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Abstract
Gastritis cystica profunda (GCP) is a rare condition characterized by polypoid cystic ectasia of the submucosal layer with cystic
dilatation of the glandular structures of the stomach. The probable pathogenesis refers to degradation of the integrity of the
muscularis mucosa and migration of epithelial cells to the submucosal layer. The most common cause known in the literature for
this occurrence is previous stomach surgery. A case presented with two GCP lesions in different locations in the stomach without
any history of previous surgery.
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Introduction
Gastritis cystica profunda (GCP) is a rare condition
characterized by polypoid cystic ectasia of the submucosal
layer with cystic dilatation of the glandular structures of
the stomach.1 This condition is commonly asymptomatic
but nonspecific symptoms like abdominal pain, nausea and
vomiting may occasionally occur.2 It may rarely present with
gastrointestinal bleeding or obstruction in the gastric outlet.3
It is assumed that GCP lesions occur after gastric surgery
due to epithelial destruction and migration through the
submucosal area, but cases without previous gastric surgery
do exist in the literature.4 We present a case with two GCP
lesions in different locations of the stomach without any
history of previous surgery. The treatment of choice for these
lesions was robotic surgery in this patient.
Case Report
A 29 year-old male patient presented with nausea, vomiting
and epigastric pain which gradually increased for 3 months.
Physical examination was normal and the patient had no
previous gastrointestinal surgery. The mucosal appearance
of the whole stomach was regular and normal, but an outer
mass effect of 4 × 5 cm in size at the gastric cardia and 2 × 2
cm lesions which were evaluated as submucosal masses at the
gastric antrum were noted during an upper gastrointestinal
endoscopic examination. Endoscopic ultrasound imaging
revealed a 2 × 2 cm anechoic submucosal cystic lesion at
the antrum and a 4 × 5 cm retrogastric cystic lesion with
an irregular mural thickening which appeared associated
with the gastric wall at the cardia (Figure 1). Abdominal
computerized tomography imaging showed a 4 × 5 cm
submucosal cystic lesion located on the larger curvature
of the gastric cardia and a 2 × 2 cm similar lesion at the

posterior part of the stomach (Figure 2).
Robotic surgery was the procedure of choice for this
patient. The 2 × 2 cm lesion located on the larger curvature,
near the antrum at the anterior mural part of the stomach,
was explored first (Figure 3A), and then the gastro-colic
ligament was opened to explore the posterior part of the
stomach. The lesion at the posterior part was explored as
attached to the gastric wall at the esophago-gastric junction
level. This lesion, located posterior to the stomach, was
excised totally with the serosal part of the stomach (Figure
3B). The former lesion at the anterior part was excised by a
wedge resection. No post-operative complications emerged
and the patient was discharged on the fifth post-operative day
with no additional problems. Histopathologic examination
of the lesions revealed dilated cystic glands within mucosal
and submucosal layers compatible with the diagnosis of
benign GCP (Figures 4 and 5).

Discussion
GCP is defined as multiple cystic gastric glands within the

Figure 1. Endoscopic Ultrasound (EUS) Visualized 2 × 2 cm
Anechoic Submucosal Cystic Lesion at the Antrum.
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Figure 2. Abdominal Computerized Tomography Imaging; 4 x
5 cm submucosal cystic lesion located on the larger curvature
at cardia and a 2 x 2 cm similar lesion at posterior part of the
stomach (arrows).
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Figure 3. Exploration of (A) Lesion in Front of the Stomach and (B)
Retrogastric Lesion.

Figure 4. Hematoxylin and Eosin Staining of Lesion Specimens
Showed Dilated Cystic Glands, H&E, 4x.

gastric surgery leads to mucosal defects or mucosal ischemia
and inflammation which in turn causes mucosal prolapse
and herniation of gastric gland cells to the submucosal layer
forming cystic dilatation.5 Also mucosal erosions due to
diffuse chronic gastritis and Helicobacter pylori infection are
suggested as important factors for GCP to occur, which may
be an explanation for the cases without history of previous
gastric surgery.6 Our patient had no previous gastric surgery
or specific etiological factors. To the best of our knowledge,
there is no other case like this patient with two lesions which
were confirmed as GCP histopathologically.
GCP is a benign disorder, but some cases associated with
malignancy are also present in the literature.7,8 Recurring
mucosal erosions inducing regeneration and proliferation
may lead to precancerous transformation.9 Ki-67, p53 and
p21 mutations have been detected in deep layer biopsy
materials of some GCP lesions when compared with
normal gastric mucosa.10 No dysplasia was detected in both
of the lesions from our case according to histopathologic
evaluation.
Surgical resection and medical interventions to reduce
bile reflux for treatment of GCP is recommended.11
Surgical procedure varies between endoscopic resection
or total gastrectomy depending on the lesion size and
localization.12,13 The proximal lesion was growing outwards
so only the excision of the lesion was performed, and wedge
resection was the procedure for the second and rather small
lesion in our case. Recurrence after surgical excision has
been identified in some patients, that’s why a long follow-up
period is recommended.11,13 Since previous gastric surgery
is an etiologic factor, the cases who had been treated with
surgical excision must be put on long follow-up watch for
risk of recurrence.
Finally, GCP is a rare cystic lesion of the stomach and
surgical excision is recommended for treatment. Our case
is a rare instance with 2 simultaneous lesions in different
locations. This patient was treated by robotic surgery.
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Figure 5. Histopathological Appearance of the Retrogastric
Lesion, H&E, 4x.

submucosa of the stomach. The probable pathogenesis refers
to degradation of the integrity of the muscularis mucosa and
the emigration of epithelial cells to the submucosal layer.
The theory explaining the pathogenesis is that previous
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