


Case report

An Unusual Cause of Melena: Gastric Heterotopia of the Duodenal Bulb





ABSTRACT: 

Gastric heterotopia (GH) is a rare congenital condition in which gastric mucosa is found outside its normal anatomical location. Although typically benign, GH can occur throughout the gastrointestinal tract and most frequently affects the duodenal bulb, where it often appears as polypoid lesions. Even though it is uncommon, GH should be considered when encountering polypoid gastrointestinal lesions that cause bleeding or obstructive symptoms, particularly in younger patients. We present the case of an 81-year-old man who presented with melena and intermittent epigastric pain. Esophagogastroduodenoscopy with biopsy revealed a polypoid lesion in the duodenum composed of heterotopic gastric mucosa, along with an esophageal hiatal hernia. This case emphasizes the diagnostic challenges associated with GH and discusses the relevant literature regarding its clinical presentation, diagnostic approach, and management strategies.
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INTRODUCTION: 
Gastric heterotopia (GH) is an uncommon, benign congenital condition defined by the presence of mature, well-differentiated gastric tissue outside the stomach. While GH can occur throughout the gastrointestinal tract, its prevalence in the duodenal bulb is estimated at only 0.5% to 2% (1). Although often discovered incidentally, it may lead to significant complications such as ulceration, obstruction, or gastrointestinal bleeding (2).
Radiologically, GH can manifest as duodenal wall thickening or a mass-like lesion on CT scans, occasionally mimicking malignancy. Diagnosis is confirmed via endoscopy and histopathology, which must distinguish GH from gastric metaplasia—the former being a congenital macroscopic lesion with full-thickness mucosa, while the latter is an acquired microscopic reactive process (3).
We report a rare case of a patient presenting with melena and CT evidence of duodenal thickening, ultimately diagnosed as gastric heterotopia of the duodenal bulb.

Case report: 
We report the case of an 81-year-old patient with a medical history of treated hypertension, chronic coronary syndrome, and degenerative aortic and mitral valvular disease. The patient presented to the emergency department with upper gastrointestinal bleeding manifested by melena for 15 days, associated with intermittent epigastric pain and no other accompanying symptoms. Vital signs were within normal limits. Physical examination revealed signs of anemia, and a mildly distended abdomen.  
Laboratory investigations demonstrated severe hypochromic microcytic anemia with a hemoglobin level of 5 g/dL and a hematocrit of 22.5%, serum creatinine of 8 mg/L, and blood urea nitrogen of 0.24 g/L. Initial management included transfusion of three units of packed red blood cells, intravenous fluids, intravenous proton pump inhibitor therapy, and close hemodynamic monitoring.
Computed tomography of the abdomen and pelvis demonstrated thickening of the duodenum wall, causing intrahepatic and extrahepatic biliary ductal dilatation (figure 1).

An upper gastrointestinal endoscopy was deemed necessary and showed a non-ulcerated, polypoid lesion measuring 25 mm located at the superior duodenal flexure (figure 4), as well as an esophageal hiatal hernia. There was no evidence of active bleeding in the stomach or duodenum. Histopathological examination of biopsy specimens was consistent with benign gastric heterotopia (figures 2 and 3).

The patient’s clinical course was favorable, with spontaneous resolution of gastrointestinal bleeding and significant clinical and laboratory improvement. Given the patient’s advanced age and underlying cardiac comorbidities, which precluded the use of general anesthesia for endoscopic or surgical resection, a conservative management strategy was adopted. 

Discussion 
Gastric heterotopia (GH) is defined as the presence of mature, well-differentiated gastric tissue located outside the normal gastric mucosa. The term is of Greek origin, literally meaning tissue in an "unusual place". While GH can occur anywhere along the gastrointestinal (GI) tract—including the esophagus, gallbladder, and rectum—its presence in the duodenum is relatively uncommon. Specifically, in the duodenal bulb, the incidence is estimated to be between 0.5% and 2% (1)(4). Though often regarded as a rare finding, some studies have noted its presence in up to 8.9% of patients undergoing routine esophagogastroduodenoscopy (EGD). Historically, GH in the duodenum was first identified in a case series of autopsies published in 1927 (5)(6). It is primarily considered a congenital anomaly resulting from a defect in the differentiation of primitive endoderm stem cells, though an acquired form linked to chronic mucosal injury or hypergastrinemia has also been proposed (7).

The clinical presentation of GH is highly variable. The majority of cases are asymptomatic and discovered incidentally during endoscopy for unrelated symptoms. However, when clinical symptoms arise, they often include dyspepsia, epigastric pain, or nausea (5). In more severe cases, ectopic gastric tissue can secrete acid and pepsin, leading to mucosal ulceration and gastrointestinal bleeding, manifesting as melena or hematemesis. From a radiological perspective, GH can be particularly deceptive; on computerized tomography (CT), it may appear as duodenal wall thickening or a mass-like lesion (6). In the present case, the presence of biliary tract dilatation on CT further mimics the presentation of an ampullary tumor or a pancreatic head malignancy, complicating the initial diagnostic workup (8).

The endoscopic appearance is the cornerstone of diagnosis. Typically, GH manifests as solitary or multiple small, sessile, pale nodules or plaques, often measuring only 1–3 mm (7). However, as observed in our patient, it can rarely present as a large, non-ulcerated polypoid lesion (25 mm) (9). Such large solitary lesions often take on a submucosal tumor-like appearance, which may exhibit a central depression or granular surface structures. Advanced imaging like Endoscopic Ultrasound (EUS) is valuable in these instances, typically revealing a heterogeneous, hypoechoic mass localized within the mucosa or submucosa, often containing small anechoic areas representing dilated gastric glands (9).
Given its morphological variety, the differential diagnosis for a duodenal polypoid mass is broad and must include both benign and malignant entities. Common considerations include Brunner’s gland hyperplasia, ectopic pancreas, lipomas, and leiomyomas. More critically, a large solitary lesion must be differentiated from gastrointestinal stromal tumors (GISTs), carcinoid tumors (neuroendocrine tumors), and primary duodenal adenocarcinoma. Histopathologically, a vital distinction must be made between gastric heterotopia and gastric metaplasia (1). While heterotopia is a congenital entity featuring full-thickness mucosa with well-developed fundic glands (chief and parietal cells), metaplasia is an acquired, microscopic reactive process resulting from chronic inflammation or acid exposure, usually lacking oxyntic glands (9).
The treatment of symptomatic GH focuses on removing the ectopic tissue to resolve symptoms and prevent complications such as recurrent hemorrhage, perforation, or obstruction. Options include endoscopic resection (EMR or ESD) for lesions localized to the submucosa, or surgical intervention with partial bowel resection for larger or more technically challenging masses (7). The prognosis is generally excellent, as the condition is benign. Nonetheless, long-term surveillance may be considered in some cases, as rare instances of dysplastic changes and neoplastic transformation into adenocarcinoma have been documented (9).  

Conclusion 

In conclusion, gastric heterotopia is a rare but significant diagnostic consideration for duodenal polypoid lesions presenting with GI bleeding. Its ability to radiologically mimic aggressive malignancies, especially when associated with biliary tract signs, necessitates a multimodal diagnostic approach. 
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Figure 1: Axial sections (a, b) and oblique sagittal (c) and coronal (d) reconstructions demonstrating duodenal wall thickening (red arrows) responsible for biliary ductal dilatation (white asterisk). 
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Figure 2: Hematoxylin and eosin (HE)-stained histological section showing fundic heterotopia:  specialized gastric parietal cells (arrow) and chief cells (dotted arrows)) at ×400 magnification.
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Figure 3: Hematoxylin and eosin (HE)-stained histological section showing fundic heterotopia (arrow) within normal bulbo-pyloric mucosa at ×200 magnification.
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Figure 4: Endoscopic image showing the presence, at the level of the superior duodenal flexure (genus superius), of a hemicircumferential budding lesion that bleeds on contact and is difficult to traverse with the endoscope
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