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Abstract 

Endoscopic procedures are the gold standard in identifying, monitoring and treating gastro-

intestinal system lesions. The evaluation of benign, precancerous and malignant characteris-

tics of these lesions requires good endoscopic inspection and precise pathological examina-

tion. Pyloric gland adenoma is a rare precancerous lesion defined in recent years and herein 

is reviewed in the present case along with the literature. 

© 2013 S. Karger AG, Basel 

 

Introduction 

Gastric adenomas are characterized by polypoid appearance of dysplastic epithelium. 
The frequency of gastric polyps is 7–10% and they are usually present in two types as 
foveolar and pyloric gland [1, 2]. This neoplasm was defined for the first time by Elster [3] in 
1976. In 1990, Watanabe et al. [4] included these lesions in the gastric tumor classification of 
the World Health Organization. These lesions are frequently located in the mucosa of the 
gastric corpus [5]. Pyloric gland adenoma has been reported to originate from the duode-
num, gallbladder, pancreas, rectum and heterotopic gastric mucosa in Barrett’s esophagus as 
well [6–8]. The aim of the present case report was to recall to health care providers some 
rare precancerous lesions and to highlight endoscopic and histopathological examination in 
identifying these lesions. 
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Case Report 

A 60-year-old male patient presented to the gastroenterology clinic due to epigastric 
pain, heartburn and distension. His anamnesis revealed that these complaints had been 
present for about a year and that he was on medication due to them. In his medical history, 
he had only hypertension. His physical examination and laboratory test results were normal. 
Abdominal ultrasonography was normal as well. Based on these findings, upper gastrointes-
tinal system endoscopy was planned. During endoscopic examination, an approximately 2 
cm polyp with a lobulated surface was detected in the proximal gastric corpus and polypec-
tomy was performed. Microscopic examination revealed a polyp consisted of glands, some of 
which presented cystic dilatation, and arranged back-to-back under gastric foveolar 
epithelium that covered the surface. On immunohistochemical examination, while MUC 5AC 
was positive in the gastric foveolar epithelium that covered the surface of the polyp and was 
negative in glandular structures, MUC 6 was found to be positive in the glands and negative 
on the surface of the polyp (fig. 1, fig. 2). Since the morphological appearance of the glands 
and the immunohistochemical MUC 6 positivity were consistent with pyloric glands, the 
lesion was reported as ‘pyloric gland adenoma’. A gland that was covered with cells having 
hyperchromatic nuclei and presented pseudostratification in a focal area inside the polyp 
attracted attention. This area was considered as high-degree dysplasia since hyperchromatic 
nuclei had reached up to cell surface (fig. 3). 

Discussion 

Pyloric gland adenoma is a rare tumor of the gastric mucosa. Since data about these 
tumors are lacking, it is frequently not diagnosed or reported as dysplasia. During endoscop-
ic examination, pyloric gland adenoma is often observed as a ‘dome-like’ lesion [6]. This rare 
tumor is characterized by thick pyloric gland tubules confined by cuboidal epithelial cells 
with pale, eosinophilic cytoplasm [2]. The nucleus of these cells is round or ovoid and may 
have a small or no nucleolus. These tumors are closely associated with MUC 6 and MUC 2. 
MUC 6 is a pyloric gland marker and is often found deep in the lesion, whereas MUC 5AC is 
found on the surface of the lesion [5, 7, 9]. A number of chromosomal anomalies have been 
associated with these tumors. Kushima et al. [7] reported these anomalies. This tumor has 
been associated with metaplasia and autoimmunity; nevertheless, additional studies are 
needed for both pathophysiology of the disease and its relation with other diseases. Vieth et 
al. [10] investigated 2,778 cases diagnosed with gastric polyp between 1990 and 2000 to 
obtain more clinical data from patients having this rare lesion and reported 90 of these 
lesions as pyloric gland adenoma, of which 77 were in the stomach, 7 in the bulbus, 1 in the 
duodenum, 3 in the bile duct and 2 in the gallbladder. Pyloric gland adenoma accounted for 
2.7% of all gastric polyps and was mostly observed in females aged 73 ± 12.8 years. The 
female:male ratio was reported to be 3:1. The rate of the lesion in the mucosa of the gastric 
corpus was found to be 64%. Autoimmune gastritis was detected in 36% of patients. The 
mean size of pyloric gland adenoma was found to be 16.1 ± 9.1 mm at the time of diagnosis. 
It was detected that the tumor changed into well-differentiated adenocarcinoma in 30% of 
these cases. The study reported pyloric gland adenoma as the third leading tumor among 
gastric neoplastic polypoid lesions even though it is a rare lesion among gastric polyps [10]. 

Pyloric gland adenomas are precancerous lesions presenting a high probability of 
change into gastric adenocarcinoma and having indications of endoscopic polypectomy. 
Pathologists and endoscopists need to be extremely alert about these types of lesions during 
routine examination. 
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Fig. 1. MUC 5AC was positive in the gastric foveolar epithelium of the surface (arrow). Immunostaining 

was not observed in the pyloric glands. ×100. 
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Fig. 2. MUC 6 positivity in the pyloric glands that formed the lesion (arrows). ×40. 

 

 

 

Fig. 3. A glandular structure that was covered with cells having hyperchromatic nuclei in a focal area 

attracted attention. The cigar-shaped hyperchromatic nuclei that presented pseudostratification were 

considered as high-degree dysplasia since they reached up to cellular surface (arrow). H&E, ×40. 
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