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lined by ciliated columnar, stratified squamous or rarely
gastric epithelium. Most contain a clear jelly like fluid.
These cysts are extramural and share the common muscular
wall of the oesophagus [2]. The oesophageal duplication
cysts are commonly asymptomatic. If gastric mucosa
persists it may lead to ulceration, haemorrhage and perforation. An enlarging cyst can cause dysphagia, airway
obstruction and repeated lung infections. Radiographically
these cysts appear as a mediastinal mass. Barium studies
show a filling defect indistinguishable from common
tumours such as leiomyoma. At endoscopy there is a bulge
with overlying normal mucosa. If the duplication cyst
communicates with the oesopagus the barium fills in a
blind pouch [3].
Complete surgical excision is the treatment of choice
[4]. Excision is done via thoracotomy or by video assisted
thoracoscopy. Regular follow up of these patients is

essential as impaired propulsive activity of the oesophagus due to damage to oesophageal musculature may
result in gastro-oesophageal reflux disease.
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Heterotopic pancreas in the body of the stomach
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A 45-year old man was admitted with a history of
epigastric pain for 3 months. Physical examination, routine
blood tests and abdominal ultrasound were unremarkable.
Oesophagogastroduodenoscopy (OGD) showed a
sessile mass with normal overlying mucosa arising from
the upper part of the body on the anterior wall of the
stomach close to the lesser curvature (Figure 1). Multiple
biopsies were taken and the histology showed normal
gastric mucosa. Contrast enhanced CT scan of the abdomen showed a submucosal mass arising from the body of
the stomach suggestive of a gastro-intestinal stromal
tumour (GIST). There was no evidence of infiltration across
the stomach wall or regional lymphadenopathy.
Endoscopic ultrasound (EUS) showed a predominantly
hyperechoic submucosal lesion (Figure 2). The patient
underwent open surgery and the lesion was completely
excised. Histology showed heterotopic pancreatic tissue
in the submucosa of the stomach.
Pancreatic heterotopia is defined as presence of
abnormally situated pancreatic tissue, without any
anatomical or vascular continuity with the normal pancreas
[1]. This can occur at a variety of sites in the gastrointestinal
tract, most frequently in the stomach and the small intestine

[2]. Most patients are asymptomatic, but symptoms
develop when it is complicated by inflammation, bleeding,
obstruction or malignant transformation [3]. In the gastrointestinal tract, stomach is the commonest site for
pancreatic heterotopia (up to 36%) followed by duodenum
and jejunum. More than 95% of the gastric lesions are
found in the antrum of the stomach, the majority of them
situated close to the greater curvature [4]. Pancreatic
heterotopia in the body of the stomach is rare. Ectopic
pancreatic tissue can undergo complications that can
occur in the normal pancreas, including acute and chronic
pancreatitis, abscess and pseudocyst formation and
malignant transformation.
Barium swallow may show a filling defect in the
stomach. The OGD allows direct visualisation and biopsies
to be taken. However, most of the biopsies are superficial
and non diagnostic. Endoscopic ultrasound and fine
needle aspiration allows evaluation of cytology from deep
lesions with a sensitivity of 80-100% [5]. Contrast
enhanced CT scan findings cannot differentiate ectopic
pancreatic tissue from other gastric submucosal lesions
such as GIST. In the majority, the diagnosis is made by
histological evaluation following resection of a
symptomatic or a suspicious lesion.
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Figure 1. OGD view of the sessile growth (arrow) in the
body of the stomach.

Figure 2. Endoscopic ultrasound image showing the
submucosal growth (arrow).
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