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Introduction

Gastric heterotopia (GHT) is defined as the presence of gastric tissue 
at a non-physiological site. Most cases of gastric heterotopia are 
observed in the esophagus, duodenum and Meckel’s diverticulum 
[1, 2], while large bowel lesions are an extremely rare and most 
frequent location of colonic lesions is the rectum [3].

For upper and midgut locations the incidence ranges from 0.1 to 
11%, while for the lower gastro-intestinal tract, such as the rectum 
and anus, the incidence is even lower [4].

Since the first description by Ewell and Jackson in 1939, only 
about 50 cases of heterotopic gastric mucosa (HGM) in the rectum 
have been reported [1]. HGM in the rectum is typically identified 
endoscopically as a polyp [5], diverticulum [6], erythematous 
patch [5], or ulcer [7, 8] and is usually found between 5 and 8 
cm from the anal verge in the posterolateral wall of this area [9]. 
Clinical presentation can vary from completely asymptomatic 
(17.02%) to diarrhea (4.25%), anal tenesmus (10.63%), anal pain 
(14.85%), abdominal pain (17.02%), or gastrointestinal bleeding 
(55.32%) [5]. HGM-related complications include ulcers, fistulas, 
or bowel perforation, and they are more common in the pediatric 
population [10].

Men are predominantly affected (M:F ratio 20:7), and the median 
age of diagnosis is around 18 years, although cases have been 
reported from as early as 6 months of age to as late as 51 years [1].

Here, we report a case of gastric heterotopia in the rectum, 
highlighting its clinical features, diagnostic challenges, and 
management, with a discussion based on a comprehensive review 
of the literature.

Case Report

A 50-year-old man was referred to the gastroenterology department 
at Cattinara Hospital (Trieste) due to perineal pain and diarrhea 
associated with episodes of rectal bleeding that had persisted for 
about two months. The patient’s medical history was negative 
for pre-existing conditions, and there was no family history of 
digestive tract diseases.

The patient was initially referred by his general practitioner for 
proctological evaluation which detected no abnormalities but, 
taking in account the symptoms, the surgeon recommended further 
investigations, including laboratory tests and a colonoscopy.

Laboratory tests were within normal limits: creatinine 0.73 mg/
dl, AST/ALT 26/21 U/L, white blood cell count 4510/mcl, 
haemoglobin 14.8 g/dl, platelet count 196000/mcl, with fecal 
calprotectin below 5.00 mcg/g.

Colonoscopy was performed exploring terminal ileum, without 
pathological findings in the colon with normal mucosa and regular 
haustration in all segments. Rectal retroflexion revealed a sessile 
hyperemic polyp (0-Is) approximately 12 mm in size near the anal 
margin, without erosion or ulcer (Figure 1).
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The polyp was treated with the injection of a saline solution, 
methylene blue, and adrenaline (1:20.000) into the submucosal 
space beneath the lesion, creating a safety cushion. This cushion 
lifted the lesion, which facilitated the capture and removal en bloc 
with a diathermic snare. Two TTS clips were placed for prevention 
of delayed bleeding.

Histological examination revealed the presence of oxyntic and 
pseudo-pyloric gastric tissue, without signs of dysplasia, consistent 
with gastric ectopia (Figure 2). Due to complete removal of the 
lesion and the absence of dysplasia, the patient was advised to 
return for regional screening with fecal occult blood test after five 
years. During follow up patient remained asymptomatic, with no 
further episodes of hematochezia or perineal pain, and regular 
bowel habits.

Figure 1: 12 mm sessile polyp in the rectum found on retroflexion, 
visualized using I-scan imaging, pre (A) and post. (B) saline 
solution, methylene blue, and adrenaline (1:20.000) injection.

 

Figure 2: Hematoxylin and Eosin (H&E) Staining - Polypoid 
Lesion Resection 1x (A) and 2x (B).

Histopathological examination of the resected specimen reveals the 
presence of ectopic gastric tissue within a loose stromal context, 
interspersed with dispersed fibers of the muscularis mucosae. At 
the resection margins, colonic mucosa with preserved architecture 
is observed, exhibiting crypts that are focally ectatic.

The superficial mucosal portion of the polyp displays gastric-type 
mucosa, characterized by oxyntic epithelium (*), pyloric glands 
(↖), and foveolar epithelium. These findings suggest the presence 
of heterotopic gastric mucosa within the colonic environment.

Discussion

GHT has been reported in nearly every anatomical site of the GI 
tract, including gallbladder and pancreas [11]. Large bowel lesions 
are an extremely rare clinical entity; however, the most common 
location of colonic lesions is the rectum [12]. GHT can occur 
due to congenital heteroplasia during organogenesis or acquired 
metaplasia during the repair of damaged epithelium [13].

The mucosal tissue in gastric heteroplasia is composed of full-
thickness gastric epithelium and glands, distinguishing it from 
metaplasia, which usually involves only foveolar-type epithelium 
mixed with the original tissue [14].

Definitive diagnosis is determined by histopathological findings 
of gastric mucosa which is characterized by oxyntic gastric tissue 
in most cases or mixed oxyntic and antral mucosa, or, more rarely, 
by antral or cardiac mucosa [15]. Moreover, in rare instances 
Helicobacter pylori organisms are identified in GHT of the rectum 
[1]. The successful eradication of Helicobacter pylori infection 
has been reported to lead to resolution of abdominal pain, further 
confirming the complex nature of this condition [16].

As our understanding of this condition is primarily based on 
sporadic case reports, there are no established guidelines for 
optimal treatment and surveillance.

Medical treatment with H2 receptor blockers or proton pump 
inhibitors can partially or completely resolve symptoms by 
inhibiting acid production. However, they do not cause the 
lesion regression and symptoms may recur once the treatment 
is discontinued [17, 18]. Therefore, definitive treatment remains 
surgical or endoscopic resection.

Surgical transanal excision [19], endoscopic mucosal resection 
(EMR) [18] and, in selected cases, endoscopic submucosal 
dissection (ESD) have been described [15].

It is important to notice that while GHT has the potential to progress 
to malignancy, the exact rate of malignancy remains unknown. 
However, cases of colonic adenocarcinoma arising from gastric 
heterotopia have been documented [20, 21].

This highlights the need for an appropriate management and 
careful surveillance of GHT cases in the rectum [16].

Conclusion

GHT of the rectum is a rare condition that should be considered 
in cases of unexplained lower gastrointestinal bleeding. Diagnosis 
can typically be made through colonoscopy and histological 
analysis.
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When the lesion is located close to the anal verge, it may be 
missed during examination, emphasizing the importance of 
thoroughly inspecting the rectal segment just above the anus 
during colonoscopy in cases of rectal bleeding.

Once GHT is diagnosed, medical treatment may suffice for 
managing local symptoms. However, endoscopic or surgical 
resection remains the gold standard for completely removing 
lesions or managing persistent bleeding.

Given that the understanding of this condition is largely based 
on sporadic case reports, optimal treatment and surveillance 
should be tailored to the patient taking in account medical history, 
comorbidities and risk factors.
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