Supplementary Figures
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Supplementary Figure 1 Management of fundic gland polyps.
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Supplementary Figure 2 Management of inflammatory fibroid polyps.




Ectopic pancreas
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Supplementary Figure 3 Management of ectopic pancreas.
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Supplementary Figure 4 Management of hyperplastic polyps.
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Supplementary Figure 5 Management of gastric adenomas.

Hamartomatous Polyps
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Mucocutaneous pigmentation)

Genetic testing (collaboration with
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Consider higher risk of cancer in gastric
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Jeghers syndrome, juvenile polyposis

Supplementary Figure 6 Management of hamartomatous polyps.
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Supplementary Figure 7: Management of gastric neuroendocrine tumors. EMR/ESD: Endoscopic mucosal
resection/endoscopic submucosal dissection; EUS: Endoscopic ultrasonography; LN: Lymph node;

CT: Computed tomography; MRI: Multispectral radiation thermometry; PET: Positron

emission tomography; OGD: Esophago-gastroduodenoscopy.



Early gastric cancer

Paris classification

Histologic type, size, invasion
depth, ulcers +/-

Paris 0-lla < 10 mm no ulceration

Differentiated intramucosal adenocarcinoma of any size if no
ulceration, = 3 cm whith ulceration

Undifferentiated carcinoma < 2 cm, no ulcers (extended
criteria)

En bloc endoscopic mucosal
resection

Endoscopic submucosal dissection

Positive vertical margins,
lymphovascular invasion,
submucosal invasion > 500 um
from the muscolaris mucosae,
ulceration or size > 2 cm in poorly
differentiated lesions

Curative resection

Staging OGD at 3-6 months, then annually
Surgery for 5 years

Supplementary Figure 8: Management of early gastric cancer.



