poor visualization of hep-
atic interface due to bowel gas interposition. Visualized gastric
antropyloric wall thickness within normal limit.

UGIE

Polypoidal pedunculated irregular outline unhealthy looking
lesion in gastric cardia with multiple areas of surface ulcer-
ations. Few small sessile polyps also noted in gastric body.
Rest of gastric fundus, pylorus, antrum appear unremarkable

(Fig. 1).

CECT Abdomen

Irregular endophytic pedunculated intraluminal polypoidal
lesion with stalk like attachment in gastric cardia of approx-

imate size 4.7 x 3.2 cm. No extraserosal extension, perigas-
tric omental fat stranding or enlarged perigastric lymph nodes
seen. Rest of gastric wall appears normal in outline, shows
normal mucosal enhancement (Fig. 2).

Incidental colonic interposition in perihepatic region (Chi-
laiditi syndrome) noted. No focal hepatic lesion, no peri-
toneal collection or enlarged abdominal/retroperitoneal lym-
phadenopathy seen.

UGIE biopsy reveals features of hyperplastic polyp without
any evidence of atypia, dysplasia. Rapid urease test was per-
formed and was detected positive thus confirming the pres-
ence of helicobacter pylori (H.pylori).

Management

As UGIE biopsy had no features of dysplasia patient was
treated with endoscopic mucosal resection with complete re-
moval of pedunculated polyp. No periprocedural or post- pro-
cedural complication was noted.

Histopathological Examination

Two specimens from gastric polyp and the sessile gastric
polyp composed of dilated irregular and serrated cystic fave-
oli lined by columnar type of epithelium. Intervening stroma
appears markedly edematous and infiltrated with moderate
number of lymphocytes and plasma cells. Features suggestive
of hyperplastic polyp with inflammation (Fig. 3).

Discussion

Hyperplastic polyps are the most common benign epithelial
tumors of stomach, detected incidentally in about 2%-6% of
patients subjected to endoscopic examination [1]. These are
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Fig. 2 - Irregular endophytic pedunculated intraluminal polypoidal lesion (white arrows) with stalk like attachment in
gastric cardia. No extraserosal extension, perigastric omental fat stranding or enlarged perigastric lymph nodes seen.

non-neoplastic epithelial proliferations of the stomach of-
ten resulting from excessive regenerative hyperplasia in ar-
eas of chronic inflammation [2]. These polyps are strongly as-
sociated with inflammatory conditions like chronic gastritis,
H.pylori gastritis, reactive or chemical gastritis [2]. Regression
of hyperplastic polyp size has been associated with eradica-
tion of H.pylori [3,4]. So, it is worthwhile to biopsy the back-
ground fat mucosa to identify any etiological factor.

It can be sessile or pedunculated, single or multiple. There
is no site predilection; however, most are reported in gastric
fundus, upper body. Usually, focal clusters of multiple small
polypoidal lesions coalesce forming a conglomerate mass
leading to giant hyperplastic polyp [5]. There is no definite size
cut off to define giant polyp, however largest diameter of polyp
measuring more than 3 cm is considered as giant polyp. These

tumors consist of hyperplastic foveolar cells that form elon-
gated, dilated cystic glandular structures [2]. It is composed
of non-dysplastic cells with virtually no malignant potential,
however prevalence of dysplasia varies greatly between 1.9%
to 19% and malignant transformation in approximately 0.6%
to 2.1% cases [6 — 8]. It is usually found incidentally on upper
GI endoscopy but may also present clinically as occult GI bleed
leading to iron deficiency anemia or gastric outlet obstruction
[9,10].

Other gastric epithelial polyps constitute fundic gland
polyps and adenomatous polyps [8].

Characteristic multilobulated appearance with trapping of
barium in the interstices between lobules, on double-contrast
barium study raises strong suspicion of a giant gastric hy-
perplastic polyp which is further differentiated from polypoid
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Fig. 3 - Two specimens from gastric polyp and the sessile gastric polyp composed of dilated irregular and serrated cystic
foveoli [white arrows in (A) and (B)] lined by columnar type of epithelium.

carcinomas or other malignant lesions of the stomach on up-
per GI endoscopy/CECT and biopsy leading to a definitive di-
agnosis [11].

Conclusion

Gastric hyperplastic polyps are the most common benign ep-
ithelial polyps of stomach with no site predilection and low
malignant potential. They can be solitary or may be associ-
ated with multiple other small polyps elsewhere in the stom-
ach. Usually, asymptomatic with incidental detection on UGIE,
they can manifest with iron deficiency/pernicious anemia ow-
ing to occult UGI bleed and rarely can cause gastric outlet ob-
struction. Characteristic appearance of such polyps on double
contrast barium study followed by UGIE and biopsy is defini-
tive for diagnosis.
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