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A pyloric gland adenoma is a rare neoplasm that occurs most frequently in the stomach and
should be removed because of its precancerous potential. Although there have been case re-
ports of pyloric gland adenomas in extragastric areas such as the duodenum, pancreas, and bile
duct, esophageal pyloric gland adenoma has never been reported in Korea. Herein, we report a
case of esophageal pyloric gland adenoma that was successfully treated by endoscopic submu-

cosal dissection. (Gut Liver 2022;16:483-486)
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INTRODUCTION

A pyloric gland adenoma is a rare neoplasm, mostly
diagnosed in the stomach. It is a precancerous lesion with
a transformation rate to adenocarcinoma of 12% to 47%."
Although most cases are observed in the stomach, there
are some case reports of pyloric gland adenomas arising in
the duodenum,” pancreas,’ gallbladder," and uterine cer-
vix.” While several cases of pyloric gland adenomas in the
esophagus have also been reported,”® none have been in
Korea. Herein, we report a case of a pyloric gland adenoma
of the esophagus that was treated by endoscopic submuco-
sal dissection. Informed consent was obtained.

CASE REPORT

An 86-year-old man with symptoms of reflux under-
went upper endoscopy at an outside hospital. Endoscopy
showed a flat, elevated lesion on his upper esophagus.
The biopsy revealed a pyloric gland adenoma. He had
hypertension, benign prostate hypertrophy, and a history
of coil embolization for a cerebral aneurysm. The labora-
tory findings, including complete blood count, as well as
liver function test and electrolyte and serum creatinine
measurements, were normal. Upper endoscopy revealed a
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1.2-cm-sized oval-shaped, flat elevated lesion with a nodu-
lar surface located 20 cm from the upper incisor teeth (Fig.
1A and B). Atrophic changes were visible in the antrum of
the stomach and accompanied by multiple 1-3 mm sized,
translucent, round, and smooth surfaced polyps on the
fundus and the body of the stomach. Abnormal findings
were not observed in the duodenum. A computed tomog-
raphy scan of the chest revealed reactive lymph nodes
among the subcarinal, subaortic, and right lower paratra-
cheal lymph nodes. Endoscopic ultrasonography showed
a hypoechoic lesion confined to the mucosal layer (Fig.
1C). A biopsy showed a pyloric gland adenoma with low
grade dysplasia. The lesion was removed by endoscopic
submucosal dissection (Fig. 2). Since the Lugol-void le-
sion was confined to the mucosal layer of the esophagus,
the submucosal dissection of the pyloric gland adenoma
was uncomplicated. The resected specimen size measured
2.0x1.4x0.3 cm and the tumor size was 1.1x0.6x0.2 cm.
Immunohistochemical analysis showed that the specimen
was immunopositive for MUC6 (a pyloric gland mucin
marker) and MUCS5AC (a foveolar mucin marker). The
specimen was also positive for p53 (intensity 2+) and the
Ki-67 level was 10% to 20%. The final pathology result was
a pyloric gland adenoma with high-grade dysplasia and the
resection margin was clear (Fig. 3).
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Fig. 1. Endoscopic findings of the esophageal pyloric gland adenoma. (A) White-light endoscopy showing a 1.2-cm, oval-shaped, flat, elevated le-
sion with nodularity located 20 cm from the upper incisor teeth. (B) Narrow-band imaging showing the brownish color change in the lesion with
a gyrus-forming pattern in the background of normal-appearing esophageal mucosa. (C) Endoscopic ultrasonography showing a homogenous,

hypoechoic lesion confined to the mucosal layer.

Fig. 2. Endoscopic submucosal dissection of the pyloric gland adenoma. (A] Conventional white-light endoscopy showing the flat, elevated lesion
with nodularity. (B) Chromoendoscopy with iodine staining to demarcate the Lugol-void lesion. (C) Marking around the lesion for endoscopic sub-
mucosal dissection. (D) Artificial ulcer after submucosal dissection. (E) Resected specimen with the lesion en bloc. (F) Resected specimen with the
lesion on chromoendoscopy with iodine staining.

DISCUSSION

Pyloric gland adenoma was first reported by Elster in
1976.” In 1990, Watanabe et al." included pyloric gland
adenoma in the World Health Organization gastric tumor
classification. Cases of pyloric gland adenomas have been
reported in the duodenum,” pancreas,’ gallbladder,’ and
uterine cervix.” The literature on the clinicopathologi-
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cal features of pyloric gland adenomas suggests they are
predominantly found in the body of the stomach (64%),
in patients with an average age of 73 years, and in women
(75%). A pyloric gland adenoma is often accompanied by
autoimmune atrophic gastritis (40% of cases) and intesti-
nal metaplasia (60% of cases).”"' Endoscopically, most gas-
tric pyloric gland adenomas appear as polypoid or mass-
like lesions, although some of them do present as irregular
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Fig. 3. Gross and histologic findings. (A] Endoscopically dissected specimen showing a 1.1x0.6x0.2 cm-sized lesion. (B) Pyloric gland adenoma with
adjacent esophageal mucosa (H&E, x40). (C) Closely packed pyloric-type glands lined by cuboidal to low columnar epithelia with eosinophilic cy-
toplasm (H&E, x100). (D) The superficial layer is predominantly immunopositive for Mucin 6 (x100). (E) Most glands are immunopositive for Mucin

5AC (x100).

mucosal, flat, ulcerative, or even submucosal tumor-like
lesions."™" A case report described magnifying endoscopy
with narrow-band imaging of a gastric pyloric gland ad-
enoma. On the magnifying endoscopy with narrow-band
imaging, a demarcation line and a granular surface struc-
ture were noted. Further, both the microvascular and mi-
crosurface structures were irregular." Endoscopic features
of esophageal pyloric gland adenomas are not well known.
The reported cases of esophageal pyloric gland adenomas
have been polypoid, located in the upper or lower esopha-
gus and arising in either Barrett’s esophagus or in normal
esophageal epithelium.”® Histologically, a pyloric gland ad-
enoma consists of closely packed cuboidal to low columnar
epithelial cells with eosinophilic ground-glass cytoplasm.>""
The nuclei are round and may have no nucleolus. Pyloric
gland adenomas are associated with high-grade dysplasia
and have a risk of transforming into adenocarcinomas (12%
to 47% of cases).' Immunohistochemistry is not always
required to diagnose pyloric gland adenomas. However,
Mucin 6 and Mucin 5AC stains can be used to confirm
cases with uncertain diagnoses." On immunohistochemi-
cal examinations, pyloric gland adenomas express Mucin 6
throughout the lesion and its surface, with variable Mucin
5AC expression. Pyloric gland adenomas do not express
intestinal markers such as Mucin 2 and CD10 in their pure
form. However, pyloric gland adenomas may express Mu-
cin 2 and CD10 when they are transformed from gastric

to intestinal type. Pyloric gland adenomas tend to have a
higher Ki-67 index when they have an adenocarcinoma
component. It is hard to know the exact incidence or pre-
dominant site of pyloric gland adenomas in extragastric
areas as these adenomas are very rare. Some case reports
have described extragastric pyloric gland adenomas in
Barrett’s esophagus,’ heterotrophic gastric mucosa in the
rectum,”” duodenum,” gallbladder,” and pancreatic duct.’
In Korea, only one case of pyloric gland adenoma in the
stomach was reported.'® To our knowledge, this is the first
report of a pyloric gland adenoma in the esophagus in Ko-
rea.
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