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Esophageal Polyp Lesion in a Patient with Globus Pharyngeus 
Compliant
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A 43-year-old woman referred to our gastroenterology clinic with dyspepsia 
and heartburn. In her medical history, she complained of epigastric pain and 
globus signs and took anti-acids periodically. She did not have weight loss and 
there was no family history of gastrointestinal malignancy. She had microcytic 
anemia, which was treated with daily ferrous (2 pills, 50 mg elemental iron). 
During the physical examination, only tenderness at epigastrium was noted. 
Clinical signs including globus Pharyngeus did not improve in spite of two 
months of treatment with proton pump inhibitors (PPI). Considering the patient’s 
age, upper gastrointestinal endoscopy was done and a small polyp lesion (5 
mm) was seen in the upper esophagus  (figure 1). A biopsy sample was taken
and H&E staining is shown in figures 2, 3, and 4.
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Fig.1: Endoscopic view : small polyp lesion 
(5 mm) was seen in the upper esophagus  

Fig.2: H&E slides 

Fig.3: H&E slides Fig.4: H&E slides
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What is your diagnosis?

Answer:

Inlet patch
The inlet patch is not very prevalent. Radiographic 

evidence shows the inlet patch prevalence as 2.4% at the 
upper esophagus.1 In endoscopic observation, its preva-
lence was reported as 0.1-13.8%.2

The lesion is seen more in men (3.1%) than women 
(0.6%). In most cases, the patch is reported as flat. In 
recent reports, there is limited number of polyps that 
were formed at the neck of the esophagus1-3 and even in 
one case, a large polyp was formed, which caused severe 
dysphasia.4

This lesion emerges as a polyp in affected patients. It 
seems that cases of inlet patch polyp have higher clinical 
importance and they may be more prone to malignancy. 
No certain risk factors have been reported for malignan-
cy in patients with inlet patch and as a result, there is no 
consensus on the development of malignancy in these pa-
tients, although it is possible and interestingly has been 
reported in some articles.5

However, bypass samples should be examined in 
terms of dysplasia and follow-up and repeated bypass 
is suggested when intestinal metaplasia or dysplasia is 
seen. Although development to malignancy is rare, expert 
endoscopists should be aware of this potential risk. Inlet 
patch may be recognized in patients who are exposed 
to more risk for the development of proximal esophagus 
adenocarcinomas; however, this relationship and the 
necessity of screening requires further studies.6

As it was discussed, most cases of inlet patch are 
found by chance and without making any clinical signs. 
Thus, total treatment is done when outcomes emerge. 
Some studies have shown that acid is released from the 
inlet patch.3-7 Proton pomp (H+, K+, -ATPase) influence 
at the inlet patch has been shown by immunohistochemistry.8 
PPI influence in some studies supports the theory that 
acid released from proton pomp in patients with inlet 
patch may cause the emergence of globuspharyngeus 
signs. In one study, the inlet patch has been known as 
one of the main causes of globus pharyngeus.9

Our patient also had globuspharyngeus signs and 
responded to acid inhibition treatment with PPI. 

The polyp was seen in 20 cm from the incisor teeth 
in endoscopy. H&E staining showed different magnification 
from the lesion, which demarcated as an antral type 
gastric mucosa with regenerative changes. No intestinal 
metaplasia or dysplasia was seen. Test for helicobacter 
pylori was negative in Giemsa staining and the lesion 
was compatible with inlet patch. However, further studies 
are needed to show the efficiency of PPI for patients with 
globuspharyngeus signs and inlet patch. Recently, Argon 
plasma coagulation and radiofrequency degradation have 
been useful for cervical inlet patch.10-11 Moreover, recent 
studies have shown that the treatment with radiofrequency 
ablation (RFA) can be useful in returning the abnormal 
mucus in the inlet patch to normal level.12

CONCLUSION
This report showed that the inlet patch should be 

considered as a differential diagnosis for globuspharyn-
geus signs and this disorder can even emerge as a polyp 
lesion. It should be considered that the inlet patch may 
be neglected most of the time during upper gastrointestinal 
endoscopy. It is important to develop a systematic routine 
to reduce the possibility of missing any area. The diagnosis 
of the inlet patch is confirmed by endoscopy and taking a 
biopsy sample. The lesion is seen more often by endosco-
pists whose custom is to withdraw the scope very slowly 
through the upper sphincter in order to inspect the arytenoids 
and vocal cords.
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