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Abstract

Columnar epithelium in the distal part of the esophagus is generally related to Barrett's
esophagus. Barrett's esophagus is a well-known premalignant lesion for adenocarcinoma of
the esophagus. Therefore, its diagnosis and surveillance are important. Columnar epithelium
in the esophagus other than Barrett's esophagus can be gastric heterotopia, which generally
takes place in the upper part of the esophagus and is named inlet patch. The presence of
gastric metaplasia in the distal part of the esophagus is rare and can cause misdiagnosis.
Therefore, its differentiation from Barrett's esophagus is important. Here we present a case of
gastric heterotopia located in the distal part of the esophagus that caused reflux-like symp-
toms and needed differentiation from Barrett's esophagus. © 2014 S. Karger AG, Basel

Introduction

Barrett's esophagus is a complication of gastroesophageal reflux disease. It is a well-
known premalignant lesion and can cause adenocarcinoma of the distal esophagus. There-
fore, its diagnosis is important and it needs endoscopic surveillance. Endoscopically, Bar-
rett’s esophagus can be defined as the displacement of the squamocolumnar junction
proximal to the gastroesophageal junction [1], but for a full definition, two criteria must be
fulfilled: first, the documentation of columnar epithelium in the distal part of the esophagus,
and second, the histopathology of that columnar epithelium must reveal intestinal metapla-
sia. Although some authors believe that gastric cardiac-type epithelium in the esophagus
might also predispose to cancer and thus might be considered ‘Barrett’s esophagus’, most
authorities still require the presence of intestinal metaplasia for an unequivocal diagnosis
[2, 3].
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Heterotopic gastric mucosa has been described in different parts of the gastrointestinal
tract from the tongue to the rectum [4]. There have also been reported cases where it was
seen in the gallbladder or cystic duct, the omphalomesenteric duct, the umbilicus and the
liver [5-7], but the organ most commonly involved is the esophagus. Heterotopic gastric
mucosa of the esophagus is generally located in the cervical part of the esophagus and
termed inlet patch [4]. An inlet patch is widely considered to be congenital [4, 8]. Although it
can be responsible for laryngeal reflux symptoms, pain and dysphagia [4, 8, 9], the majority
of patients with an inlet patch are asymptomatic and detected incidentally during the
evaluation for other gastrointestinal complaints [4, 8, 10]. The presence of Helicobacter
pylori in this area is not rare [11], and heterotopic gastric mucosa can be responsible for the
development of webs, strictures, ulcers, fistula and, exceedingly rarely, adenocarcinoma [4].

The presence of gastric heterotopia in the esophagus other than in the cervical part is
not well known. Here we present a case of esophageal gastric heterotopia that was located in
the distal part of the esophagus and needed differentiation from Barrett’s esophagus.

Case Report

A 31-year-old female presented to our hospital with reflux-related symptoms like daily
heartburn and, rarely, dysphagia. She was symptom free with proton pump inhibitor (PPI)
treatment. Her main reason for visiting our hospital was to get another opinion, because of
her concerns related to cancer risk. She had a diagnosis of Barrett’s esophagus and had been
on surveillance for the last 5 years. She was symptom free with PPI treatment during the
surveillance period.

We performed an upper gastrointestinal endoscopy, which revealed an inlet patch in the
upper part of the esophagus (fig. 1). Additionally, there was a 3-cm-long, circular, columnar,
epithelial segment - between 35-38 cm from the incisors - and the distal part of this
segment bordered 2 cm of squamous epithelium (fig. 2). Biopsies showed acid-secreting,
oxyntic-type, glandular, gastric epithelium, there was no intestinal metaplasia or dysplasia,
and her test was negative for H. pylori.

We have followed her for another 2 years now. She is still on PPI and has no esophageal
or extraesophageal reflux-related symptoms.

Discussion

Columnar epithelium in the distal part of the esophagus is generally related to Barrett’s
esophagus. Barrett's esophagus is a well-known premalignant lesion for adenocarcinoma.
Therefore, its diagnosis is important. The diagnosis of Barrett's esophagus is based on a
suspicion during an endoscopic examination raised by the presence of columnar epithelium
in the distal part of the esophagus, and it needs a histopathological confirmation, i.e. the
presence of intestinal metaplasia [3]. In Barrett's esophagus, columnar epithelium extends
from the stomach up to the gastroesophageal junction into the esophagus [3]. It looks like a
continuation of gastric mucosa. But in our case, columnar epithelium was not the continua-
tion of gastric mucosa, it was clearly separated from the stomach by 2 cm of squamous
epithelium. Histopathological examination did not show any intestinal metaplasia or Goblet
cells, which are important for the diagnosis of Barrett’s esophagus [12]. There was also an
inlet patch in our patient, which can indicate that both lesions are congenital and not reflux-
related as in Barrett's esophagus.
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On the base of information from the literature, we reevaluated the findings in our case
as gastric heterotopia and not Barrett’'s esophagus. This is a rare condition, but it can be
found in cases of misdiagnosed Barrett's esophagus as in our patient.

We believe that our patient does not have gastroesophageal reflux disease, but that her
reflux-like symptoms are related to acid secretion of the gastric heterotopia in the esopha-
gus. We advised her to continue with her PPI treatment since it was controlling her symp-
toms. An ablation of the gastric heterotopia’s area can be discussed. However, we did not try
it because of the lack of support in the literature. Neoplastic transformation in gastric
heterotopia is exceedingly rare; therefore, in contrast to Barrett's esophagus, gastric het-
erotopia has not been accepted as a premalignant lesion [4]. But the inlet patch has been
accepted as a premalignant lesion; however, we do not have any information on wide area-
related gastric heterotopia in the esophagus because it is very rare. Therefore, we do not
know if surveillance is necessary or not in such a case.

In conclusion, we are presenting a case of gastric heterotopia that is located in the distal
part of the esophagus and has been misdiagnosed as Barrett’s esophagus. This type of gastric
heterotopia can also cause reflux-like symptoms, which resolved very well with PPI treat-
ment in our patient.
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Fig. 1. Inlet patch (arrow) in the cervical part of the esophagus (the picture was taken with narrow-band
imaging).

Fig. 2. Gastric heterotopia in the distal part of the esophagus. The whitish area is squamous epithelium
(one asterisk), the salmon-colored area is columnar epithelium (two asterisks). Histopathologic exam-
ination showed acid-secreting, oxyntic-type, glandular, gastric epithelium (the picture was taken with
narrow-band imaging). The arrow points at the gastroesophageal junction.
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