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 CASE REPORT

Ectopic papilla of Vater in the pylorus
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Abstract
The major papilla of Vater is usually located in the 
second portion of the duodenum, to the posterior 
medial wall. Sometimes the mouth of the biliary duct 
is located in other areas. Drainage of the common bile 
duct into the pylorus is extremely rare. A 73-year old 
man, with a history of duodenal ulcer, was admitted 
to hospital with the diagnosis of cholangitis. Dilatation 
of the extrahepatic biliary duct was observed by 
abdominal ultrasonography, and endoscopic retrograde 
cholangiopancreatography (ERCP) was performed. No 
area suggesting the presence of the papilla of Vater was 
found within the second duodenal portion. Finally the 
major papilla was located in the theoretical pyloric duct. 
Cholangiography was performed and choledocholithiasis 
was found in the biliary tree. The patient underwent 
dilatation of the papilla with a balloon tyre and removal 
of a 7 mm stone using a Dormia basket, which solved 
the problem without further complications. This anomaly 
increased the difficulty of performing therapeutic 
interventions during ERCP. This alteration in anatomy 
may increase the risk of complications during papillotomy, 
with a theoretically higher risk of perforation. Dilatation 
using a balloon was the chosen therapeutic technique 
both in our case and in the literature, due to its low rate 
of complications.
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INTRODUCTION
The major papilla of  Vater is usually located in the second 
portion of  the duodenum, to the posterior medial wall. 
Both the common bile duct and the main pancreatic duct 
empty into it. Sometimes the mouth of  the biliary duct is 
located in other areas along the duodenum, mainly within 
the third or the fourth portion[1-3], although it has also 
been found with a much lower frequency in the duodenal 
bulb[4-6]. In such cases it is common to find a previous 
duodenal ulcerous pathology[7]. Very rarely has the papilla 
been found in the stomach[8-10], although the frequent 
use of  endoscopic retrograde cholangiopancreatography 
(ERCP) has increased its recognition. In the literature 
we found a case in the 1930’s describing common bile 
duct drainage into the pylorus[2], and another more recent 
case of  drainage into the duodenal wall adjacent to the 
pylorus[11], however, no more cases have been published. 
We describe a case in which the mouth of  the biliary duct 
was found in the pyloric channel.

CASE REPORT
A 73-year-old patient, with a history of  digestive bleeding 
secondary to duodenal ulcer 10 years previously, presented 
to hospital due to high temperature and pain in the 
right hypochondrium. His C-reactive protein level was  
190 mg/dL, alanine-aminotransferase 40 IU/L, leucocytes 
15 500/mm3 and total bilirubin 2.62 mg/dL. Abdominal 
ultrasonography showed dilatation of  the extrahepatic 
biliary duct, with no lithiasis. After the diagnosis of  
cholangitis with increased bilirubin and dilatation of  the 
biliary duct was made, ERCP was performed. No area 
suggesting the presence of  the papilla of  Vater was found 
within the second duodenal portion. Finally the major 
papilla was located in the theoretical pyloric duct (Figure 1),  
since the patient showed a duodenal bulb which was 
deformed and post-ulcerous, having disappeared almost 
completely. The papilla did not show clear anatomical 
signs which made it inadvisable to perform a papillotomy.  
Cholangiography was carried out and choledocholithiasis 
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was found in the biliary tree (Figure 2A). The patient 
underwent dilatation of  the papilla with a balloon tyre 
and removal of  a 7 mm stone using a Dormia basket, 
which solved the problem without further complications  
(Figures 2B and 3). 

DISCUSSION
The papilla of  Vater is a bulge in the duodenal mucosa 
into which both the common bile duct and the Wirsung 
empty, sometimes shaping into a Y, or they can be 
separated by a mucosa layer making them independent.  
The most common location of  the papilla of  Vater is 
within the posterior medial wall of  the second portion of  
the duodenum. The frequent use of  ERCP has allowed 
better observation of  papillae in an ectopic location. 

Although the diagnosis of  ectopic papillae have been 
described by other types of  radiological studies such 
as computed tomography[4], X-ray of  the esophagus-
gastroduodenal tract[12], intraoperative cholangiography[1] 

and echoendoscopy[5], most ectopic papillae are identified 
by ERCP. An ectopic location distal to the second 
duodenal portion, within the third and fourth duodenal 
portions, has been described frequently, and has a 
frequency rate of  5.6% to 23%[13]. Ectopic papillae are 
much less frequent in a proximal location, and a few cases 
have been located in the gastric, pylorus and duodenal 
bulb areas[14]. Filippini in 1931 described the first case 
of  papilla located in the pylorus[2], although Quintana 
and Labat[2] mentioned 3 cases of  dual drainage in the 
duodenum and pylorus. Another recent case has been 
described where the papilla was located in the posterior 
duodenal wall below the pylorus[11]. In our subject the 
papilla was located in the pylorus, with a duodenal bulb 
which was deformed due to previous ulcerous pathology.

A theory on the origin of  ectopic papillae has been 
suggested which describes their occurrence during 
embryonic formation. The liver originates in the hepatic 
diverticulum, which is divided into the hepatic pars and 
the cystic pars during embryogenesis. The hepatic pars 
then develops into both the liver and the hepatic ducts, 
while the cystic pars develops into the gall-bladder and 
the cystic duct. The common bile duct originates in the 
hepatic antrum, which is the common area of  the hepatic 
diverticulum. Boyden[15] claimed that an earlier subdivision 
of  the hepatic diverticulum could cause the common bile 
duct to empty into different locations other than the usual 
location. 

Ectopic papillae located in the bulb may be secondary 
to an ulcerous duodenal pathology, which could cause, 
due to contiguity, anomalous drainage in the duodenum[11]. 
In our patient the location of  the papilla in the pyloric 
channel might be related to the patient’s previous ulcerous 
duodenal pathology. Nevertheless, since we did not find 
signs of  the papilla in the second duodenal portion, his 
condition was probably due to a congenital malformation 
with biliary and pancreatic drainage in the posterior pyloric 
area, which could have caused the later development of  a 
duodenal ulcer. In our subject we observed the diagnosis 
requirements for an ectopic papilla as described by Lee  
et al[14], for a location in the bulb which were: (1) an orifice 
was observed in the bulb by duodenoscopy or upper 
endoscopy, and the bile duct and/or the pancreatic duct 
were directly visualized radiographically, when contrast 
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Figure 1  Endoscopic retrograde cholangiopancreatography. A: View of the 
papilla located in the pylorus (arrow head); B: Piping of the papilla.

A

B

Figure 2  Cholangiography. A: Common bile duct ending in a hook shape, 
common in proximal drainage of the papilla; B: Removal of choledocholithiasis 
with Dormia basket (arrow head).
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Figure 3  Endoscopic retrograde 
cholangiopancreatography. Balloon 
dilatation of the ectopic papilla.
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was injected via this opening; (2) there was direct drainage 
of  the common bile duct into the duodenal bulb without 
evidence of  any other drainage into the duodenum on 
cholangiography; and (3) there was no evidence of  a 
papilla-like structure in the second or third duodenal 
portion on duodenoscopic examination. Fistula secondary 
to ulcer disease or choledocholithiasis, spontaneous or 
iatrogenic surgical fistula, and surgical choledochoenteric 
diversion should be included in the differential diagnosis[8].

The clinical importance of  the ectopic location of  the 
papilla means that there is a tendency for the development 
of  choledocholithiasis through anomalous bile drainage, 
due to the lack of  a sphincter mechanism. Likewise, it can 
also lead to mucosal damage in the area, with swelling and 
ulcer formation, due to the action of  biliary pancreatic 
secretion[14]. The clinical symptoms may include recurrent 
abdominal pain, which could explain the high percentage 
of  patients undergoing cholecystectomy described in some 
series[13]. The absence of  a sphincter would allow passage 
of  the gastroduodenal contents into the main bile duct, 
possibly causing cholangitis in association with biliary 
obstruction[7,13,14]. In a recent study by Disibeyaz et al[13] 
on 39 patients where the papilla was located in the bulb, 
they detected episodic abdominal pain in 95% of  patients 
and cholangitis in 59% of  patients. The predominance 
of  male sex and an association with ulcerous duodenal 
pathology in 61.5% of  the patients should be emphasized. 
In our case, the patient had a history of  duodenal ulcer 
and was admitted to hospital suffering from cholangitis, 
which led us to think that this patient had a papilla in 
an ectopic location when we failed to find it in its usual 
location, making it necessary to check both the duodenal 
bulb and the stomach.

This anomaly increased the difficulty of  performing 
therapeutic interventions during ERCP. This alteration 
in anatomy, when there are no clear anatomic signs, may 
increase the risk of  complications during papillotomy, 
with a theoretically higher risk of  perforation, as has been 
described in the literature[13]. Balloon dilatation may be the 
chosen technique for these patients when there is a biliary 
obstruction. Its effectiveness has recently been suggested, 
especially when gallstones need to be removed, without 
relevant complications [13]. Stent installation may be 
necessary when balloon dilatation is unsuccessful and the 
patient has comorbidities which make surgery inadvisable. 
The surgical option should only be taken in these cases 
when endoscopic treatment is not effective. 

In conclusion, ectopic location of  the papilla is a 
rare finding, however, the frequent use of  ERCP may 
increase the number of  cases diagnosed. Although a distal 
location is found most frequently, a proximal location 
must be taken into account, especially in patients with a 
history of  recurrent abdominal pain, cholangitis, ulcerous 
duodenal pathology and biliary obstruction in whom the 
papilla cannot be found in its usual location during ERCP. 

Although further studies are necessary, balloon dilatation 
was the chosen therapeutic technique both in our case 
and in the literature, due to its low rate of  complications. 
Technical difficulty and a higher probability of  perforation 
when performing a papillotomy, due to the lack of  
anatomic reference, make its use inadvisable. 
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