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Pancreatic ectopia is the presence of the pancreatic tissue in a location that is not typical
for pancreas. This type of congenital anomaly presents with varied degrees on presentations
but those do not initially rise the clinical suspicion of this anomaly. We present such a
case in a 31-year-old man who presented to our East West Medical College Hospital with
features of gastritis. He underwent lower partial gastrectomy, and the histopathological
examination revealed it was an ectopic pancreas. Post-operatively he experienced
bile reflux gastritis which was managed conservatively.
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Introduction

Pancreatic ectopic a relatively uncommon congenital
anomaly where the pancreatic tissue is located in
atypical locations.! The incidence is from 0.55 to
13.7%.234 This ectopic pancreatic tissue has no
direct communication with the main pancreas and has
separate blood and nerve supplies.® Some other
congenital anomalies includes pancreatic divisum,
annular pancreas pancreatic dysplasia also have
been documented.®’ pancreatic ectopia has been
located in stomach, duodenum, jejunum, ileum, liver,
biliary channel, fallopian tube etc. Among them, gastric
antrum is more frequent, specially within 6 cm from
the greater curvature in the pylorus.810 It is usually
found in the submucosal layer or in the muscularis
propria.’ The cause of such condition is not quiet
identified rather some hypotheses are being
developed. 2|t can be asymptomatic or present with
a broad spectrum of clinical features like dyspepsia,

epigastric fullness, hematemesis and melena,
intestinal obstruction and perforations.34:13-15

Case Report

A 31-year-old gentleman, a remittance worker in Abu
Dhabi, came to East West Medical College Hospital
with repeated attacks of burning sensation in his
epigastric region for 2 years. It occurred every 2 to 3
months interval with normal intervening episodes,
aggravated by ingestion of spicy and oily food and
partially relieved by antacids associated with
regurgitation and nausea. With these complaints he
repeatedly visited doctors and hospitals, received oral
and even injectable medications. After that he would
be okay for few weeks, but the problems recurred.
His day-to-day life and work life were severely
hampered. His bowel and bladder habits were normal
and there was no history of significant weight loss.
He was heavy coffee drinker. He had no comorbidities.
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About a month ago he underwent upper Gl endoscopy
which revealed reflux esophagitis, mild antral gastritis
with well-defined submucosal lesion (Figure1) in the
antrum and erosions in first part of duodenum, no
biopsy was obtained. He was advised for further
investigations and possible need of surgical
intervention. He came back to Bangladesh on his own
account to stay beside his family members and receive
further treatment.

During clinical examination we found him
asymptomatic. BMI was 27, non-anaemic and vitals
were within normal limits. Abdominal and respiratory
systems revealed no abnormalities. CBC, serum
creatinine, serum electrolytes, ECG,
Echocardiography, random blood sugar, serum TSH
and serum albumin were within normal limits. Urea
breath test came out negative. We did a repeat Upper
Gl endoscopy and found Grade A reflux esophagitis
at lower end of esophagus, a small submucosal
swelling with normal overlying mucosa seen at the
antrum (Figure 2) and multiple erosions seen at the
body. Duodenum was normal. Biopsy was taken from
the swelling. The comment in the report was GIST or
lipoma of the stomach with reflux esophagitis with
erosive gastritis. Histopathology of the biopsied tissue
revealed chronic gastritis. A Contrast CT scan of
abdomen was done which revealed mild wall
thickening around the gastric antrum with maximum
thickness measuring about 8-10 mm but no definite
soft tissue mass lesion nor abnormal enhancement
seen.

With these findings we opted for Endoluminal
Sonography (EUS) of stomach which reported a small
heteroechoic submucosal lesion, about 6 mm X 12
mm in size in the antrum. The lesion was free from
the mascularis propria and no blood vessels nor
necrosis was seen within the lesion. No surrounding
lymphadenopathy seen (Figure 3 and 4). The
impression was lipoma or GIST.

With these findings we devised a tumor board and
planned for Endoscopic Submucosal Dissection.
Despite adequate counselling the patient and the
patient party strongly refused any more upper Gl
endoscopic procedures due to fearful experiences with
previous two occasions. So, we planned for open
procedure.

After adequate preparation, we did the laparotomy
under general anesthesia with upper midline incision.

Per-operative findings were: firm to hard partially mobile
lesion in the pylorus near greater curvature, about 1
cm proximal to prepyloric vein. Rest of the gut, liver
and other organs appeared normal. There was no
lymphadenopathy. After taking in consideration of the
consistency, we opted for lower partial gastrectomy
with retrocolic loop gastrojejunostomy. The specimen
was sent for histopathology with adequate labelling.

In the histopathological report, the microscopic
examination revealed heterotrophic pancreatic tissue
in the submucosa of the lower part of stomach, no
malignancy seen.

His initial post-operative period was uneventful. He
was put on diet from the 4" post-operative day. But
on 7t post-operative day he started vigorous vomiting
after meals with was bilious but non bloody. He also
started experiencing regurgitations. It was diagnosed
as bile reflux gastritis and he was again put on nothing
per oral, 2 hourly nasogastric suction, intravenous fluid,
medications, especially sucralfate and famotidine and
nutritional support. A gastrograffin contrast swallow
and meal X-rays were done which revealed there was
passage of dye through the stoma with well-
maintained afferent and efferent loops. slight mucosal
thickening near the stomal site was suspected. With
these treatments he recovered completely, and his
abdominal stitches were removed on 13t post
operative day and he was discharged on 14" post
operative day.

Figure 1: First Upper Gl Endoscopy showing well-
defined submucosal lesion in the antrum.
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Figure 2: Second Upper Gl Endoscopy showing  Figure 3: Endoluminal Sonography (EUS) of stomach
nodular protrusion in the pylorus. which reported a small heteroechoic submucosal
lesion
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Figure 4: The lesion was free from the mascularis propria and no blood vessels nor necrosis was seen within
the lesion.
Table-l
Histological classification of ectopic pancreas

Classification  Heinrich’s classification Fuentes’s classification

| All components of normal pancreatic tissue, All components of normal pancreatic tissue,

including acini, ducts, and pancreatic including acini, ducts, and pancreatic islet cells
islet cells
Il Composed of acini and ducts, without Composed of ducts
pancreatic islet cells
1] Composed of ducts Composed of acini (exocrine)
1\ Composed of pancreatic islet cells (endocrine)
Discussion pattern.'” Ectopic pancreas is the presence of

In 1727, Jean Schultz first described ectopic pancreatic tissue in a location that has no anatomical,
pancreas.'® Klob et al. first described its histological vascular or neural connections to the pancreas itself. '
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The aetiology is still unknown but there are a few
hypotheses. Retention of duodenal diverticula
participating in pancreatic organogenesis during
embryogenesis, metaplastic transformation and later
differentiating of endodermal tissues within the gastric
mucosa, loss of function of GATA4 gene which is
responsible for regulation of cellular differentiation and
determination of fate in embryogenesis are
postulated.19.20

The location of the ectopic pancreas varies from
stomach (26-38%), duodenum (28-36%), jejunum
(16%), ileum, Meckel’s diverticulum, gallbladder,
ampulla of Vater, umbilicus and even in middle ear
and brain. Among these, gastric submucosa near the
pylous is the commonest site.21-26

Most cases are asymptomatic, incidentally diagnosed
during histopathological examinations.?’
Symptomatic cases are presented with dyspepsia and
early satiety, abdominal pain, regurgitation, nausea,
vomiting, hematemesis and melena.3*28 Some cases
with acute intestinal obstruction and intestinal
perforations also have been documented. 1315

Clinical diagnosis of ectopic pancreas is somewhat
difficult. During upper Gl endoscopy mucosal
protrusion or bulging can be observed like in our case
but the endoscopic conventional biopsies are bound
to fail as the lesion is submucosal or even
beneath.20-29:30 |n CT scans, it appears as round or
oval mass in the stomach wall, contrast enhancement
is similar to that of pancreas.3':32 Endoluminal
Ultrasonography (EUS) can visualize morphological
character of pancreatic ectopica and can find out the
exact location. Afine needle aspiration through EUS
can help in preoperative diagnosis.33-36 However,
leiomyoma, lipoma, GIST, carcinoids can be the
differentials. The histopathological features were first
documented by Klob in 1859.17 In 1909, Heinrich
described a histological classification with 3 types
but in 1973, Fuentes included a fourth type.2337
[Table 1]

Endoscopic treatment is widely practices in such
ectopic pancreas treatment for the submucosal types.
Endoscopic submucosal dissection, submucosal
tunnel endoscopic resection, endoscopic high
frequency resection, mucosal resection and full
thickness resection techniques have been
described.38-40 But if it is in the muscularis layer,
involving full thickness wall, growth is not accessible
through endoscopy then local surgical excision is an

option. And if malignancy is suspected, aggressive
surgical resection is advised.41-42

Conclusions

Despite rare incidence, upper Gl symptoms with
Upper Gl endoscopy showing mucosal protrusion in
the stomach and duodenum with normal overlying
mucosa and endoscopic biopsy revealing normal or
gastritis histology, the differential diagnosis of ectopic
pancreas is to be kept in mind. Endoluminal
Ultrasonography (EUS) can provide information of great
value. Endoscopic treatment is the best treatment of
choice.
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