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NOV 2018 DIAGNOSIS LIST

6321: gastric oxyntic polyp (stomach; GI pathology
6322: solitary xanthogranuloma (soft tissue; soft tissue pathology)
6323: meningothelial-like nodules (lung; neoplastic lung pathology)
6324: proctitis cystica profunda (anus; GI pathology)
6325: Adult granulosa cell tumor with luteinization (testis; GU pathology)
6326: consistent with goblet cell carcinoid (peritoneal cavity; GI pathology)
6327: leukemic non-nodal mantle cell lymphoma (liver; hematopathology)
6328: Cocciodiomycosisprostatitis (prostate; infectious disease pathology)
6329: systemic mastocytosis (large bowel; hematopathology)
6330: carcinosarcoma (gallbladder; GI pathology)



SB 6321

Charles Lombard; El Camino Hospital

74-year-old female with gastric polyp 
snare.

















DIAGNOSIS?





Oxyntic Gland Polyp
Histologic features

ÅAlways occur in oxyntic-type gastric mucosa
ÅMixture of chief and oxyntic (parietal) cells
ÅtǊƻƭƛŦŜǊŀǘƛƻƴ ƛƴ άŘŜŜǇŜǊέ ƳǳŎƻǎŀ
ÅVariety of architectural patterns
ïClustered/solid glands
ïAnastomosing cords
ïDilated glands +/- infoldings
ïPseudostratified epithelium
ïCribriform areas

ÅAbsence of true invasion/LVI
ÅMild cytologic atypia
ÅProliferation index low (< 2%) 



Gastric Oxyntic Gland Polyp

ÅRare lesions
ÅUpper third of stomach
ï70% fundus; 30% cardia
ïUsually single

Å4-20 mm size
ÅNo clinical progression of disease
Å??? Precursor lesion for chief cell predominant 

adenocarcinoma
ïThere are more chief cells in these polyps than 

oxyniticcells 



DDX of Oxnyticgland polyp

ÅOriginally described as variant of fundic gland 
polyp, however, microcyst formation is not a 
common finding in most oxyntic gland polyps.

ÅVariant gastric adenocarcinoma of fundic 
gland type/chief cell predominant type
ïOGP: Lacks atypia, desmoplasia, true invasion

ÅNeuroendocrine tumor
ïOGP: Lack chromogranin/synaptophysin/typical 

nuclear features of neuroendocrine tumor 
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SB 6322
(scanned slide available)

MahendraRanchod; Good Samaritan 
Hospital

67-year-old female with 4.5cm 
subcutaneous arm mass.




















