
Giant Ileal Duplication With Extensive Gastric Heterotopia
By Bita Geramizadeh, Hamid R. Frootan, Sajjad Eghbali, and Alireza Rasekhi

Shiraz, Iran

A rare case of ileal duplication in a 6-year-old boy is pre-
sented. The duplicated area is just like an additional ectopic
stomach both in radiologic and pathologic examination. The
patient was operated on because of intestinal obstruction.
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I NTESTINAL DUPLICATIONS are cystic, ovoid, or
spherical structures ranging from a few milimeters to

10 to 15 cm. They may be lined by normal gastric
epithelium. Our case is rare because of its large size and
interesting configuration, ie, like an additional stomach
connected to ileum by a pyloric like canal.

CASE REPORT

A 6-year-old boy presented to emergency room with abdominal
distension and constipation. Past medical history showed chronic con-
stipation (bowel habit every 3 to 5 days) with periodic diarrhea,
anorexia, weight loss, abdominal pain, and vomiting for 3 years. On
admission, the patient was afebrile with blood pressure of 100/70,
respiratory rate of 18, and pulse rate of 100. He was anemic (hemo-
globin, 8.7 g/dL), but other laboratory findings were normal.

The patient had a distended abdomen with mild tenderness in the
right lower quadrant. Bowel sounds were present and hyperactive.
Abdominal ultrasound scan showed dilated bowel loops. Barium enema
findings were normal. Rectal manometry was normal with fecal im-
paction. Preoperative small bowel series (Fig 1) showed a normal
stomach located in normal position and another hollow viscus that was
radiologically just the same as normal stomach with normal gastric
mucosa but in right lower quadrant, which was connected to intestine
by a pyloric like canal.

Upper gastrointestinal series and upper gastrointestinal endoscopy
results were normal. The patient was operated on, 50 cm of ileum was
resected, and an ileoileal end-to-end anastomosis was done.

The specimen sent to the pathology department was a 50-cm seg-
ment of small intestine with a large buldged area in the mesenteric
border of ileum.

On openining this large area it was found to be connected to main
lumen by a pyloriclike canal (Fig 2). The mucosal surface was just like
normal gastric mucosa with no ulceration or polyp. The cavity was
filled with a moderate amount of clear serous fluid.

Intestinal mucosa was unremarkable. On microscopic examination
different parts of mucosa showed corpus-fundic–type glands.

DISCUSSION

Gastric heterotopia of the intestine can be seen in
either sex and all age groups, but symptomatic cases are
more common in children.1 It can be seen in ectopic
locations throughout the intestine,2,3 most commonly as
nodules in the proximal duodenum and rectum,4-6 but it
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Fig 1. Small bowel series. Two-hour film of follow through study

shows normal stomach located in normal position (upper arrow) and

another hollow viscus with gastric type mucosal folds (lower arrow)

located in right lower quadrant with a pyloriclike canal. Other parts

of intestine show mild malabsorptive pattern.
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also can present in duplicated areas of the intestine.7

These duplicated areas in intestine may be closed, cystic,
ovoid, or spherical structures that vary from a few
millimeters to 10 to 15 cm in diameter. They also may
appear as communicating tubular and elongated struc-
tures.8 These duplications can occur at any level of the
gastrointestinal tract but are found most commonly in the

ileum.9 They may impinge on the bowel and cause
intestinal obstruction.

They become leading points of intussusception.13

Some of these duplications are large sized and giant, but
giant duplications are very rare; only 3 cases had been
reported, one of which was in the jejunum and 2 others
in the jejunoileal region.10-12

The duplicated area may communicate with normal
bowel either caudally or distally as in our case in which
it was connected at the distal portion by a pyloriclike
canal.13 When the duplicated area contains gastric type
mucosa, it can cause ulceration and hemorrhage.13

The diagnosis of gastric heterotopia and intestinal
duplication is commonly made by tecnetium scan and
sonography.9 Histologic features of gastric heterotopia is
the same in any part of intestine, showing normal gastric
corpus-fundic mucosa in most cases.14 In our case most
of the mucosa was occupied by normal closely packed
gastric glands that contained some parietal and chief
cells.

Resection of the duplicated area and end-to-end anas-
tomosis can be performed if the intestinal length is not
compromised.9 Our case is interesting and rare because
the duplicated area is very large and just like a normal
stomach located in the right lower quadrant. It presented
as an intestinal obstruction.

REFERENCES

1. Franzin G, Musola R, Negri A, et al: Heterotopic gastric (fundic)
mucosa in the duodenum. Endoscopy 14:166-167, 1982

2. Wolff M: Heterotopic gastric epithelium in the rectum. A report
of three new cases with a review of 87 cases of gastric heterotopia in
the alimentary tract. Am J Clin Pathol 55:604, 1971

3. Yokoyama I, Kozuka S, Ito K, et al: Gastric gland metaplasia in
the small and large intestine. Gut 18:214-218, 1977

4. Viscarrondo FI, Wang T-Y, Brady PG: Heterotopic gastric mu-
cosa: Presentation as a rugose duodenal mass. Gastrointest Endosc
29:107-111, 1983

5. Debas HT, Chuan H, Thomson FB, et al: Functioning heterotopic
oxyntic mucosa in the rectum. Gastroenteroology 79:1300-1302, 1980

6. Schwarzenberg SJ, Whitington PF: Rectal gastric mucosal hete-
rotopia as a cause of hematochezia in an infant. Dig Dis Sci 28:470-
472, 1983

7. Case records of Massachusettes General Hospital. N Engl J Med
302:958-962, 1980

8. Grosfeld JL, O Neill JA, Clatworthy HW: Enteric duplications in
infancy and childhood. An 18 year review. Ann Surg 172:83-90, 1970

9. Guzzetta PC, Anderson KD, Altman PR, et al: Pediatric surgery,
in Shwartz Principles of Surgery (ed 7). McGraw-Hill, 1999 p 1735

10. Shwartz DL: Giant jejunoileal duplication: Prenatal diagnosis
and complete excision without intestinal resection. J Pediatr Surg
29:1291, 1994

11. Balen EM, Hernandez-Lizoain, Pardo F, et al: Giant jejunoileal
duplication: Prenatal diagnosis and complete excision without intesti-
nal resection. J Pediatr Surg 28:1586-1588, 1993

12. Alley S, Karlin S, Myers MB: Giant duplication of jejunum.
Case report. Am Surg 34:105-108, 1968

13. Raffensperger JG: Duplication of the alimentary tract in
Swenseon’s Pediatric Surgery (ed 4). New York, NY, Appleton-
Century-Crafts/New York, 1980, pp 532-537

14. Goldman H. Other inflammatory disorders of the intestine, in
Ming SC, Goldman H (eds): Pathology of the Gasterointestinal Tract
(ed 2). Baltimore, MD, William and Wilkins, 1998, p 742

Fig 2. A large area of gastric type fold is located between intes-

tinal loops (between arrows) and connected to intestine by a pyloric-

like canal.
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