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ABSTRACT: Umbilical polyps, containing vestigial remnants of the omphalomesentric duct, are 

a rare cause of persistent umbilical discharge in the paediatric age group, as compared to 

omphalitis or umbilical granulomas. However, umbilical polyps need to be investigated 

thoroughly to ensure complete resection and to rule out extension into the abdominal cavity. 

Further, such umbilical polyps may cause complications due to the presence of ectopic tissues 

inside them. The present case is the first reported case of three tissue types, viz. Pancreatic, 

Gastric, and Small Intestinal tissues, being present ectopically in an umbilical polyp, which had 

caused persistent umbilical discharge with severe local excoriation and ulceration in a 2 year 

old child. CONCLUSION Umbilical polyps with ectopic tissues can lead to severe complications if 

not treated properly, and should be ruled out in all cases of persistent umbilical discharge in the 

paediatric age group. 
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INTRODUCTION: Omphalitis and umbilical granulomas are a common cause of persistent 

umbilical discharge in an infant. They can vary from benign lesions to severe congenital 

anomalies [1]. Umbilical polyps, with vestigial remnants of omphalomesentric duct and allantoic 

duct, are an infrequent cause of umbilical discharge. Rarely, well developed ectopic tissue may 

be present within these polyps. The present case is, to the best of our knowledge, the first report 

of ectopic Pancreatic tissue, Small Intestinal tissue, and Gastric tissue being present together in 

an umbilical polyp, in a 2 year old child. 

 

CASE REPORT: A 2 year old male child presented to the Paediatric surgery OPD of our hospital 

with complaint of persistent discharge from the umbilicus since birth. The child was born 

through normal vaginal delivery following an uneventful gestational period and had no 

congenital anomalies. Physical examination showed a pea sized, reddish nodule in the umbilical 

area with severe excoriation and ulceration of the surrounding skin due to the serous discharge. 

No abdominal wall defects were observed. USG abdomen was normal, and revealed no intra-

abdominal growth from the umbilicus. The child underwent surgical umbilical exploration and a 
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firm, 1.2cm x 1.2cm x 1.0cm, reddish nodule was found at the bottom of the umbilicus. No 

Meckel’s diverticulum, proximal omphalomesentric duct remnants or patent urachus were 

found. Histology of the nodule demonstrated Pancreatic tissue along with  Small Intestinal 

mucosa[Fig 1] and Gastric mucosa [Fig 2]. Complete resection of the nodule was confirmed. No 

neoplastic changes were detected. Both exocrine and endocrine Pancreatic tissue was observed, 

including Acini, Ducts, and Islets of Langerhans. A diagnosis of umbilical polyp with ectopic 

Pancreatic, Small Intestinal, and Gastric tissue was established. The patient recovered 

completely after the surgery. 

 

DISCUSSION: Persistent umbilical discharge in infants and young children is a common 

paediatric problem, and the most common causes are omphalitis and umbilical granulomas. 

These are usually observed as firm, reddish nodules, found in the depth of the umbilicus. 

Umbilical polyps, with vestigial remnants of the omphalomesentric duct, are infrequently 

observed in cases of persistent umbilical discharge. These polyps usually contain ectopic Small 

Intestinal mucosa, but other ectopic tissues e.g. Gastric mucosa and Pancreatic tissue are rarely 

seen. 

Ectopic gastric mucosa can be found anywhere in the Gastrointestinal (GI) tract 

including Meckel’s diverticulum, the Gall bladder, Cystic duct, the omphalomesentric duct and 

the liver [3]. The overall incidence of ectopic Gastric mucosa in the GI Tract ranges from 8% to 

55%[4,5,6]. However, occurrence in the umbilical region is extremely rare, and we found only 2 

such cases after extensive literature search. The overall incidence of ectopic Pancreatic tissue 

has been estimated to be 0.5 to 13% during routine pathological autopsies.[7]. Ectopic 

Pancreatic tissue is found at different sites in the GI tract and is most often discovered in fifth 

and sixth decades of life [8,9]. It has been reported infrequently in the paediatric age group and 

even more rarely near the umbilicus [10, 11]. 

The following theory has been postulated for ectopic tissues in umbilical polyps. During 

embryogenesis, the mid-gut rotates 90 degrees counter-clockwise within the umbilical cord, 

around the axis of the superior mesenteric artery, elongating to form the jejunum and ileum. By 

the 10th week of embryogenesis, the lumen of the omphalomesentric duct closes, and the mid-

gut returns to the abdominal cavity [12]. The Intestinal and Gastric mucosa cells could be 

implanted at this point of time in the umbilical area giving rise to ectopic Small Intestinal and 

Gastric tissues The theories for the ectopic Pancreas are based on the foetal migration of the 

Pancreatic cells and the Metaplastic theory[13]. 

In cases of umbilical polyps, remnants of the omphalomesentric duct can extend into the 

stalk and also into the abdominal cavity. Therefore, complete resection needs to be confirmed 

by histological examination of the resected polyp, and also by imaging studies of the abdomen to 

rule out intra-abdominal extension. 

The present case was a rare case of an umbilical polyp which contained all three ectopic 

tissues viz Gastric, Small Intestinal tissue and Pancreatic tissue. The Pancreatic tissue included 

both exocrine as well as endocrine components. Exocrine secretions of the Pancreas include 

proteolytic enzymes capable of extensive damage if released outside the GI tract. Therefore, 

umbilical polyps with pancreatic tissue can cause severe local excoriation and ulceration of the 

skin, leading to secondary infections and omphalitis, as was observed in the present case. 

Further, the ectopic tissues are prone to the same lesions as the original organs, including 

neoplastic change, which needs to be ruled out. 
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CONCLUSION: Umbilical polyps with ectopic pancreatic tissue, even though rare, should be 

considered in the differential diagnosis of persistent umbilical discharge with severe local 

excoriation or ulceration. Complete resection of such polyps needs to be confirmed by both 

histological and imaging studies. 
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Fig-1 Ectopic Pancreas & Small intestinal tissue( Haematoxylin &Eosin stain 20x) 

 

 
 

Fig-2  Ectopic Pancreas and Gastric tissue ( Haematoxylin &Eosin stain 20x) 
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Fig  3 –Exocrine and endocrine glands of ectopic Pancreatic tissue ( Haematoxylin &eosin stain 

40x) 

 


