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grossly preserved liver with no IHBR dilatation in our case.
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Figure 2:

Giant choledochal cyst displacing the stomach (S),
duodenum, pancreas and colon (not seen in image)
anteromedially with a normal liver.

Roux-en-Y hepatico-jejunostomy was performed. The postoperative recovery was uneventful. On follow-up the child is
well and thriving.

Discussion
Very few reports of GCDC in infancy were found in the literature
with the majority pertaining to adults.3 Tang et al in a series of
62 children with CDC described a child with jaundice and a
cyst measuring 158 mm in the largest dimension, the age of the
child was not mentioned though. A massive CDC presenting
as an acute abdomen in a 5-month female infant was reported
by Okoromah et al.4 It was initially mistaken as a pseudocyst of
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pancreas but later confirmed to be CDC by histopathological
examination. A recent report by Yurttutan et al 5 describes a 4month old female infant with abdominal distension and
cholestatic jaundice caused by a GCDC. The GCDC had a
maximum diameter of 160 mm. The author believes that this is
the largest GCDC reported so far in the literature. These
scattered reports endorse the fact that this is a rare entity in
children, more so in infancy.
The case reported here is unique since the child had neither
jaundice nor any other features of cholestasis. This finding is

Incidentally detected ectopic
ampulla of vater in the antrum in a
patient of colonic tuberculosis

consistent with the observation that a large choledochal cyst
has low intra-cystic pressure and produces less cholestatic

Introduction

effects on the liver.6 This is probably also the reason for a

The ampulla of Vater is located in the posteromedial wall of the
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second portion of the duo-denum. The common bile duct (CBD)
normally goes through an oblique, 1-2 cm long intra-mural region

Discussion

beside the medial wall of the second portion of the duodenum
and opens into the duodenum.1-3

Ectopic location of ampulla in the stomach or first, third, or
fourth parts of the duodenum is a very rare congenital anomaly.

At times, the Ampulla of Vater may be ectopic and located
in uncommon sites such as the third and fourth portions of the

The reported incidence of anomalous termination of bile duct
is 5.6–23%.2 However ectopic papillae are much less frequent

duodenum, the duodenal bulb and the stomach. It has hardly
ever been found at the pylorus and in the antrum.3-5 This ectopic

in a proximal location, and a few cases have been located in the
gastric, pylorus and duodenal bulb areas.6 Filippini in 1931

ampulla goes undetected un-less it causes symptoms, usually
related to biliary obstruction or cholangitis or when, for some

described the first case of papilla located in the pylorus.7
Thereafter few cases of ectopic Ampulla of Vater in the stomach

reason, endoscopic retrograde cholangiopacrea-tography
(ERCP) is attempted. Here we describe a case of colonic

were reported. The first major case series by Disibeyaz et al in
2007 reported 53 cases of anomalous opening of the CBD in to

tuberculosis with incidentally detected ectopic Ampulla of Vater
in the antrum.

the duodenal bulb in 12158 patients who underwent ERCP
procedures. In this study no case was reported with anomalous

Case report

biliary opening in the stomach.2 Another major case series by
Saritas et al in 2010, reported the frequency of ectopic biliary

A 23-year-old female presented with complaints of periumbilical

drainage (EBD) of 2% (10 of 400 ERCP). The sites of EBD in
this study were the stomach in 1 case, duodenum bulb in 7

colicky pain abdomen with abdominal distension for 1 month
prior to admission. The patient also had low grade fever and

cases and the postbulbar duodenum in 2 cases.4 All patients
were symptomatic due to ectopic biliary opening in these major

weight loss. Anemia was present and her physical examination
and abdominal examination were normal. Her laboratory data

series. In our case it was an incidental finding.
The exact etiology of this congenital anomaly remains

were as follows: hemoglobin-10.8g%, leukocyte count-9.23/
mm3, erythrocyte sedimentation rate-38mm/1st hour. Liver

unclear and is believed to be an abnormality during the
embryonic developmental period. It has been proposed that

function test, renal function test, C-reactive protein, chestxray and ultrasound abdomen were normal. UGIE showed

an earlier subdivision of the hepatic diverticulum during
embryogenesis mightcause the common bile duct to empty

ulcerated area (1.5cm) in the antrum near the pylorus, from
which bile seemed to be coming out. Biopsy of this ulcerated

into ectopic locations.3 Ectopic papillae located in the bulb may

area revealed chronic inflammation, and no evidence of
malignancy or tuberculosis. CT abdomen suggested bowel wall
thickening (18mm) in ascending and transverse colon. Multiple
enlarged mesenteric lymph nodes and pneumobilia were also
seen. Colonoscopy revealed multiple irregular ulcerations with
heaped-up margins and with nodularity at hepatic flexure and
ascending colon. Biopsy was suggestive of tuberculosis. In
view of pneumobilia and bile seeminglyarising from the
ulcerated area in the antrum, possibilities of choledocho-antral
fistula or ectopic opening of Ampulla of Vater were considered.
Side view endoscopy (SVE) was performed, which did not reveal
papilla in normal position or beyond in the duodenum. With
SVE, cannulation of CBD and PD was done from two different
openings in ulcerated area in the antrum (Figures 1A and B),
which revealed contrast in CBD and PD (Figures 1C and
D).Both ducts were normal. The patient discharged on antitubercular drugs and kept on follow up.

Figure 1:

(A,B) Cannulation of CBD and PD from the antrum of
stomach; (C,D) Cholangiographic image of CBD and PD.
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be secondary to an ulcerous duodenal pathology, which could
cause, due to contiguity, anomalous drainage in the duodenum.1
In our case the diagnosis was made as per criteria for an
ectopic papilla as described by Lee et al,6 - (1) an orifice was
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observed in the antrum by UGIE, and the bile duct and/or the
pancreatic duct were directly visualized radiographically, when
contrast was injected (2) direct drainage of the CBD into the
antrum without any other drainage into the duodenum
oncholangiography and (3) no evidence of a papilla-like
structure in the second or third duodenal portions on SVE. In
our patient EBD was not related to colonic pathology.
Based on few published reports, there appears to be an
increased risk for choledocholithiasis due to anomalous bile
drainage and lack of sphincter control mechanisms.
Pancreatobiliary secretions can lead to mucosal damage with
ulcer formation. The anomalous location in the pylorus can
facilitate reflux of gastric contents into the biliary tree,
predisposing to biliary tree injury and cholangitis.2,3
Endoscopists who perform ERCP should be aware of this
rare anomaly. In cases where the ampulla cannot be seen in the
normal anatomical location, an ectopic ampulla should be
suspected, and the endoscopist must carefully examine the
stomach and the duodenum. Sphincterotomy should be avoided
due to increased risk of perforation. Ampullary balloon dilation
is recommended to extract large bile duct stones.1,2,4
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