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Cyst formation is an uncommon
pathologic finding in heterotopic pan-
creas. It is sometimes reported in a du-
odenal location but very rarely in a
gastric location and leads to very large
lesions of unusual endoscopic and ra-
diographic appearance. Two cases of
gastric heterotopic pancreas are de-
scribed in which cystic zones in the
gastric wall were found at preoper-
ative ultrasound or computed tomog-
raphy.
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W E report two cases of gastric het-
erotopic pancreas, the diagnosis

of which was missed before and during
surgery because of the large size and
the atypical appearance of the lesions.

Pathologic examination revealed a dif-
fuse cystic formation that was visible

on the preoperative ultrasound (US) or

computed tomographic (CT) scans. Het-
erotopic pancreas with cyst formation
is known to occur sometimes in the du-

odenum (1-4) but very rarely in the
stomach (5,6). To our knowledge, the

nadiologic patterns of cyst formation in

the stomach related to a heterotopic

pancreas have not previously been de-
scnibed.

CASE REPORTS

Case 1.-A 38-year-old man was admit-

ted with a complaint of epigastric pain of

several months duration. At endoscopy a

large submucosab mass was discovered on
the posterior wall of the antrum. The mu-
cosa was not ulcerated, and no abnormali-
ty was seen in specimens obtained at su-
perficial biopsy. The mass was sharp
edged at double-contrast barium exami-

nation, suggesting a benign mesenchy-
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mal tissue tumor (Fig ia); on CT scans it

was hypoattenuating and heterogeneous
(Fig ib). Surgery revealed a soft tumor of
the antrum, which was enucleated after
mucosal incision. Sectioning showed the

mass to be hollow with cystic cavities. At
microscopic examination, the gastric mus-

culature was dissociated by heterotopic
pancreatic structures, the largest of which

contained islets of Langerhans and pan-
creatic ducts. These ducts gave rise to di-
lated cysts; both were bordered by pan-

creatic excretory or mucinous epithelium
and surrounded by a dense fibrosis with
very little inflammatory reaction (Fig ic).
Reexamination of the CT scan showed
two areas of differing attenuation within
the lesion: one central portion, homoge-
neously hypoattenuating (4-10 HU) and

likely corresponding to the multicystic

formation, and a peripheral hyperatten-
uating portion, probably representing the
pancreatic heterotopic tissue (Fig ib).

Case 2.-A 44-year-old man complained
of epigastric pain of several years dura-
tion. Endoscopy showed an ulcerated be-
sion of the lesser antral curvature with an

appearance of gastritis at biopsies. Exami-
nation after medical treatment no longer

revealed the ulceration but showed a
thickening of the stomach wall, which

suggested a submucosal process. This
finding was confirmed with a double-

contrast upper gastrointestinal series (Fig

2a). US examination showed the stomach
wall to be thickened and heterogeneous,

with several fluid-filled zones 2-3 cm in

diameter (Fig 2b). Surgery revealed an in-
tensive infiltration of the lesser curvature

and the antrum, associated with marked

adenopathy. Because a neoplasm or bym-

phoma was suspected, a total gastrectomy

with curettage of the lymph nodes was

performed. Pathologic examination

showed a thickened stomach wall con-

taming 0.5-3.0-cm-diameter cysts, the
largest of which appeared to correspond

to the fluid-fibbed areas seen at sonogra-
phy. Microscopic examination revealed a

heterotopic pancreatic tissue with cystic

changes; the lining of the cysts showed
abrasions as a result of an intense inflam-

matory process (Fig 2c). There was no

communication between ducts and the

gastric lumen. The lymph nodes showed

inflammatory changes.

DISCUSSION

Clinical findings and findings at bar-
ium enema examination in case 1 sug-

gested a benign mesenchymal tumor.
In case 2, however, the substantial in-

flammatony reaction was a probable ex-

planation for the pseudolymphomatous

appearance. In both cases the common
sign found retrospectively on US or CT
scans was the presence of one or sever-
al fluid-filled zones, surrounded by a
peripheral, solid, noncalcified portion
of variable thickness.

Pathologic examination showed
these fluid-filled zones to be related to

the presence of cysts mingled with the
pancreatic tissue. Their great number

and their diameter, which could reach
several centimeters, explains the large
size of the lesion (the lesions are usual-
by small; mean, <2 cm) (7). The exis-

tence of multiple cysts within a hetero-
topic pancreas is rare: Although several

authors have reported cystic changes in

duodenal ectopic pancreas (i-4), only
two authors (5,6) have, to our knowl-
edge, mentioned such a finding in gas-
tric ectopic pancreas, and these reports
included no radiobogic assessment. The

cysts are of ductal origin; the dystro-

phic origin proposed for the duodenal
localization (4) appears to be most

probable, since there exists no argu-
ment in favor of a mechanical or tumor

origin. The presence of inflammatory
manifestations seems to be a secondary
complication occurring in the course of

the disorder, since it was considerable
in our case 2 but practicably absent in

case 1.
The radiobogic patterns are not spe-

cific, so the differential diagnosis
should also include other cystic masses

that may be attached to the gastric wall,
including especially necrosis in a tu-
mom (8) or hematoma (9), but also in-

cluding pancreatic pseudocysts, ab-
scess, or mesenteric cysts, whose clini-

cab presentations are different. Enteric
duplication, however, is usually purely

liquid (10) except if carcinoma arises
within it (11). Similar madiobogic pat-

temns have also been described for some

other congenital gastric cystic lesions
such as chonistoma with respiratory
epithelial differentiation on histologic

examination (12,13). On the other
hand, pancreatitis or abscess may some-
times occur in gastric heterotopic pan-

creas (14,15).
In conclusion, in the setting of a

large gastric submucosal mass with
demonstration of internal fluid-filled

zones on US on CT scans, a cystic for-
mation in heterotopic pancreas should
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Figure 1. Case 1. (a) Double-contrast barium study shows large, sharp-edged submucosal mass in the antrum. (b) CT scan through the mass
demonstrates a central area of bow attenuation (4-10 HU) (*) corresponding to the cystic area. (c) Microscopic view of pathologic section

from the peripheral muscular layer shows cyst bordered by an excretory epithelium fibrosis and several pancreatic lobules (*) (hematoxylin
and eosin staining; original magnification, X40).

Figure 2. Case 2. (a) Double-contrast barium study shows a large mass (arrowheads) infiltrating the lesser curvature and the adjacent wall

of the stomach. (b) US image demonstrates the presence of liquid zones (arrowheads) through the thickened wall (arrows). L = lumen.

(c) On microscopic section the presence of cysts and several pancreatic lobules (*) in the submucosal layer is documented (hematoxylin and

eosin staining; original magnification, X5).

be considered as part of the differential
diagnosis, especially if the lesion is in

the antrum or in the gastric curvatures
(16,17). The diagnosis should be yen-
fied by means of a surgical-pathologic
examination, the results of which allow
limited excision. Surgical-pathologic

examination is especially necessary if
inflammatory phenomena mimic a neo-
plastic process, as in our second
case. U
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