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Figure 1. Endoscopic findings of
the esophagogastric junction in
patient 1. (A) A 8x10 mm
sized polypoid mass is located
at the irregular Z-line. (B) Irreg-
ular squamocolumnar junction,
tongue-like mucosal projections
(arrow) of columnar epithelium,
and mucosal islands of colum-
nar epithelium are more clearly
demarcated after spraying of
Lugol solution. (C) Several ec-
topic gastric mucosal islands
(arrow) are seen at the distal
esophagus proximal to the poly-
poid mass. (D) Endoscopic mu-
cosal resection was catried out
by using an oblique-cap.
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Figure 2. Histologic findings of the resected mass in patient 1. (A) There are columnar and squamous epithelium (left half), and well
differentiated adenocarcinoma (right half) (H&E stain, x100). (B) Alcian blue positive goblet cells are visible (alcian blue stain pH
2.5, x100). (C) Both superficial and deep glands of normal and adenocarcinoma portion are stained (cytokeratin 7 immunostain, x100).
(D) Superficial glands are stained, but there is not immunoreactivity in deep glands (cytokeratin 20 immunostain, x100).
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Figure 3. Endoscopic findings of
the esophagogastric junction
in patient 2. (A) A 5X8 mm
sized polypoid mass (white
arrow) is located at the irreg-
ular Z-line with a tongue-like
mucosal projection (arrow)
and mucosal break (arrow
head). (B) A polypoid mass is
seen more closely (white
arrow). (C) Irregular squamo-
columnar junction and tongue-
like mucosal projection of
columnar epithelium are more
clearly demarcated after spray-
ing of Lugol solution. (D) The
ulcer has developed after
endoscopic mucosal resection
the next day.
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Figure 4. Histologic findings of the resected mass in patient 2. (A) There are well differentiated adenocarcinoma (left half) and squamous
epithelium (right half) (H&E stain, x100). (B) Alcian blue positive goblet cells are visible (alcian blue staining pH 2.5, x200).
(C) Both superficial and deep glands of normal and adenocarcinoma portion are stained (cytokeratin 7 immunostain, *200). (D)
Superficial glands are stained, but there is not immunoreactivity in deep glands (cytokeratin 20 immunostain, *200).
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ABSTRACT

Barrett’s esophagus is considered as a premalignant con-
dition in which columnar epithelium replaces the normal
esophageal squamous epithelium. The diagnosis of Bar-
rett’s esophagus is based on the endoscopic finding of
columnar epithelium lining the distal esophagus and his-
tologic confirmation of the presence of specialized intes-
tinal metaplasia. According to the extent of the metaplas-
tic lining from the esophagogastric junction, Barrett’s eso-
phagus has been divided into long-segment (=3 cm in
length) and short-segment (<3 cm in length). Long-
segment Barrett’s esophagus can be easily identified at
endoscopy, but it is difficult to separate short-segment
Barrett’s esophagus from intestinal metaplasia of cardia. It
has been reported that Barrett’s CK 7/20 pattern is an
objective marker of Barrett’s mucosa, and can differentiate
Barrett’s mucosa from gastric intestinal metaplasia. We
report here two cases of adenocarcinoma of esophagus
arising from short-segment Barrett’s esophagus, diagnosed
by endoscopic and histologic findngs, and treated by
endoscopic mucosal resection. (Korean J Gastrointest
Endosc 2004;28:18-24)

Key Words: Esophagus, Adenocarcinoma, Short segment
Barrett’s esophagus, Cytokeratin 7/20
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