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Polyposis coli and the
stomach
Among the varieties of gastrointestinal polyposis the most
common and most important is polyposis coli (adenomatous
polyposis of the colon and rectum). Its study has contributed
much to our knowledge of the pathogenesis of colorectal
cancer.1

Polyposis coli is a precancerous genetic disorder with a
dominant mode of inheritance. In affected individuals there
are hundreds to thousands of adenomas in the large bowel.2
Early colectomy and ileorectal anastomosis may anticipate the
development of colonic adenocarcinoma in a high proportion
of patients; but careful follow-up examinations of the remain-
ing rectum are essential. Some time ago we emphasised3 the
differences between this disease and the non-adenomatous
types of polyposis such as the Peutz-Jeghers syndrome and
juvenile polyposis. As experience of polyposis coli has in-
creased so reports of upper gastrointestinal manifestations of
the disease have accumulated.4 Of these, the most important
clinically is the association with periampullary carcinoma: at
least 17 cases have been reported.5 Indeed, periampullary
carcinoma may be the first indication of an underlying poly-
posis coli.6

Polyps of the small bowel are rare. There have been reports
of polyps in the terminal ileum and duodenum in patients
with polyposis coli, but often insufficient detail was given to
know whether these were adenomas.7 Certainly some growths
in the terminal ileum are, in fact, benign lymphoid lesions.4
On the other hand, in the St Mark's Hospital register genuine
adenomas have been recorded in the terminal ileum in two
patients and in the duodenum in three patients.8 A recent
upper gastrointestinal endoscopic study from Japan recorded
small bowel adenomas in five of ten patients examined9;
these also appeared to be genuine examples.
True gastric adenomas are just as rare. Hyperplastic or

regenerative polyps of the stomach are common and may be
misinterpreted as adenomas. Another Japanese paper10 has
raised the possibility of an association between polyposis coli
and benign gastric tumours. The authors correctly comment
that polyposis coli may not only be a disease of the large
intestine. They add, however, that the high incidence of
gastric cancer in Japan makes their positive findings in 10 of
15 patients difficult to interpret. Similar caution is necessary
when an even higher incidence of gastric polyps is reported in
association with polyposis coli.9 In this latter series all but
one example were regarded as hyperplastic fundal glands and
not as adenomas. In the polyposis families seen at St Mark's

there are no records of gastric adenomas, but hyperplastic
foci have been observed in one patient.8
A Swiss report11 described a clustering of gastric carcinomas

in one family with minor polyposis coli. These patients, who
had small numbers of large bowel adenomas, probably
represented Veale's "recessive adenoma expression," in
which many fewer adenomas are found than in classical
polyposis coli.12 Outside Japan there is only one recorded
example of gastric carcinoma in a patient with polyposis.13

Certainly the physician or surgeon caring for a patient with
polyposis coli should also investigate the upper gastrointestinal
tract. Clinical symptoms should be evaluated together with
air contrast barium meal studies. One barium meal early in
the disease and a repeat later, along with gastroscopy and
duodenoscopy, may be the minimum investigation required.
Because the various types of polyp have a different prognosis
careful histological study of any biopsies is essential. But even
when upper gastrointestinal disease is established-whether
as adenomas, hyperplastic, or hamartomatous lesions-it is
difficult to advise what further can be done. There is no
evidence, as yet, to suggest that duodenal adenomas progress to
periampullary carcinoma or that the gastric polyps are pre-
cancerous. If there is such progression, experience with the
large bowel suggests that the history of malignant change
may be measured in years.1 For the future, upper gastro-
intestinal endoscopic polypectomy may resolve some of these
problems. For the present, the major preoccupation with a
patient with polyposis must remain the risk of rectal carcinoma
after the colon has been removed. The significance of upper
gastrointestinal tract malignancy has still to be defined.

1 Muto, T, Bussey, H J R, and Morson, B C, Cancer, 1975, 36, 2251.
2 Bussey, H J R, Familial Polyposis Coli. Baltimore, Johns Hopkins Uni-

versity Press, 1975.
3British Medical_Journal, 1960, 1, 1627.
4Bussey, H J R, Gut, 1970, 11, 970.
5 Bussey, H J R, Proceedings of the Royal Society of Medicine, 1972, 65, 294.
6 Qizilbash, A H, Canadian Journal of Surgery, 1976, 19, 166.
7 Hoffmann, D C, and Goligher, J C, British Journal of Surgery, 1971, 58,

126.
8 Bussey, H J R, unpublished data.
9 Ushio, K, et al, Gastrointestinal Radiology, 1976, 1, 67.

'0 Utsunomiya, J, et al, Cancer, 1974, 34, 745.
1 Ammann, R W, Deyhle, P, and Sulser, H, Scandinavian3Journal of Gastro-

enterology, 1976, 11, 233.
12 Veale, A M 0, Intestinal Polyposis, Eugenics Laboratory Memoirs 40.

London, Cambridge University Press, 1965.
13 Murphy, E S, Mireles, M V, and Beltran, A, J'ournal of the American

Medical Association, 1962, 179, 1026.

Irritant woods
Charles Darwin would doubtless have been upset had he
known of the Coco de mono tree of Venezuela.' It apparently
bears pods of such complexity that only the most dexterous
of monkeys can open them and obtain the tasty almond-like
nut. Once the nuts have been eaten the monkey's hair drops
out and he soon expires-thus ensuring the survival of the
least fit members of each generation.
We are all conditioned to be suspicious of trees with strange

fruits, but the fact that the timber itself may be toxic in a
number of ways is perhaps less well known. Woods and
Calnan2 have done well to draw attention in great detail to the
large range of trees used in manufacturing processes in the
context of their potential as irritants and 'sensitisers. The
substances responsible may be present in bark, wood, or
pollen, while allergies to lichens growing on the bark pose an
added hazard to the unwary and unfortunate.
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