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Gastric heterotopia causing jejunal ulceration and 
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Case report
A 17-year-old girl presented to her local hospital 
with persistent projectile bile-stained postprandial 
vomiting of 3 months’ duration. She had lost 15 

kg in weight during this period. She had no prior medical history 
besides having recently delivered her first child after an uneventful 
pregnancy. The vomiting had started soon after the birth. On 
examination the only finding was a gastric succussion splash. 
Gastroscopy confirmed a distended stomach with residual bile-
stained gastric content and a normal upper gastrointestinal tract to 
the third part of the duodenum. 

At Groote Schuur Hospital (Cape Town, South Africa) a contrast 
meal and follow-through study showed a proximal near-complete 
jejunal obstruction (Fig. 1). Superior mesenteric artery syndrome 
(Wilkie syndrome) was excluded, as the level of obstruction 
demonstrated on the contrast study was beyond the midline and 
the history was not compatible. 

At operation, a high-grade proximal jejunal stricture 2 cm in 
length was found 15 cm distal to the ligament of Treitz (Fig. 2). 
Localised inflammatory adhesions were released to expose the 
stricture. The stricture was resected and gastrointestinal continuity 
restored with an end-to-side jejunojejunostomy to accommodate 
the differences in bowel diameter. Local mesenteric lymph nodes 
were included in the resection to exclude abdominal tuberculosis. 
The patient had no further vomiting after the operation and was 
discharged home on day 7.

Histological examination of the specimen showed jejunal 
gastric heterotopia. Sections of the resected small intestine showed 
extensive mucosal ulceration, extending deep into the submucosa 

(Fig. 3). Where mucosa was preserved, gastric foveolar epithelium 
was present, overlying a thickened muscularis mucosa (Fig. 4). 
Additionally, dense submucosal fibrosis with luminal narrowing 
and serosal adhesions were noted. There was no evidence of 
dysplasia or malignancy. The lymph nodes showed reactive 
lymphoid hyperplasia.

Discussion
Gastric heterotopia is either congenital or acquired, is usually 
benign and asymptomatic, and is defined as the presence of 
normal gastric mucosa in an abnormal location.[1] While gastric 
heterotopia has been reported anywhere within the length of the 
gastrointestinal tract, from the oropharynx to the anorectal canal, 
it is most common in the oesophagus and, excluding a Meckel’s 
diverticulum or intestinal duplication, is rarely found beyond 
the ligament of Treitz. Other unusual sites reported include the 
salivary glands, biliary ducts and gallbladder, umbilicus and 
respiratory tract, bronchogenic and thyroglossal cysts, the spinal 
column, intra-abdominal and intrathoracic locations, and the 
urinary bladder and scrotum.[2]

Congenital gastric heterotopia may be associated with other 
entities such as a Meckel’s diverticulum or duplications; it is believed 
that these lesions develop from the primitive gut epithelium as a 
congenital anomaly, becoming hyperplastic over time.[3]

Genta et al.[4] hypothesised that in acquired lesions, hyper
gastrinaemia induced by proton pump inhibitors may result in 
hyperplasia of congenital microscopic foci of ectopic gastric fundal 
tissue, resulting in macroscopic lesions. There does not appear to 
be an association with Helicobacter pylori.[4,5]

A young woman with persistent postprandial vomiting was found to have a high-grade proximal jejunal stricture. The stricture was 
surgically excised, and histopathological examination showed gastric heterotopia with localised ulceration and fibrosis. Symptomatic 
gastric heterotopia in the small bowel is rare, and to our knowledge this is the first report of jejunal gastric heterotopia resulting in 
ulceration with subsequent stricturing and obstruction.
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While gastric heterotopia is generally an asymptomatic and 
incidental finding, there are reports of patients presenting with 
bleeding, perforation, intermittent intussusception or intestinal 
obstruction and pain.[1-7] Symptomatic gastric heterotopia has 
rarely been reported in the small bowel beyond the ligament of 
Treitz, and if present usually consists of single polypoid mass 
lesions a few centimetres from the ligament of Treitz, with 
potential to cause intermittent intussusception.[1,6,7] The usual 
presenting age is around 14 years.[6] While jejunal gastric 
heterotopia may present with a clinical spectrum related to peptic 
ulceration, including acute or chronic bleeding with anaemia, 
perforation and intussusception, to our knowledge this is the first 
report of jejunal gastric heterotopia resulting in ulceration with 
subsequent jejunal stricturing and obstruction.
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Fig. 2. Operative view of the high-grade jejunal stricture (dotted lines) 15 cm 
distal to the ligament of Treitz.

Fig. 1. Barium meal examination showing proximal jejunal obstruction 
(arrow) and duodenal distension with an incomplete obstruction at the level 
of the distal duodenum/proximal jejunum.

Fig. 3. Histomicrograph demonstrating mucosal ulceration (arrows) at the 
jejunal stricture site.

Fig. 4. Histomicrograph showing gastric foveolar epithelium (arrows) at the 
site of the stricture.


