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astric heterotopia is the presence of gastric mucosa and glands in a
tissue or organ other than stomach. These lesions can be seen at any
level in the gastrointestinal system.1 Upper esophagus is the most

frequent site to be involved.2 Presence of this tissue in the 1/3 upper esop-
hagus has been called inlet patch (gastric inlet). Although it’s frequently
asymptomatic, it might constitute an area involving different stages of lesi-
ons varying from ulcer to dysplasia and adenocarcinoma.3

In this report we presented, a case who has received radio-chemothe-
rapy for breast cancer and admitted to our clinic one year after radiotherapy

Severe Benign Esophageal Stricture Caused
by Incidental Radiation Exposure of

Gastric Inlet Tissue: Case Report

AABBSSTTRRAACCTT  Gastric heterotopia is defined as ectopic presence of gastric type mucosal tissue in
another organ and/or a surface. It’s most frequently found in the 1/3 proximal part of the esophagus
where it’s called (gastric) inlet patch. Although most of these lesions are asymptomatic, they might
cause small peptic ulcer or erosion, stricture, stenosis, fistula formation and intestinal metaplasia,
high grade metaplasia or adenocancer of the esophagus. Radiation therapy has diverse and
sometimes severe effects on gastrointestinal mucosa. We present here a gastric inlet case treated
with radio- chemotherapy for breast cancer who developed severe esophageal stricture 1 year after
radiation therapy. Because gastric inlet has been found up to 10% in general population, clinicians
should consider gastric inlet in every upper endoscopic interventions and should keep in mind that
patients who are positive for gastric inlet are at higher risk for development of eosephageal
complications such as stricture when thoracal radiotherapy is applied.
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ÖÖZZEETT  Gastrik heterotopi, gastrik mukozanın diğer organ veya yüzeylerde ektopik bulunması olarak
tanımlanır. Sıklıkla özofagusun 1/3 üst bölümünde rastlanır ve (gastrik) inlet patch olarak
adlandırılır. Her ne kadar asemptomatik olsa da, bazen peptik ülserden adenokansere kadar değişen
lezyonlara zemin hazırlayabilmektedir. Radyasyon tedavisi gastrointestinal mukozada farklı ve
bazen ciddi etkilere neden olmaktadır. Bu yazıda, meme kanseri nedeniyle radyo-kemoterapi
uygulanan ve radyasyon tedavisinden 1 yıl sonra ciddi özofageal striktür gelişen bir olgu sunduk.
Genel populasyonda %10 oranında bulunabildiği için, klinisyenler üst endoskopi yapılması sırasında
gastrik inleti göz önünde bulundurmalıdır ve torakal bölgeye yapılacak radyoterapilerde striktür gibi
özofageal komplikasyonların gelişiminde gastrik inletin katkısının olabileceği akılda tutulmalıdır.
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with the comp la ints of disp ha gi a, ody nop ha gi a and
who was la ter di ag no sed with gas tric in let has be -
en pre sen ted. To the best our know led ge, the re is
not a si mi lar ca se in the pre vi o us li te ra tu re.

CA SE RE PORT

A 68-ye ars-old wo man has di ag no sed with bre ast
can cer 5 ye ars ago and un der went ra di cal mas tec -
tomy. She had re cur ren ce of the di se a se la ter on
and has re ce i ved ra di ot he rapy at a do se of 2
Gy/day, 5 days a we ek for 5 we eks to re ach to tal
do se of 50 Gy. Al so she re ce i ved a che mot he rapy
re gi men inc lu ding Ad ri amy cin and Ta xol af ter ra-
di ot he rapy at 6 ses si ons every 3 we eks apart. She
sta ted that her dyspha gi a star ted abo ut 1.5 months
ago, ini ti ally for so lid fo od and prog res sed to inc -
lu de li qu ids la ter on. She al so comp la i ned abo ut
ret ros ter nal chest pa in, pal pi ta ti on, fo od as pi ra ti -
on, co ugh and dyspne a all hap pe ning du ring swal-
lo wing. She had sig ni fi cant dif fi culty to thri ve and
lost abo ut 10 kg in this pe ri od.

On physi cal exa mi na ti on she had fi ne la te ins -
pi ra tory crack les at bi la te ral ba ses. Ot her system ex-
a mi na ti ons we re nor mal. La bo ra tory work-up we re
as the fol lo wing: Ha e mog lo bin: 9.1 mg/dL, ESR:54
mm/hr, Cre a ti ni ne: 2.1 mg/dL, Al bu min: 3.0 g/dL.
Ot her la bo ra tory tests we re nor mal. An esop ha gog -
ram was per for med for eva lu a ti on of dyspha gi a
which sho wed mu co sal ir re gu la rity, ri gi dity and a
sho ul der sign pro du cing le si on at the 1/3 pro xi mal
por ti on of the esop ha gus (Fi gu re 1). Furt her eva lu a -
ti on was do ne with esop ha gos copy. It sho wed pink-
red, ab nor mal ap pe a ring le si on star ting few
cen ti me ters from the up per sphinc ter with ir re gu -
lar sur fa ce and ca u sing obs truc ti on of the esop ha gus
to the deg re e that it was im pos sib le to mo ve the sco -
pe thro ugh. Mul tip le bi op si es we re ta ken from the
le si on and sent for pat ho lo gic exa mi na ti on.

Alt ho ugh ma lig nancy was the ini ti al sus pect,
pat ho logy sho wed co lum nar gas tric epit he li al and
glan du lar cells un der squ a mo us epit he li al of the
esop ha gus. No ma lig nant chan ges we re se en (Fi gu re
2). The re fo re, a di ag no sis of gas tric he te ro to pi a was
conc lu ded. A gra du al dec li ne in her ge ne ral con di ti -
on was no ted in fol low-up and she di ed of sep sis.

DIS CUS SI ON

Gas tric in let con ta ins gas tric type mu co sa and it re-
semb les gas tric cor pus mu co sa or car di ac glands. 3

Gas tric in let is of ten en co un te red in ci den tally du r-
ing esop ha go-gas tro-du o de nos copy. Its pre va len ce
is 2-4%,4 ho we ver in a pros pec ti ve study, pre va len -
ce up to 10% has be en re por ted.5 A study from our
co untry re por ted a pre va len ce ra te of 3.6% for gas-
tric in let and a ten dency to oc cur mo re fre qu ently in
wo men.6 Ak ba yır et al7 re por ted a lo wer pre va len ce
ra te (1.67%) with a fe ma le do mi nancy. The se le si -
ons are usu ally asym pto ma tic, but as they in vol ve
gas tric type mu co sa, this might ca u se pep tic symp-
toms or if se ve re eno ugh comp li ca ti ons li ke pep tic

FIGURE 1: Mucosal irregularity, rigidity and a shoulder sign producing lesion
(arrow) at the 1/3 proximal portion of the esophagus in esophagography.

FIGURE 2: Columnar gastric epithelial and glandular cells (white arrow) under
squamous epithelial of the esophagus (black arrow) (x200) (HE).
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ul cer, ero si ons, ste no sis, fis tu la and stric tu re for ma -
ti on as well as per fo ra ti on, ble e ding and in tes ti nal
me tap la si a. 2,3 Al so high-gra de dyspla si a and ade no -
car ci no ma of the esop ha gus might ori gi na te from
the se tis su es. 3 Ra di a ti on has be en re por ted to ac co -
unt for 4% of the esop ha ge al stric tu res. 8

Ra di ot he rapy af fects mostly the tis su es li ke he -
ma to po i e tic and gas tro in tes ti nal system that ha ve
high cell-tur no ver ra tes. 9 Ra di a ti on re la ted gas tro -
in tes ti nal da ma ge can be acu te or chro nic. In acu -
te di se a se, ra di a ti on ca u ses epit he li al cell
des truc ti on and dis turbs cell pro li fe ra ti on. On the
ot her hand, ad van ced fib ro sis and pre sen ce of aty -
pi cal fib rob lasts is cha rac te ris tic of chro nic ra di a -
ti on re la ted da ma ge. This prog res si ve isc he mic
da ma ge and fib ro sis might ca u se stric tu re and fis tu -
la for ma ti on as well as mo re se ve re comp li ca ti ons
li ke per fo ra ti on. Acu te ra di a ti on esop ha gi tis is usu-
ally se en at the se cond we ek of ra di a ti on the rapy.
10 In our ca se, the symptoms be gan abo ut 1 ye ar af -
ter comp le ti on of ra di ot he rapy. This and the se ve -
re stric tu re for ma ti on sug ges ted mo re chro nic
rat her than acu te ra di a ti on re la ted da ma ge. Chro -
nic ef fect of ra di a ti on on the esop ha gus can be se -
en in 5 ye ars af ter ra di a ti on ex po su re and usu ally
pre sents with stric tu res. Stric tu re for ma ti on is do -
se re la ted and stu di es sug gest that ra di a ti on re la ted
esop ha ge al da ma ge ta kes pla ce in se en 1-5% when
to tal do se of ra di a ti on is 60 Gy and 50% when the
to tal do se re ac hes to 75 Gy. Ba ri um swal low study

is an aid in di ag no sis of esop ha ge al stric tu re and fis-
tu la for ma ti on. But as ma lig nancy ne eds to be ru -
led out, up per GI en dos co pic study with brus hings
and tis su e bi opsy is usu ally ne e ded. 10 It was re mar -
kab le for our pa ti ent to de ve lop such a se ve re esop -
ha ge al stric tu re alt ho ugh she re ce i ved re la ti vely
low do se of ra di a ti on.

Com bi ning ra di a ti on with che mot he rapy has
be en shown to dec re a se esop ha ge al to le ran ce to ra-
di a ti on da ma ge and in cre a se its to xi city. This is mo -
re sig ni fi cant with pla tin or ta xa ne ba sed
che mot he rapy. 11

It is no tab le for this stric tu re for ming le si on to
be fo und at the gas tric in let tis su e. We tho ught that
it might de ve lop du e to in cre a sed des truc ti ve ef fect
of pep tic ac ti vity se con dary to ra di a ti on ex po su re.
We al so think that che mot he rapy has in cre a sed the
to xic ef fect of ra di ot he rapy. It is al so li kely that
chro nic vas cu lar da ma ge and re la ted isc he mi a and
fib ro sis plays a ro le just li ke in de ve lop ment of ra-
di a ti on co li tis. Be ca u se gas tric in let has be en fo und
up to 10% in ge ne ral po pu la ti on, cli ni ci ans sho uld
con si der gas tric in let in every up per en dos co pic in-
ter ven ti ons and sho uld ke ep in mind that pa ti ents
who are po si ti ve for gas tric in let are at hig her risk
for de ve lop ment of eo sep ha ge al comp li ca ti ons such
as stric tu re when tho ra cal ra di ot he rapy is app li ed.
By this way, the se pa ti ents might be tre a ted pro-
ph ylac ti cally if ever they ne ed to re ce i ve ra di a ti on
the rapy in the fu tu re.
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