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Abstract. – OBJECTIVE: Cervical Inlet Patch 
(CIP) is an interesting entity that is little known 
and often neglected by endoscopists. It has al-
ways been reported as less than expected. In 
this article, for the first time in the literature, we 
want to measure the true prevalence of CIP in 
a center dealing with specific esophageal dis-
eases. 

PATIENTS AND METHODS: From October 
2020 to October 2021, a total of 283 patients, 
aged 15-95 years, with mainly dyspeptic and re-
flux-like complaints were included in this study. 
All endoscopic procedures were performed 
carefully by a single endoscopist. Patients were 
examined for any possible presence of CIP, with 
adequate sedation and time.

RESULTS: The prevalence of CIP, which was 
the primary aim of our study, was detected at a 
rate of 14.8%. Most CIP was observed as a single 
lesion (73.8%), and many of them (45.2%) were 
larger than 10 mm. Plenty of patients had upper 
endoscopy due to dyspeptic complaints, but on-
ly 2.5% of them presented with a preliminary di-
agnosis of laryngeal reflux.

CONCLUSIONS: The true CIP prevalence is 
higher than reported before. Our result is the 
highest prevalence rate of CIP was detected in 
Turkey. In this regard, data coming from centers 
dealing with specific esophageal diseases may 
be more reliable and true.

Key Words:
Cervical inlet patch, Dysphagia, Endoscopy, Turkey.

Introduction

Cervical Inlet Patch (CIP) is a special medical 
term of the heterotopic gastric mucosa (HGM) 
located in the proximal part of the esophagus1. 
HGM is the presence of some part of gastric mu-
cosal (such as columnar or parietal epithelium) 
structures in organs other than the stomach (such 

as the esophagus, duodenum, and biliary tract)1,2. 
HGM is most common in the cervical esopha-
gus3. There are lots of speculations and unmet 
needs about CIP such as its origin, how it occurs 
and develops, the risk of cancer, whether it is clin-
ically important, and how it should be followed1,3. 
In order to fully understand these situations, first 
of all, it is very important to determine the true 
prevalence rate of CIP2. Endoscopically, CIP is 
a salmon-colored, usually islet-shaped structure 
(diameters ranging from 5 millimeters to 2 centi-
meters) located in the proximal esophagus4. Due 
to its pinkish color, it can be easily recognized 
from the pale esophageal mucosa5. CIP can be 
easy-to-detect if the patient is well sedated and 
the doctor spends much more time with high 
awareness of CIP1. However, since CIP is local-
ized in the upper esophageal sphincter region 
(just below the pharynx), some difficulties can be 
expected in recognition, and therefore, speculated 
that it has been reported at lower-than-expected 
rates in many studies1,6,7.

The incidence or prevalence of CIP has been 
reported on a wide-ranging scale from 0.1% to 
13%, depending on factors such as country, de-
vice quality, physician awareness, age, gender, 
and quality of sedation1,8,9. Some factors can 
make its diagnosis easier, but others can make 
it more difficult. As mentioned above, many 
factors affecting the prevalence of CIP have 
been studied before, but no article was published 
about the experience of a center dealing with 
specific esophageal diseases. Our unit is a center 
where specific esophageal diseases are frequent-
ly treated endoscopically, such as achalasia, 
Zenker’s diverticulum, jackhammer esophagus, 
and Barrett’s esophagus. For the first time in 
the literature, as a center dealing with specific 
esophageal diseases, we wanted to measure the 
true prevalence of CIP with meticulous work.
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Patients and Methods

Registration data of our endoscopy unit were 
scanned between October 2020 and October 2021. 
The files of upper endoscopic procedures performed 
by a single physician (Dr. T.A) with high awareness 
of CIP were searched one by one in terms of the 
suitability of study rules. The inclusion criteria are 
as follows: patients aged 15-95 who underwent di-
agnostic endoscopy for reasons such as dyspepsia, 
dysphagia or reflux-like symptoms were included in 
the study. Patients who underwent upper endoscopy 
due to emergency condition (bleeding, perforation, 
foreign body aspiration), gastroesophageal cancer, 
liver cirrhosis, coagulopathy, therapeutic proce-
dures (such as polypectomy, endoscopic submuco-
sal dissection, peroral endoscopic myotomy) and 
for which their procedure could not be completed 
due to anesthesia, or any complications were ex-
cluded. Age, gender, symptoms, endoscopic find-
ings (inlet patch, reflux, Barret esophagus, lower 
esophageal sphincter status), as well as the pres-
ence of Helicobacter pylori, were recorded. 302 
patients were screened and 19 patients of these 
were excluded: 6 emergency endoscopies, 5 bleed-
ing, 4 cancer, 2 complications, and 2 cirrhosis. 
Consequently, a total of 283 patients were included 
in this study population. Endoscopic procedures 
were done by a device of Fujifilm BL7000 Eluxeo 
EG-760 Z (75%) (7-3, Akasaka 9-Chome, Mina-
to-ku, Tokyo, Japan) and Olympus CV-180 EVIS 
EXERA II (25%) (Shinjuku Monolith, 2-3-1 Nishi- 
Shinjuku, Shinjuku-ku, Japan). All procedures were 
performed with a careful endoscopic view for the 
presence of CIP in a similar time period (minimum 
6 minutes). The minimum endoscopy time was 6 
minutes, and the maximum time was 14 minutes. 
Propofol, fentanyl, and midazolam were used for 
conscious sedation in accordance with the patient’s 
condition. The study was conducted in accordance 
with the Declaration of Helsinki, with the decision of 
the local ethics committee. 

Statistical analysis was done with SPSS 21 (IBM, 
Armonk, NY, USA). The normality distribution 
status in the groups (whether there is a normal 
distribution) was determined by evaluating with at 
least two measurements (Kolmogorov Smirnov and 
Shapiro-Wilk test) and a histogram chart.

Results

A total of 283 patients were enrolled in this 
study. Basic demographic data of the study were 

screened in Table I. The prevalence of Cervical 
Inlet Patch, which is the primary aim of our 
study, was detected as 14.8%. Most of the CIP le-
sions were in the form of a single lesion (73.8%). 
Multiple lesions were observed at a rate of 26.2%. 
In terms of size, most of them (45.2%) were larg-
er than 10 mm, 35.7% of them were less than 10 
mm and only 19% of them were small (<5 mm) 
and island-shaped. Examples of cervical inlet 
patches are given in Figure 1. Helicobacter pylori 
positivity was found to be 70.7% in the cases, its 
intensity was shown in Table I. In 63.3% of the 
cases, the lower esophageal sphincter function 
was impaired to various degrees, but endoscop-
ic evidence of esophagitis was detected only in 
26.1% of cases. Endoscopy was performed on 

Table I. Basic descriptive demographic data of the study.

 Variable n, %

Age (median-min-maximum) 39 (16-92)
Gender
• Male 163 (57.6%)
• Female 120 (42.4%)
Symtom
• None 4 (1.4%)
• Reflux 92 (32.5%)
• Dyspepsia 170 (60.1%)
• Dysphagia 10 (3.5%)
• Laryngeal reflux 7 (2.5%)
Inlet Patch
• Yes 42 (14.8%)
  Single 31 (73.8%)
  Multiple 11 (26.2%)
• No 241 (85.2%)
Inlet Patch (Size)
• Island milimetric (< 5 mm) 8 (19%)
• < 10 mm 15 (35.7%)
• > 10 mm 19 (45.2%)
LES (lower esophageal sphincter)
• Normal 104 (36.7%)
• Dysfunctional 179 (63.3%)
Hill Grade (HG) Status
• HG 1 53 (18.7%)
• HG 2  85 (30%)
• HG 3  26 (9.2%)
• HG 4  16 (5.7%)
Esophagitis
• None 209 (73.9%)
• Exist 74 (26.1%)
• LA Grade A 35 (12.4%)
• LA Grade B 36 (12.7%)
• LA Grade C 3 (1.1 %)
• LA Grade D 0 (0%)
Helicobacter Pylori
• None 83 (29.3%)
• + 156 (55.1%)
• ++ 38 (13.4%)
• +++ 6 (2.1%)
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many patients due to dyspeptic complaints, only 
2.5% of them presented with a preliminary diag-
nosis of laryngeal reflux.

Discussion

CIP is one of the most striking and curious 
issues in gastroenterology, therefore, many stud-
ies8-11 have been carried out in recent years. These 
studies2,8,12 were carried out due to many unmet 
needs related to this issue. The most important 
ones are its frequency (incidence and prevalence), 
origin, clinical importance, whether it causes 
cancer development risk, and how it will be fol-
lowed is not known exactly. Perhaps the most im-
portant of these is the risk of cancer development 
and whether it is associated with clinical events 
such as reflux disease, and Barrett esophagitis12-15. 

CIPs are heterotopic gastric structures located 
in the proximal part of esophagus, just below the 
pharynx. Theoretically, heterotopic formation, 
defined as the presence of any specific structure 
of an organ to another, is considered an abnormal 
and pathological finding, except during preg-
nancy. Examples of these conditions are Barret’s 
Esophagus and intestinal metaplasia12. These and 
similar structures are evaluated for the increased 
risk of cancer development16. Therefore, if de-
tected, it requires endoscopic control at certain 
time intervals. Of these heterotopic entities, the 

least known but most speculated is CIP. Its true 
incidence, prevalence, clinical significance, or-
igin, mechanism of occurrence, complications, 
co-existing situations, treatment, and follow-up 
interval are still controversial. Consequently, CIP 
has been the subject of many studies. Basically, in 
order to evaluate all these factors well, in the be-
ginning, its true prevalence should be determined 
very well, according to the gender and racial 
differences of the countries. CIP’s frequency, eti-
ology, associated conditions, cancer risk, and fre-
quency of follow-up are still controversial issues. 
One of these controversial issues is its prevalence. 

In the word, there are many small, medium, 
and large scales studies in Turkey regarding CIP. 
The prevalence of CIP has been reported on a 
very wide scale, from 0.3 to 13%. The main rea-
son for this is the relatively difficult endoscopic 
examination of the narrow luminous area caused 
by the upper esophageal sphincter in the proximal 
esophagus, where potentially CIP lesions can be 
found. In our study, the prevalence of CIP was 
found to be 14.8%, which is the highest rate de-
tected in Turkey.

In 2004, Akbayir et al6 found the prevalence 
of CIP as 1.67% in a study that included 660 pa-
tients. In the same years, the prevalence of CIP 
was similarly determined by Yüksel17 1.8% (9437 
patients), Poyrazoğlu et al3 3.6% (911 patients), 
Sahin et al10 3.14% (3907 patients), and Alagözlü 
et al5 1% (6760 patients). The main reasons for 
reporting low CIP prevalence in these studies are 
insufficient awareness, performing endoscopic 
procedures without sedation or with insufficient 
sedation, and not enough time due to a large 
number of patients. Although the number of 
patients in our study was quite low compared to 
these studies, it was sufficient to obtain the true 
prevalence and all patients were examined endo-
scopically by only one physician with sufficient 
sedation and high CIP awareness. On the other 
hand, the prevalence rates in studies conducted in 
different countries in the world are much higher 
in studies conducted in Turkey4,8,18. Similar to our 
study, the CIP prevalence was reported at more 
than >10% in most of the studies conducted in 
Europe and Far East Asia, China in centers with 
less than 500 patients and high CIP awareness8.

One of the most important reasons why CIP is 
neglected by endoscopists is their belief that there 
is no clinical presentation and that it should not be 
treated. This certainly is a big mistake. CIP is one 
of the most important causes of laryngospasm, 
globus sensation, and laryngeal reflux15. It can 

Figure 1. Examples from cervical inlet patch. When the 
endoscopic procedure is performed with chromoendoscopy, 
the inlet patch can be seen more clearly and easily.
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manifest itself as very important clinical condi-
tions such as cardiac angina13. More dangerously, 
it can cause adenocarcinoma5,12,16. However, if a 
cancer is detected early stage as a result of regu-
lar CIP follow-up, it can even be treated with the 
endoscopic method14,18,20. 

Conclusions

The cervical inlet patch is an interesting entity 
that is little known and often neglected by endos-
copists. The true CIP prevalence is higher than 
reported before. It can cause different kinds of 
clinical pictures but is easily treatable endoscop-
ically. Hence, endoscopists should increase their 
awareness of this issue and spare enough time to 
detect it.
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