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Polypoid lesions of the gastrointestinal tract

A polyp is any lesion that is raised above an epithelial surface



Polypoid lesions of the gastrointestinal tract

polyp = any lesion that is raised above an epithelial surface

polypoid = something that looks like something
that is raised above an epithelial surface

pseudapolyp = something that looks like something
that is raised above an epithelial surface






Gastric polyps

Table 12.1 Classification of gastric polyps

General category Subtype Usual location Malignant potential
Epithelial
Hyperplastic/inflammatory Hyperplastic (and variants) Antrum and lower body Low?
Hamartomatous Peutz-Jeghers Low

Juvenile Low®

Cowden Unknown
Neoplastic Fundic gland polyp Body fundus Low”

Polypoid dysplasia (adenoma) Antrum and body fundus High

Neuro-endocrine tumor Body fundus Low to moderate
Mesenchymal

Inflammatory fibroid polyp Antrum None

Others®
Miscellaneous

Cronkhite—Canada Unknown

Xanthoma None

Gastric heterotopic pancreas Very low

“The risk increases with the size of the polyp.

"The risk is higher in syndromic polyps than in sporadic lesions.
“These include: gastrointestinal stromal tumour (GIST), smooth muscle tumour, glomus tumour, inflammatory myofibroblastic tumour,
lipoma (covered in Chapter 14).
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Colorectal polyps
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Table 37.1 Classification of colorectal polyps

Epithelial
Conventional adenoma
Tubular
Tubulovillous
Villous
Flat adenoma
Serrated polyp
Hyperplastic (microvesicular, goblet cell, mucin poor)
Sessile serrated adenoma
Mixed polyp
Traditional serrated adenoma
Polypoid adenocarcinoma

Inflammatory

Mucosal prolapse-associated polyp (includes polypoid
prolapsing mucosal fold, inflammatory cloacogenic polyp,
inflammatory myoglandular pelyp, inflammatory cap polyp)

Inflammatory pseudo-polyp
Polypoid granulation tissue

Infection-associated polyp (cytomegalovirus, schistosomiasis)

Hamartomatous

Peutz—Jeghers polyp

Juvenile polyp

Cowden syndrome and Bannayan-Riley—Ruvalcaba syndrome
Cronkite—Canada syndrome

Stromal

Inflammatory fibroid polyp
Fibrablastic polyp/peri-neurioma
Schwann cell hamartoma
Meurilemmoma and nerve sheath tumour variants
Ganglio-neuroma

Leiomyoma of muscularis mucosae
Lipoma

Lipohyperplasia of ileo-caecal valve
Gastrointestinal stromal tumour
Neurofibroma

Granular cell tumour

Lymphoid
Prominent lymphoid follicle/rectal tonsil
Lymphomatous polyposis

Endocrine
Well differentiated endocrine (carcinoid) turmour

Other

Prominent mucosal fold

Everted appendiceal stump or caecal diverticulum
Elastotic (elastofibromatous) polyp

Endometriosis

Mucosal xanthoma

Melanoma/clear cell sarcoma

Metastasis




Polypoid lesions of the gastrointestinal tract

Case 1



Case 1

64M. 96mm polypoid mass in stomach. Wedge resection and sec
resection of adjacent stomach with thickened area.



96mm polypoid lesion




w typel
w type 2

w others

Gastric adenoma

intestinal '
. ~§, |
s e
Ao ,J&.«.O“ 5 P S
foveolar , hﬁg /,, ‘,a.. e

4

pyloric gland
adenoma (rare)




Gastric adenoma

34 intestinaltype adenomas (56%) in 31 patients

25 gastrietype adenomas (41%) in 18 patients (but 10 with FAP)

Intestinattype adenomas significantly more likely to show:

w

w
w
w
w

high-grade dysplasia

adenocarcinoma within the polyp

intestinal metaplasia in the surrounding stomach
gastritis in the surrounding stomach

separate adenocarcinoma

Abraham et al. Am J Surg Pathol 2002; 26: 125¢
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Gastric type 2/foveolar
adenoma

w rarer
w often large and protuberant
w lower grades of dysplasia

w dysplasia subtle often e = Y o
mistaken for hyperplastic ponF Vs id A

of the stomach

w less carcinoma 3
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Second resection of adjacent stomach with thickened are







Second resection of adjacent stomach with thickened are
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Second resection of adjacent stomach with thickened are
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Second resection of adjacent stomach with thickened are
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Gastric neureendocrine tumour (NET) (formerly carcinoid)

Four types of gastrilET

w @ chronic atrophic gastritis 7=,
w @ ZollingetEllison syndrome
w sporadic ET _
w @ intrinsic abnormality of parietal cells ' ;-,“

The first is the commonest, isually
benignandoften treated very
conservativelyEMR/ER/surveillance only
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Context in gastrointestinal neur@&ndocrine tumours
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Case 1 learning points

always look at the background mucosa in any polyp pathaidbis patient
had chronic atrophic gastritis

chronic atrophic gastritis predisposes to multiple neeraocrine tumours
these NETs are mainly small, benign and treated conservatively

BUT you also get adenomas, MANECs and frank adenocarcinomas
complicating CAG

dzf G A L ﬂfncﬁ)crilgfeﬁwmmﬁs complicating chronic atrophic gastritis:
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Polypoid lesions of the gastrointestinal tract

Case 1 diagnosis:

Foveolar (type 2) adenoma and newendocrine tumours
complicating chronic atrophic gastritis



Polypoid lesions of the gastrointestinal tract

Case 2



Case 2

Female 27 years. Multiple polyps in colon.
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Is this dysplasia?




Is this dysplasia?
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Type of polyp

Mucosal
Adenoma

Juvenile

Peutz- Jeghers

Metaplastic
Inflammatory (and

inflammatory ‘cap’)
Lymphoid

Cowden's
Cronkhite-Canada

Submucosal
Lipoma
Neurofibroma
Ganglioncuroma®

Inflammatory fibroid
polyp

Pathogenesis

Neoplastic

Hamartoma

Hamartoma

Unknown
Inflammation

Hyperplasia

Hamartomas
Unknown

Neoplastic
Neoplasia
?Hamartoma ?Neoplasia

?Trauma

Polyposis syndrome

Famihal adenomatous
polyposis

Juvenile polyposis

Peutz- Jeghers
syndrome
Metaplastic polyposis
Inflammatory polyposis
and ‘cap’ polyposis
Lymphoid polyposis

Cowden’s syndrome
Cronkhite-Canada
syndrome

Lipomatous polyposis

Neurofibromatosis

Ganglioneuromatosis or
neurofibromatosis

Inflammatory fibroid
polyposis

Distribution

Inherntance

[nitially large bowel but
ceventually throughout
Gl tract

Stomach to rectum
predominantly large
bowel

All GI tract but mainly
small intestine

Large intestine

Large intestine

Large and small
intestine

All GI tract

All GI tract

All GI tract
All GI tract
All Gl tract

Mainly small intestine
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Autosomal dominant

Autosomal dominant

Autosomal dominant

Sporadic
Not applicable

Sporadic

Autosomal dominant
Sporadic

Not known
Autosomal dominant
Not known

Usually sporadic, one
family apparent sex-
linked
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Case 2
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Case 2
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Juvenile polyposis

1 in 80,000

genetics becoming clearer but polymorphic: SMAD4 implicated in 25%;
BMPR1A in 20%

high rates of colorectal cancer: life time risR up to 60%
dysplasia iratypical juvenile polyps

? surveillance ? prophylactic colectomy



SMAD 4 mutation is implicated in about a quarter of case
of juvenile polyposis. What does SMAD stand for?

1. small mothers against decapentaplegia
2. serinemethionine-arginine deletion

3. somatic mutation in Aleutian drosophila



SMAD 4 mutation is implicated in about a quarter of case
of juvenile polyposis. What does SMAD stand for?

1.small mothers against decapentaplegia
2. serinemethionine-arginine deletion

3. somatic mutation in Aleutian drosophila
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Mutations of the gene BMPR1A are implicated in about 2
of cases of juvenile polyposis. What does BMPR stand ft

1. bowel matrix protein regulator?
2. bone morphogenetic protein receptor?

3. Dbiotin muscle protein resorption?



Mutations of the gene BMPR1A are implicated in about 2
of cases of juvenile polyposis. What does BMPR stand ft

1. bowel matrix protein regulator?
2. bone morphogenetic protein receptor?

3. Dbiotin muscle protein resorption?



Case 2 |learning points

w Jjuvenile polyps are commoncommonest polyp in the under 2C
¢ and have classic pathology

w juvenile polyposis causes stranfje2 2 1 Ay 3 LJ2t e LJc
2dzdSY At S LIRteLrLlaQy gKAOK | NB
usually, seen in FAP (often-200)

w atypical juvenile polyps show high levels of dysplasia

w significant cancer risk for JP and it may affect the whole gut



Case 2
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Polypoid lesions of the gastrointestinal tract

Case 3



Case 3

Female 45 years. 40mm polypoid nodule in ascending colon.
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? diagnosis

? Immunohistochemistry

Gloucestershire€ellular Pathology Laboratory






Gastrointestinal schwannoma:
the peritumoral lymphoid hyperplasia is almost pathognomonic




Gastrointestinal schwannoma

can occur anywhere in the Gl tract, but commonest in the stomach (60
70%), then colorectum

microscopic features different from conventional schwannomas

lack NF2 gene mutations unlike conventional schwannomasobably
GRATFSNBY G Gdzy2dzNE €

almost always behave in a benign fashion



Gastrointestinal schwannoma

33 cases: 4 oesophagus, 24 stomach, 2 colon and 3 rectum

mainly within muscularis propria and/or subserosa

none encapsulated but all well circumscribed

32/33 cuff of lymphocytes

only 12 originally called schwannoma

S100 and vimentin positive; CD117, CD34, ASMA, desmin negative
all showed some nuclear pleomorphism: ? longevity: no mitoses

all benign

Hou et alHistopathology 200¢



Gastric schwannoma showing central ulcer
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Levy et al. AJR 2005;1847-802.

Gloucestershire€ellular Pathology Laboratory st



Case 3 |learning points

not all spindle cell tumours of the gut are GISTs
all larger GISTs are potentially malignant and there are many benign mim

smaller stromal tumours, especially in the stomach and colorectum, often
present as polyps

In bowel cancer screening, you see any number of unusual small polyps
including unusual stromal tumours (perineurioma, epithelioid mucosal
neuroma, neurofibroma, leiomyoma of the muscularis mucosae, etc)



Case 3

Diagnosis: gastrointestinal schwannoma in colon



Case 4

68M. Three month history of diarrhoea, especially mucus
diarrhoea, loss of weight and fatigue. Colonoscopy.
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Colonoscopy

Instrument 2500202

Report
The bowel preparation with Mowviprep was Excellent/Good.
The instrument was inserted to the Caecum.

unique appearance 721103014
Kk 23: 10

SCn7
rectum and lower sigmoid oedematous and inflammed

above this extensive continuous symmetrical inflammation
to cascum, with huge polyps/pseudopolyps

Mult Bx taken

Diagnosis Procedures
Inflammatory bowel disease. Biopsy: Vial I from whole colon x 1.
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Biopsy pathology
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Management

working diagnosis: chronic inflammatory bowel disease, probably
ulcerative colitis with inflammatory polyp formation

treated with mesalazine and high dose steroids with poor response
Infliximab tried but continued deterioration
continuing severe mucus diarrhoea and hypokalaemia

subtotal colectomy one month after initial presentation



Colon- low and high power
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