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Acute inflammation occurring in gastric aberrant pancreas 
followed up by endoscopic ultrasonography
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Abstract
We describe a case of gastric aberrant pancreas with 
acute pancreatitis followed up with subsequent en-
doscopic ultrasound. A 20-year-old woman known to 
have aberrant pancreas in the stomach was admitted 
to our hospital because of severe epigastralgia. Labo-
ratory tests showed slight C reactive protein elevation 
without hyperamylasemia. Esophagogastroduodenos-
copy revealed a swollen submucosal lesion (SML) to 
a greater degree compared with the previous find-
ings. Subsequent endoscopic ultrasonography (EUS) 
revealed a swollen lesion of 35 mm in diameter. The 
internal echo-pattern was more hypoechoic than in 
the previous EUS. The border between the fourth 
layer (muscularis propria) and the SML was unclear. 
The anechoic lumen in the mass, considered as the 

ductal lumen, was dilated. Based on these results, we 
diagnosed the patient as having acute inflammation, 
resembling pancreatitis, in the aberrant pancreas.
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INTRODUCTION
Aberrant pancreas is defined as pancreatic tissue that 
lacks anatomic and vascular continuity with the main 
body of  the pancreas. Aberrant pancreas is frequently 
seen in the stomach. Most patients with gastric aberrant 
pancreas are asymptomatic. They rarely present with 
clinical symptoms, such as abdominal pain and bleed-
ing[1,2]. A few cases of  aberrant pancreas complicated 
with acute inflammation like that of  pancreatitis have 
been reported, and they are treated surgically when di-
agnosed with submucosal lesion (SML) of  the stomach 
with symptoms, for which surgical pathology reveals 
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pancreatitis with aberrant pancreas[3-5]. We experienced a 
patient with acute inflammation occurring in the gastric 
aberrant pancreas, who was followed up by endoscopic 
ultrasonography (EUS) before and after the diagnosis.  
No report in the literature has described a similar case, 
although EUS images of  aberrant pancreas have been 
presented[6]. Consequently, our case is extremely valuable 
from the perspective of  diagnostic imaging for acute in-
flammation of  gastrointestinal aberrant pancreas.

CASE REPORT
A 20-year-old woman with no remarkable medical his-
tory presented with epigastralgia that had continued for 
3 d. Esophagogastroduodenoscopy (EGD) revealed an 
SML in the antrum of  the stomach, but the cause of  the 
pain was not identified. To clarify the SML pathogenesis, 
EUS was subsequently performed, revealing a mass lo-
cated in the third layer (submucosa) with a diameter of  
20 mm. The internal echo pattern was slightly more hy-
poechoic than the normal echo level of  the third layer. It 
contained an anechoic lumen in the mass, which was re-
garded as the duct. We made a diagnosis of  the aberrant 
pancreas of  the stomach based on EGD (Figure 1A) 
and EUS (Figure 1B) findings. After initial examination, 
she had been followed up once a year using EUS to ob-
serve the changes of  the SML. Four years later, she was 
admitted to our hospital because of  severe epigastralgia.

Laboratory tests revealed that white blood cells 
(WBC) were 6600/μL (normal range: 3000-9800/μL); 
amylase (AMY), 170 IU/L (normal range, 70-240 IU/L); 
and C reactive protein, 2.0 mg/dL (under 0.3 mg/dL). 
Percutaneous ultrasound revealed an irregular large hy-
poechoic mass in the gastric wall with an anechoic area. 
The pancreas was normal. We thought that the severe 
epigastralgia might imply some sort of  inflammation in 
the SML. Therefore, we performed EGD and it revealed 
a more swollen SML compared with the previous EGD 
(Figure 2). On subsequent EUS, the lesion was more 
swollen, with a diameter of  35 mm, and the internal 
echo-pattern was more hypoechoic than in the previous 
EUS. The border between the fourth layer (muscularis 
propria) and the SML was unclear (Figure 3). Based 
on the results of  these examinations, we diagnosed the 
patient as having acute inflammation like pancreatitis in 
the aberrant pancreas.

Treatment was given following the diagnosis of  acute 
pancreatitis. A protease inhibitor, gabexate mesylate (300 
mg/d), was administrated for three days. Two months 
later, EUS was performed again to observe the status, 
which revealed that the size of  SML decreased from 35 
mm to 25 mm in diameter, and the internal echo pattern 
had improved. To establish a definite diagnosis of  SML, 
we performed EUS-guided fine needle aspiration biopsy 
(EUS-FNA). The pathological examination showed 
ductal epithelial cells and acinar cells (Figure 4), and the 
SML was definitely diagnosed as an aberrant pancreas. 
This case was followed up without surgical operation.

DISCUSSION
Aberrant pancreas is a congenital anomaly found in 
the gastrointestinal tract and adjacent structures in 
0.55%-14% of  autopsy series; approximately 70% of  all 
such tissues are found in the stomach, duodenum, and 
jejunum[3,7,8]. Patients with aberrant pancreas are usually 
asymptomatic. Therefore, the lesion is often found inci-
dentally during clinical investigation for other gastroduo-
denal diseases[9]. However, aberrant pancreas sometimes 
produces symptoms associated with pancreatitis, cyst 
formation, ulceration, bleeding, obstructive jaundice, and 
gastric outlet obstruction[10].
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Figure 1  Esophagogastroduodenoscopic and endoscopic ultrasono-
graphic images of submucosal lesion at the first examination. A: Esopha-
gogastroduodenoscopy. Submucosal lesion was visible in the antrum of the 
stomach; B: Endoscopic ultrasonography. Lesion (arrow heads) located in the 
third layer (submucosa) with a diameter of 20 mm, slightly hypoechoic internal 
echo, and anechoic lumen, regarded as the duct.

Figure 2  Esophagogastroduodenoscopy after inflammation. Esopha-
gogastroduodenoscopy (EGD) revealed a more swollen submucosal lesion 
compared with the previous EGD.

A

B



Acute pancreatitis occurring in the gastrointestinal 
aberrant pancreas is rare. In the relevant literature, a ma-
jor symptom of  this pathosis was described as abdomi-
nal pain. Almost all cases show slight elevation of  serum 
amylase. Aberrant pancreas can be classified into three 
histological types. Type Ⅰ designates a typical pancreatic 
tissue with acini, duct, and islet cells resembling those 
of  a normal pancreas. Type Ⅱ aberrant pancreatic tissue 
comprises a pancreatic tissue with numerous acini and a 
few ducts lacking islet cells. Finally, type Ⅲ in which only 
excretory ducts were observed[11]. Therefore, aberrant 
pancreas (especially types Ⅰ and Ⅱ) might demonstrate 
the full range of  pancreatic pathologies including pancre-
atitis (acute and chronic) as well as benign and malignant 
neoplastic transformations[12,13]. To date, some reports 
have described acute or chronic pancreatitis occurring 
in the aberrant pancreas[3-5,13,14]. It remains controversial 
whether acute or chronic inflammatory changes in ab-
errant pancreas are induced by similar pathogenesis to 
that of  pancreatitis in anatomical pancreas. In a reported 
case of  chronic pancreatitis derived from Heinrich type 
Ⅱ (no drainage duct microscopically) aberrant pancreas, 
aberrant pancreatic tissue might be more susceptible  
to pancreatitis because of  the lack of  drainage ducts in 
Heinrich type Ⅱ[13]. Such a pathosis as in this case will 
also apply to the etiology of  acute pancreatitis in aber-
rant pancreas. However, it was reported that in patients 
with chronic alcoholic pancreatitis associated with aber-
rant pancreas, microscopic examination of  the aberrant 
pancreas showed no changes that were suggestive of  
chronic pancreatitis, despite severe chronic pancreatitis 
in the main pancreas[15]. Consequently, these reports 
suggest that the acute or chronic pancreatitis derived 
from aberrant pancreas might occur because of  some 
sort of  ductal obstruction, but not from direct injury of  
acini caused by heavy alcohol consumption. In the case 
described herein, the pathological findings obtained by 
EUS-FNA showed ductal epithelial cells and acinar cells, 
indicating Heinrich type I. The patient reported no alco-
hol abuse. Therefore, we assume that the pathogenesis 

of  acute pancreatitis of  the aberrant pancreas might be 
obstruction of  ductal system in the ectopic tissue from 
any cause.

It is notable in our case that the inflammation of  ab-
errant pancreas was followed up by EUS. No report in 
the literature describes such a case and provides images 
of  acute pancreatitis derived from aberrant pancreas 
using EUS. The image of  acute pancreatitis in aberrant 
pancreas is similar to acute inflammation of  anatomic 
pancreas: swelling with heterogeneous parenchymal echo 
pattern. These images do not resemble those of  a tumor 
with necrosis such as gastrointestinal stromal tumor, or 
abscess/phlegmonous gastritis with SML[16]. We believe 
that images such as those related to our case were not 
observed on EUS except for acute inflammation of  
aberrant pancreas. Therefore, we should be aware that 
a gastric aberrant pancreas can cause acute pancreatitis 
and must be suspected in patients with atypical abdomi-
nal pain and SMT in the stomach. EUS is strongly rec-
ommended for the definite diagnosis in such a case.

REFERENCES
1	 Dolan RV, ReMine WH, Dockerty MB. The fate of hetero-

topic pancreatic tissue. A study of 212 cases. Arch Surg 1974; 
109: 762-765

2	 De castro barbosa JJ, Dockerty MB, Waugh JM. Pancreatic 
heterotopia; review of the literature and report of 41 authen-
ticated surgical cases, of which 25 were clinically significant. 
Surg Gynecol Obstet 1946; 82: 527-542

3	 Rubesin SE, Furth EE, Birnbaum BA, Rowling SE, Her-
linger H. Ectopic pancreas complicated by pancreatitis and 
pseudocyst formation mimicking jejunal diverticulitis. Br J 
Radiol 1997; 70: 311-313

4	 Hirasaki S, Tanimizu M, Moriwaki T, Nasu J. Acute pan-
creatitis occurring in gastric aberrant pancreas treated with 
surgery and proved by histological examination. Intern Med 
2005; 44: 1169-1173

5	 Matsushita M, Hajiro K, Takakuwa H. Acute pancreatitis 
occurring in gastric aberrant pancreas accompanied by 
paralytic ileus. Am J Gastroenterol 1997; 92: 2121-2122

6	 Changchien CS, Hsiaw CM, Hu TH. Endoscopic ultraso-
nographic classification of gastric aberrant pancreas. Chang 
Gung Med J 2000; 23: 600-607

7	 Lai EC, Tompkins RK. Heterotopic pancreas. Review of a 26 
year experience. Am J Surg 1986; 151: 697-700

333 July 16, 2012|Volume 4|Issue 7|WJGE|www.wjgnet.com

Figure 3  Endoscopic ultrasonographic image after inflammation. On en-
doscopic ultrasonography (EUS), the lesion was more swollen, with a diameter 
of 35 mm. The internal echo-pattern was more hypoechoic than in the previous 
EUS (arrow heads).

Figure 4  Pathological findings of submucosal lesion. Pathologic examination 
showed ductal epithelial cells and acinar cells.

Watanabe K et al . Acute inflammation of gastric aberrant pancreas



8	 Tanaka K, Tsunoda T, Eto T, Yamada M, Tajima Y, Shi-
mogama H, Yamaguchi T, Matsuo S, Izawa K. Diagnosis 
and management of heterotopic pancreas. Int Surg 1993; 78: 
32-35

9	 Armstrong CP, King PM, Dixon JM, Macleod IB. The clini-
cal significance of heterotopic pancreas in the gastrointesti-
nal tract. Br J Surg 1981; 68: 384-387

10	 Anseline P, Grundfest S, Carey W, Weiss R. Pancreatic 
heterotopia--a rare cause of bowel obstruction. Surgery 1981; 
90: 110-113

11	 Heinrich H. Ein Beitrag zur Histologie des sogen. Akzesso-
richen Pankreas. Virchows arch Path Anat 1909; 198: 392-401

12	 Rodriguez FJ, Abraham SC, Allen MS, Sebo TJ. Fine-needle 
aspiration cytology findings from a case of pancreatic het-
erotopia at the gastroesophageal junction. Diagn Cytopathol 
2004; 31: 175-179

13	 Lee HY, Choi YH, Song IS, Lee JB, Yoo SM, Yang SJ. Lithia-
sis in a heterotopic pancreas of the stomach. J Comput Assist 
Tomogr 2003; 27: 85-87

14	 Chung JP, Lee SI, Kim KW, Chi HS, Jeong HJ, Moon YM, 
Kang JK, Park IS. Duodenal ectopic pancreas complicated 
by chronic pancreatitis and pseudocyst formation--a case 
report. J Korean Med Sci 1994; 9: 351-356

15	 Kondo T, Hayakawa T, Shibata T, Kitagawa M, Sakai Y, So-
bajima H, Nimura Y, Kondo S, Yokoi T. Aberrant pancreas 
is not susceptible to alcoholic pancreatitis. Int J Pancreatol 
1991; 8: 245-252

16	 Kan-no Y, Irisawa A, Takagi T, Shibukawa G, Wakatsuki T, 
Suzuki E, Iwadate H, Sasajima T, Imamura H, Takahashi Y, 
Hikichi T, Ohira H. Endosonographic diagnosis and follow-
up of phlegmonous gastritis. J Clin Ultrasound 2007; 35: 
524-526

S- Editor  Yang XC    L- Editor  Ma JY    E- Editor  Yang XC

334 July 16, 2012|Volume 4|Issue 7|WJGE|www.wjgnet.com

Watanabe K et al . Acute inflammation of gastric aberrant pancreas


