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Report of Two Cases and Literature Review
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Ectopic pancreas is a rare entity and is usually an incidental finding in clinical practice.
Most patients with an ectopic pancreas are asymptomatic, and if present, symptoms are non-
specific according to the site of the lesion and different complications encountered. The
most-common site is the stomach, accounting for 25%-38.2% of all patients. An asympto-
matic ectopic pancreas is usually of no clinical importance, and there is no surgical indica-
tion in such a situation. However if there are complications caused by an ectopic pancreas, a
variety of actions becomes necessary. We report 2 cases of ectopic pancreas with gastric
outlet obstruction. The first case was a 41-year-old man who suffered from epigastric full-
ness and dyspepsia for 3 years. Endoscopic examination revealed a submucosal tumor mea-
suring 2.5 cm in diameter in the prepyloric area. The second case was a 53-year-old man,
who initially underwent a craniotomy to remove a pituitary adenoma, and laparotomy and
duodenorrhaphy due to a perforated peptic ulcer. The postoperative course was not unevent-
ful, and an upper gastrointestinal series showed a 2-cm intramural mass with a mucosal ulcer
at the distal antrum. Both cases had symptoms and signs of gastric outlet obstruction, and
both cases accepted subtotal gastrectomy with Billroth II anastomosis. A review of the liter-
ature revealed few cases of ectopic pancreas with gastric outlet obstruction. An ectopic pan-
creas must be considered in the differential diagnosis of gastric outlet obstruction. (Chang
Gung Med J 2002,;25:485-90)
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Ectopic pancreas is a rare entity and is usually an
incidental finding in clinical practice and is of no
clinical importance.” Most patients with an ectopic
pancreas are asymptomatic, and there is no surgical
indication in such a situation. However if symptoms
are present, they are usually nonspecific according to
the site of the lesion and different complications
encountered. Removal becomes necessary if compli-
cations are caused by an ectopic pancreas. In this
report, we present 2 rare cases of ectopic pancreas

that caused gastric outlet obstruction, and review the
literature.

CASE REPORTS

Case 1

This 41-year-old man had suffered from epigas-
tric fullness and dyspepsia for 3 years. He visited
our outpatient department (OPD) for treatment.
Abdominal pain and tarry stool were also mentioned
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by the patient on arrival. Endoscopy was arranged at
that time, and a submucosal tumor measuring about
2.0 cm in diameter on the side of the prepyloric
region with greater curvature was found. No gastric
or duodenal ulcer was seen. Endoscopic ultrasonog-
raphy was then arranged, and a 2.5 cm isoechoic

tumor with blurring mucosal and submucosa layers
and some hypoechoic components in it was found in
the prepyloric region (Fig. 1). Our impression was
compatible with an ectopic pancreas. With medical
treatment, his symptoms improved, and he continued
with regular follow-up at our OPD. However, the

Fig. 1 Endoscopic ultrasonography showing a 2.5-cm isoechoic tumor with a central pit.
There is blurring mucosal and submucosal layers with some hypoechoic components. The

muscularis propria layer is intact.

Fig. 2 Endoscopy revealing a submucosal tumor with an intact mucosal surface and a
large central dimple, located on the posterior wall on the side with greater curvature. It is

larger than 2.5 cm in diameter.
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abdominal fullness, pain, and dyspepsia worsened,
and he experienced body weight loss of more than
10% within 1 year which was revealed 15 months
after initial diagnosis and treatment. A second endo-
scopic examination was performed. It revealed a
prepyloric submucosal tumor with an intact mucosal
surface and a central dimple, located on the posterior
wall of the side with greater curvature. The tumor
was greater than 2.5 cm in diameter (Fig. 2). He was
transferred to our department. On physical examina-
tion, his abdomen was soft and flat without a palpa-
ble mass. Mild epigastric tenderness was found.
Data from the laboratory investigation were all with-
in normal limits except for a positive HBs Ag.

Subsequently, a laparotomy was performed.
After palpation of the stomach, a prepyloric mass 2-
2.5 cm in size was found proximal to the pylorus on
the posterior wall. A subtotal gastrectomy with
Billroth II anastomosis was performed. The patholo-
gy report showed a 1.5; 1.5; 1.0-cm ectopic pan-
creas in the submucosa and muscle wall in the prepy-
loric area of the stomach (Fig. 3). The postoperative
course was uneventful, and he was discharged on the
eighth postoperative day, tolerating intake without
complaint. At 3-month follow up, he was complete-
ly free from the previous symptoms.

Case 2

The second case was a 53-year-old man who
was initially admitted to our hospital due to pituitary
adenoma with bilateral hemianopsia. He underwent
a frontotemporal craniotomy and removal of a pitu-
itary adenoma in October 2000. Unfortunately, he
was found to have a perforated duodenal ulcer 3 days
later after a craniotomy. Emergent laparotomy and
duodenorrhaphy were performed. His consciousness
level did not fully recover after the craniotomy, and
he was cared in the neurosurgery department ward
for the following 2 months. Nasogastric tube feed-
ing was smooth during this period. However, his
abdomen became distended, after which nasogastric
tube feeding became impossible. After decompres-
sion, the nasogastric tube drain volume was larger
than 2000 ml per day. An upper gastrointestinal
series revealed an intramural mass with a mucosal
ulcer at the distal antrum (Fig. 4).

Subsequently, a second laparotomy was per-
formed. A firm 2 cm mass was found at the distal
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Fig. 3 Pathology showing pancreatic islet cells and ducts in
the gastric submucosal and muscular layers. (H & E stain,
100; )
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Fig. 4 Upper gastrointestinal series showing an intramural
mass with a mucosal ulcer at the distal antrum.

antrum, on the posterior wall with lesser curvature.
A subtotal gastrectomy with Billroth II anastomosis
was performed. The postoperative course was
smooth, and the patient could again tolerate nasogas-
tric tube feeding. The pathology revealed an ectopic
pancreas in the muscular wall of the distal antrum.
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DISCUSSION

Ectopic pancreas is relatively rare and is defined
as pancreatic tissue that is abnormally situated, has
no contact with the normal pancreas, and possesses
its own ductal system and blood supply.” The inci-
dence of ectopic pancreas varies. It is usually found
at autopsy or as an incidental finding at laparotomy.
Its incidence in autopsy series varies from 0.6% to as
high as 13.7%.® Laparotomy series report a 1 in 500
incidence.” The distribution of ectopic pancreas tis-
sue varies throughout the gastrointestinal tract. In
90% of patients, the ectopic pancreas is encountered
in the stomach, duodenum, or jejunum.? The most-
common site is the stomach, accounting for 25%-
38.2% of all ectopic pancreas patients.” Kilman and
Berk reported 20 cases of ectopic pancreas in the
stomach, 65% of which were found in the antrum,
30% in the pylorus, and 5% in the pyloric channel.”
No one had symptoms or signs of gastric outlet
obstruction in that report. Unusual sites for an
ectopic pancreas include Meckel's diverticulum, gall
bladder, umbilicus, mediastinum, fallopian tube,
esophagus, lung, common bile duct, cystic duct,
ampulla of Vater, spleen, mesentery, omentum, and
lymph node.®46"

Most patients with an ectopic pancreas are
asymptomatic,® and if present, symptoms are non-
specific according to the site of the lesion and differ-
ent complications encountered. Reported symptoms
include abdominal pain (45.5%), epigastric discom-
fort (12.0%), nausea and vomiting (9.6%), bleeding
(8.0%), and others (24.5%).“

Most complications caused by an ectopic pan-
creas are due to mechanical obstruction, including
intussusception and obstruction of the small
bowel,** obstructive jaundice,"” and pyloric
obstruction.®**!" Reports of gastric outlet obstruc-
tion are, however, focused on the neonatal period.
Other complications include malignant transforma-
tion, ' cyst formation,” acute inflammation,"?
abscess formation,” gastrointestinal bleeding,*'? and
various islet cell tumors in the ectopic pancreas,
including insulinoma-producing hypoglycemia, gas-
trinoma with Zollinger-Ellison syndrome, and
growth hormone-secreting tumor with acromegaly.®
Almost all of the changes which can occur in the
pancreas itself may develop in an ectopic pancreas.
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Diagnosis of an ectopic pancreas is difficult
since most patients with an ectopic pancreas are
asymptomatic or have nonspecific complaints. In
our 2 cases, upper gastrointestinal series, esopha-
gogastroduodenoscopy, and endoscopic ultrasonog-
raphy provided good information on the prepyloric
ectopic pancreas with gastric outlet obstruction. A
contrast-enhanced computed tomographic scan may
also help in diagnosis and provide information.®”

To our knowledge, an ectopic pancreas is usual-
ly an incidental finding and asymptomatic. This
condition may be better left untreated." There is no
surgical indication in such a situation. On the other
hand, if any of the above-mentioned complications
caused by an ectopic pancreas occur, removal
becomes necessary. In our cases with gastric outlet
obstruction, wide excision was not possible due to
the locations being very near the pylorus. Subtotal
gastrectomy with Billroth II reconstruction was ulti-
mately performed. Proper diagnosis and treatment
can yield a good outcome.

In conclusion, although an asymptomatic
ectopic pancreas usually is of no clinical importance,
extremely rare cases of an ectopic pancreas with gas-
tric outlet obstruction are found. An ectopic pan-
creas must be considered in the differential diagnosis
of gastric outlet obstruction.
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