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CASE REPORT

A 33-year-old woman was referred for persistent iron deficiency anemia despite unremarkable bidirectional endoscopy a few years
earlier and definitive management of menorrhagia with a total hysterectomy. Repeat upper endoscopy with random gastric and
duodenal biopsies was without diagnostic abnormality. Subsequent video capsule endoscopy (VCE) revealed a large polypoid lesion
in her proximal small bowel (Figure 1). An anterograde double-balloon enteroscopy (DBE) confirmed the presence of a large, nearly
obstructing polypoid lesion with a hamartomatous appearance in the proximal jejunum (approximately 20 cm distal to the ligament
of Treitz) (Figure 2). However, the obtained biopsy tissue was insufficient for definitive diagnosis. Because of the nearly obstructing
nature of this lesion, the distal edge could not be marked with a tattoo. She underwent a DBE-assisted laparoscopic small bowel
resection with primary anastomosis to ensure clear margins with minimal resection. Grossly, there were 2 distinct polypoid lesions
approximately 5 cm apart andmeasuring up to 13.5 cm and 4 cm in their largest dimensions. The final histologic diagnosis was giant
polyploid gastric heterotopia (Figures 3 and 4). Since resection of this short segment 3 months ago, her iron stores, anemia, and
fatigue have all improved.

Figure 2. The same lesion was seen in the proximal-jejunum using
anterograde double-balloon enteroscopy. The multilobulated pol-
ypoid lesion had a hamartomatous appearance, was approximately
50% circumferential, and was nearly obstructing.

Figure 1. A large, multilobulated polypoid lesion was seen in the
proximal small bowel by video capsule endoscopy (VCE). Given lack
of luminal distension with VCE, the lesion was identified but not fully
characterized by VCE.
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American Gastroenterological Association guidelines recom-
mend bidirectional endoscopy to evaluate iron deficiency ane-
mia in premenopausal women based on the frequent
coexistence of gastrointestinal disorders and severe iron de-
ficiency anemia in this population.1 Recommendations for
small bowel evaluation are less definitive, but in our patient, a
small bowel source of bleeding was a strong possibility given
persistent anemia despite normal bidirectional endoscopy and
definitive menorrhagia therapy. VCE is the most effective tool
for recognizing small bowel pathology,4,5 and DBE is often
needed to obtain tissue for diagnosis or to perform therapeutic
intervention if VCE reveals a small bowel abnormality.

Heterotopic gastric mucosa (HGM) can be found throughout
the gastrointestinal tract, although small bowel HGM is rare if
not associated with the Meckel diverticulum.2,3 HGM can be
congenital or acquired. Acquired HGM results from recurrent
mucosal injury or inflammation and is the presumed mecha-
nism of HGM distal to the ligament of Treitz.2 Polypoid gastric
heterotopia appears endoscopically similar to other intestinal
pathologies. Therefore, definitive diagnosis relies on histology
demonstrating ectopic gastric mucosa. Treatment centers
around symptoms and includes either (i) no treatment for
asymptomatic lesions, (ii) proton pump inhibitor for acid-
related symptoms, or (iii) resection.3 Because of her persistent,
symptomatic anemia, our patient was definitively treated with
minimally invasive surgical resection.
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Figure 3. Low-power histology of hematoxylin and eosin–stained
sections of the surgically resected specimen. This image shows the
edge of the polyp with full-thickness gastric mucosa (arrows) adja-
cent to normal jejunal mucosa (arrowhead). The box denotes the
area of gastric epithelium shown in higher power in image 4. Bar5
200 mm.

Figure 4. High-power histology of hematoxylin and eosin–stained
sections of the surgically resected jejunal specimen. This image
demonstrates gastric epithelium. Bar 5 20 mm.
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