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Case Report
Pancreatic Rest Complicated by Actinomyces Gastric Abscess in a Young Male: A
Case Report
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A B S T R A C T

Pancreatic rest, or ectopic pancreatic tissue, is a rare condition. It is characterized by pancreatic tissue
outside its usual location, most commonly in the gastric antrum or proximal small intestine. We present
a rare case of a 21-year-old male with recurrent epigastric pain, vomiting, and fever. Imaging and
endoscopic ultrasound (EUS) identified a subepithelial lesion with features consistent with pancreatic
rest. Subsequent fine-needle aspiration (FNA) grew Actinomyces and Streptococcus. Given persistent
symptoms and incomplete resolution despite prolonged antibiotics, he underwent partial gastrectomy.
This case highlights an unusual infectious complication of pancreatic rest with Actinomyces and
underscores the need to consider surgical intervention in cases refractory to medical therapy.

1. Introduction
Pancreatic rest is a condition where pancreatic tissue is located
outside its usual anatomical site. It is also called ectopic, hetero-
topic, or aberrant pancreatic tissue. This tissue lacks an anatomical
or vascular connection to the main pancreas yet retains its own
separate blood and nerve supply [1, 2]. This condition predom-
inantly affects the gastrointestinal tract, particularly the gastric
antrum and proximal small intestine, with an incidence ranging
from 0.55% to 13% in autopsy series [1]. While pancreatic rests are
often asymptomatic and discovered incidentally during endoscopic
or imaging studies, common symptoms include nausea, vomiting,
epigastric pain, weight loss, gastrointestinal bleeding, and gastric
outlet obstruction. Rarely, it can lead to complications such as
gastric ulceration, pancreatitis, obstructive jaundice when near the
Ampulla of Vater, or even acute perforation due to inflammation
in the stomach or duodenum [2, 3]. Gastric abscesses secondary
to pancreatic rest are particularly rare, with few reported cases
describing this phenomenon [4, 5]. These abscesses are believed
to result from localized inflammation or necrosis of ectopic acinar
tissue. Identifying pancreatic rest as the source of a gastric abscess
is clinically challenging, particularly when the initial presentation
mimics more common gastric subepithelial lesions such as gas-
trointestinal stromal tumors (GISTs) or duplication cysts [2, 6].
Malignant transformation is uncommon, occurring in 0.7% to 1.8%
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of cases [3]. For example, a case report highlighted a pancreatic
rest presenting as a subepithelial nodule, with histological anal-
ysis revealing pancreatic intraepithelial neoplasia [7]. We report
a rare case of a young male with recurrent gastric abscess for-
mation due to pancreatic rest, complicated by Actinomyces and
alpha-hemolytic Streptococcus infection. To our knowledge, this
is among the few reported cases of infected pancreatic rest and the
first with hematogenous Actinomyces seeding from dental work.

2. Case Presentation
A 21-year-old male with no significant past medical history initially
presented to the emergency department (ED) with epigastric ab-
dominal pain radiating to the back, early satiety, and vomiting. Lab-
oratory workup showed white blood cells (WBC) 15 × 103, lipase
26 U/L, and alanine aminotransferase 16 U/L. A computed tomog-
raphy (CT) scan of the abdomen and pelvis was done, and it showed
mild edematous and inflammatory stranding adjacent to the distal
stomach. He was discharged with a prescription for omeprazole and
metoclopramide and advised to follow up with gastroenterology.
One week later, he returned with worsening symptoms and a fever
(101°F). Repeat labs showed leukocytosis 18 × 103, Lipase 26
U/L, an alkaline phosphatase of 76 U/L, aspartate aminotransferase
of 23 U/L, alanine aminotransferase of 29 U/L, and lipase of
26 U/L. A repeat CT scan with contrast demonstrated mass-like
thickening of the gastric antral wall with luminal compression
and adjacent stranding, suggesting an inflammatory phlegmon with
no drainable collection (Figure 1). He was admitted and started
on ceftriaxone and Metronidazole. Esophagogastroduodenoscopy
(EGD) revealed large subepithelial extrinsic compression in the
antrum, with the suspected fluid collection, possibly a walled-off
abscess (Figure 2). No ulceration was observed, and biopsies were
not obtained due to the soft consistency of the lesion. He was
discharged on Metronidazole and Cefdinir for 7 days with plans
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for a repeat CT scan and EGD in 6 weeks. A follow-up CT scan
showed interim resolution of the antral mass. The EGD showed
a 15 mm submucosal nodule along the greater curvature of the
antrum concerning pancreatic rest. EUS revealed an extended area
of heterogenous echotexture extending from the muscularis propria
to the submucosa, consistent with pancreatic rest (Figure 3) . Five
months later, the patient presented to the ED with recurrent epigas-
tric pain, nausea, and diarrhea. Labs showed WBC 15 × 103∕𝜇L,
lipase 26 U/L, and amylase 43 U/L. An abdominal-pelvic CT scan
with contrast showed a 2.4 cm fluid-containing structure in the an-
terior/caudal wall of the gastric antrum near the pylorus, suspicious
of an abscess versus a walled-off ulcer (Figure 4). Ceftriaxone and
metronidazole were reinitiated. A repeat EUS showed an irregular,
oval, and anechoic cyst measuring 27 mm x 21 mm, with debris
present and well-defined, smooth margins (Figure 5). Fine-needle
aspiration revealed no malignant cells, with abundant neutrophils
and histiocytes. Culture grew alpha-hemolytic Streptococcus and
Actinomyces species. He was discharged on a 7-day course of
cefpodoxime and metronidazole. A repeat CT scan four weeks later
showed reduced size of the gastric wall fluid collection, with no
new findings. Due to persistence, he was referred to Infectious
Diseases and started on cefdinir and doxycycline. Imaging showed
a 2.2 × 1.9 cm gastric antral mass without fluid two months
later. Cefdinir was stopped, and doxycycline was continued for six
months to treat Actinomyces. He later reported a recent root canal
prior to symptom onset, suggesting an odontogenic source. Given
the persistence of the lesion despite multiple courses of antibiotics
and concerns over prolonged antibiotic use in a young patient, he
underwent partial gastrectomy. Preoperative CT showed a persis-
tent submucosal mass measuring 2.3 × 2.0 × 2.0 cm. A surgical
biopsy showed a submucosal abscess involving a small bowel and
stomach with foreign-body giant cells and clear margins (Figure 6).
At the one-year follow-up, the patient remained asymptomatic and
denied any gastrointestinal symptoms, and no follow-up imaging
was performed due to the absence of clinical concerns.

Figure 1: Mass-like thickening of the wall of the gastric antrum with
luminal compression and adjacent stranding.

3. Discussion
Pancreatic rest is typically found incidentally during endoscopic
imaging and is considered a gastric subepithelial lesion when
found incidentally in the stomach. The differential for gastric sub-
epithelial lesions can be broad, but it is important to consider pan-
creatic rest. Pancreatic rest can be found throughout the gastroin-
testinal tract; however, it is more commonly found in the stomach,
particularly in the distal stomach along the greater curvature of the
antrum [7]. Our patient’s endoscopic ultrasound revealed a sub-
mucosal nodule with heterogenous echotexture extending from the
muscularis propria to the submucosa of the greater curvature of the

Figure 2: Large subepithelial extrinsic compression towards the antrum.
Suspected fluid collection, possibly a walled-off abscess on the other side
of this. No clear ulceration was seen.

Figure 3: A: Antral nodule with redundant folds General appearance
consistent with pancreatic rest. B: Area of thickened fold. The muscularis
propria thickened to 12 mm with an extended area of heterogenous echo-
texture extending from the muscularis propria to the submucosa, consistent
with pancreatic rest.

Figure 4: Rim-enhancing 2.4 cm fluid-containing structure is observed,
including the anterior/caudal wall of the antrum of the stomach near the
pylorus.

antrum of the stomach consistent with pancreatic rest. The classic
appearance of pancreatic rest on endoscopic ultrasound is described
as hypoechoic or mixed echogenicity with heterogeneity within the
second, third, or fourth layer (muscularis mucosa, submucosa, and
muscularis propria, respectively) [4]. The heterogenous appearance
is attributed to the presence of acini within the ectopic pancreatic
tissue [7]. EUS is the preferred imaging study of choice to distin-
guish pancreatic rest from other gastric sub-mucosal lesions, with
GISTs and leiomyomas being the most common [5]. The finding
within the stomach can commonly be mistaken for malignancy;
however, malignant features of an intramural lesion seen on EUS
are typically greater than 4 cm in size, echogenic foci greater than
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Figure 5: Irregular, oval, and anechoic cyst measuring 27 mm x 21 mm
with debris present, well-defined margins, and smooth margins.

Figure 6: A: H&E, 10X: Brunner glands of the duodenum (upper right)
with adjacent acute and chronic inflammation, including multinucleated
giant cells consistent with abscess. B: H&E, 20X; Abundant neutrophils
with scattered multinucleated giant cells (arrow).

3 mm, cystic areas within the lesion, irregular borders, and the
presence of adjacent lymph nodes with malignant pattern [6]. Our
patient did not have any of these malignant features. Although pan-
creatic rest is typically asymptomatic, it can result in complications,
including acute or chronic pancreatitis, pancreatic necrosis, pseu-
docyst, abscess, gastric outlet obstruction, and carcinoma [5, 8].
Gastric abscess formation secondary to pancreatic rest has been
reported only in a few cases. Alastal et al. reported a patient with an
ectopic pancreas complicated by recurrent abscess and pancreatitis,
ultimately requiring surgical intervention [9]. Similarly, Berry et al.
described a heterotopic pancreas initially mistaken for malignancy,
necessitating resection [10]. However, neither case identified Acti-
nomyces or a suspected odontogenic source. Our case is unique
in that the abscess was polymicrobial, including Actinomyces,
and may have originated from hematogenous spread following
a recent root canal procedure, a mechanism not previously re-
ported. Furthermore, while Alastal’s case involved abscesses in
the setting of ectopic pancreatitis [9], our patient lacked clinical
or imaging features of pancreatitis. Instead, recurrent abscesses
formed without enzymatic inflammation, possibly due to local-
ized tissue necrosis and infection within the pancreatic rest itself.
Histopathology supported the diagnosis, with foreign-body giant
cells reflecting chronic inflammation indicative of a prolonged
immune response. Their presence suggests the body’s attempt to
wall off or isolate the ectopic pancreatic tissue, further supporting
the chronicity and infectious etiology of the lesion. These cells form
granulomas that may occur in response to tissue injury in ectopic
pancreatic rests[11]. Management of such cases typically begins
with antibiotic therapy, as was initially attempted in our patient.
However, despite multiple courses of antibiotics and temporary
clinical improvement, imaging showed persistence of the lesion,
ultimately necessitating partial gastrectomy. This case underscores

the importance of recognizing rare infectious complications of
pancreatic rest. It demonstrates how multidisciplinary evaluation,
including imaging, endoscopy, pathology, infectious disease, and
surgical intervention, can lead to successful outcomes. It also
contributes to a better understanding of Actinomyces-associated
gastric abscesses, which are exceedingly rare and may present in
atypical ways. This case report is limited by the lack of histological
confirmation of pancreatic acini in the initial diagnosis, although
imaging and clinical features were consistent. Additionally, follow-
up beyond one year would be beneficial to assess for long-term
recurrence.

4. Conclusions
This case illustrates a rare but clinically significant complication of
pancreatic rest and highlights the need for timely recognition and
coordinated care. Awareness of atypical infectious presentations
can guide appropriate interventions and improve patient outcomes.
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