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Heterotopic Pancreas of the Stomach: Report
of a Case and Review of the Literature

Chun-Chao Chang, Sheng-Hsuan Chen, Gi-Shih Lien, Shiann Pan and Chia-Lang Fang*

ABSTRACT

We herein report a 46-year-old female adult complaining of intermittent

epigastralgia and dyspepsia lasting for six months before admission to our
hospital. UGIl-endoscopy revealed a small doughnut-like gastric polypoid lesion
located at the antrum, greater curvature side and a heterotopic pancreas was

initially impressed. Double contrast UGl-series showed that a 2.0 cm nodule

with a small central retention of barium on the greater curvature of the antrum.

Endoscopic pinch biopsy of the nodule showed large lymphoid follicles in the

lamina propria and neither pancreatic tissue nor malignancy was seen. After

partial gastrectomy and gastroplasty, the submucosal lesion measuring about |.

2cm x 1.2 cm x 0.8 cm was proved microscopically to be a heterotopic pan-

creas of the stomach.
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Heterotopic pancreas or aberrant pancreas
 is defined as pancreatic tissue outside its nor-
mal location and having no anatomic or vascular
~ connection with the pancreas proper. Hetrotopic
~ pancreatic tissue was first described by Jean
- schultz in 1727. The first histologic studies were
~ made by klob in 1859. The reported incidence of
“ heterotopic pancreas ranging from 0.55 to |3.
- 7% at autopsy. Barbosa et al. estimated that
~ heterotopic tissue was encountered in about one
] in every 500 operations in the upper abdomen.
" The most common locations are in the stomach,

duodenum, and jejunum. Other rarely reported

location of heterotopic pancreas include gall
bladder, common bile duct, liver, spleen, trans-
verse colon, Meckel's diverticulum, medias-
tinum, esophagus and umbilicus. We report
herein a case of typical manifestion of heter-
otopic pancreas in the stomach under UGI-
endoscopic and UGI series radiographic exami-

nation.

CASE REPORT

A 46-year-old women presented to our hos-

pital with the complaint of epigastric fullness,
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dull pain and belching off and on for about six
months. She described no body weight loss and
no history of UGI-bleeding before. Her labora-
tory data including complete cell count and bio-
chemical examination were all within normal
limits. Initial endoscopy was performed and a

small doughnut shaped submucosal lesion (fig.

1) at the greater curvature of antrum was found.

Fig. | A small doughnut shaped submucosal lesion at
the greater curvature of antrum was seen ends-
copically.

Fig. 2 A 2.0cm X |.0cm nodular. filling defect with smooth surface and central depression at the greater curvature of
antrum (arrow) was proved by UGI series barium study.
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Heterotopic pancreas or inflammatory fibroid“
polyp were considered and endoscopic pinchs
biopsy was done at that time. Besides, double
contrast UGl series was performed two days i
later and showed a 2.0 cm x 1.0 cm nodular: fill-
ing defect with smooth surface and a central
depression at the greater curvature of antrum
on the filling film. (fig. 2) Endoscopic pinch biop- {
sy of the submucosal lesion showed several
large lymphoid follicles in the lamina propria _‘
and neither pancreatic tissue nor malignancy
was seen. Because the patient complained of
intermittent dyspepsia for six months and the
symptom not improved apparently after medica-
tion. Moreover, we didn’t know the nature of the I
submucosal lesion even after the endoscopic }

pinch biopsy. Hence the patient was suggested :

to receive surgical excision of the submucosal ;,
lesion. Ths surgical specimen composed of a '
small central umbilicated polypoid lesion
measuring about 1.2 cm x 1.2 cm x 0.8 cm in



Fig. 4  Pancreatis acini is present in clusters in the
submucosa (arrow) (HE stain, original magnifi-
cation 100X)

Heterotopic pancreas of the stomach

Fig. 3  The polypoid lesion is composed of pancreatic acini and dilated ducts in the submucosa. There is a characteristic
central umbilicated area on the surface of the polyp. (HE stain, original magnification X 7.5)

size. Microscopically, it shows heterotopic pan-
creatic tissue composed of pancreatic acini and
ducts in clusters in the antral mucosa, sub-
mucosa, and between the muscle bundles. Some
of the ducts are dilated. In addition, there is
smooth muscle hypertrophy adjacent to the
ectopic tissue. (fig 3, 4) After resecting the
heterotopic pancreas, the symptom of dyspepsia

disappeared three months after discharge.

DISCUSSION

The histogenesis of heterotopic pancreas of
the stomach is supposed to two theories. One is
development from immigrated fetal pancreatic
tissue, and the other is development from primi-
tive gastric mucosal epithelium following pene-
tration into the submucosa with subsequent
erroneous differentiation into pancreatic
tissue™. The histological classifaction of heter-
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Table 1.Heinrich’s classification

type | : consisting of acinar cells, ducts and Langerhans’islets

type Il: consisting of acinar cellsand ducts

type lll: consisting of ducts

Table 2.Clarke’s clssification

type | : aberrant pancreatic tissue containing pancreatisc acini

and Brunner’s glands

type |l : abenomyoma, composed of smooth muscle tissue, undifferentiated acini

type lll: undifferentiated pancreas and all acini not typically pancreatic

otopic pancreas was described by Heinrich
(table 1)® and Clarke (table 2)®. In the past
studies, histological type of heterotopic pan-
creas were frequently found to be Heinrich's
type I, type | and type Ill in sequence. As the
ectopic pancreatic tissue was composed of pan-
creatic acini and duct only microscopically in our
patient; therefore, it is classified into Heinrich’s
type |IlI. Histological differentiation between
heterotopic pancreas of Heinrich’s type Il and
gastritis cystica profunda due to prolong gastric
mucosal inflammation must be difficult. The
lesion of heterotopic pancreas of the stomach is
predominantly in the submucosa of the antrum
and manifests as sessile, polypoid or nipplelike
umbilicated nubbins®.

Heterotopic pancreas is found in every dif-
ferent age groups, but is rarely seen in children.
Mostly, it is encountered in the fourth and fifth
decades of life. The incidence of the lesion is
slightly greater in male than in female
patients®. The clinical symptoms and signs of
hetertopic pancreas are attributed to its loca-
tion. Presented symptoms and signs included
epigastric pain, hiccup, belching, bloating, vomit-
ing, postprandial indigestion, hematemesis,
melana, body wight loss. Severe complications
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are rare but pyloric abstruction, obstruction of
common bile duct, intestinal obstruction, mas-
sive G-l tract bleeding, inflammation cysts and
malignancy have been described“~?.
Preoperative definite diagnosis of heter-
otopic pancreas seemed to be difficult if it is not
manifested as a small, sharply marginated, cen-
tral umbilicated polypoid lesion. Most often, it is
presented as a sessile submucosal tumor and it
is needed to make differential diagnosis with
carcinoid, leiomyoma, leiomyosarcoma, inflam-
mately fibrioid polyp, lymphoma and other
metastatic tumor. Unfortunately, endoscopic
biopsy of heterotopic pancreas usually samples
the mucosal layer, however hetertopic pancreas
mostly exists within the submucosal layer.
Hence it is not of value by histologic examination
using endoscopic biopsy. Gilmore and Agarwal
U9 reported that a more precise presumptive
diagnosis of heterotopic pancreas was support-
ed by the analysis of fluid aspirated from the
duct of the nodule, which contains high level of
amylase. This technique is helpful in making a
precise diagnosis of heterotopic pancreas, but it
requires the presence of a central duct which is
opening to the gastric lumen. However, the cen-
tral duct of heterotopic pancreas is not visual-




jzed in many cases. Other practical diagnostic
method of submucosal tumor is endoscopic
ultrasonography. It showed an intermediate
echogram tumor located at the submucosa and
muscle layer; however, these findings are not
specific to heterotopic pancreas. Teixeira and
Haruma ¥ presented a new method to obtain a
histologic diagnosis by injecting ethanol to the
tumor site to create an artificial ulcer. This
faciliated the removal of endoscopic hiopsy
specimens from the submucosal layer so that
histologic examination could comfirm the pres-
ence of heterotopic pancreatic tissue.

In conclusion, endoscopic picture of heter-
otopic pancreas may expressed as an central
umbilicated polypoid lesion with normal gastric
~ mucosal surface. However, there are usually a
lot of inflammatory cells and lymphoid follicles
above ectopic pancreatic tissue in the lamina
propria. Hence there may be some factors
resulting in chronic gastritis due to heterotopic
pancreas. The most suitable treatment of heter-

otopic pancreas is local excision and immediate

- gastrectomy should be done if malignany is

found.
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