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Double pylorus with bleeding gastric ulcer – a
rare event
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Dear Editor,

Double-channel pylorus is a rare condition that has been re-
ported in 0.001-0.4% of upper endoscopic procedures (1). It
was first described in 1969 by Smith and Tuttle (2) and seventy
cases had been reported in the literature until 2002 (3). Most
cases are associated with chronic peptic ulceration but congeni-
tal cases and others resulting from gastric carcinoma have also
been published (3,4).

Case report

A 88-year-old woman was admitted for epigastric pain and
melena that had occurred in the last 15 days, and culminated in
an episode of syncope with fall and head injury. She had a his-
tory of ulcers and had taken nonsteroidal anti-inflammatory
drugs (NSAIDs) intermittently for arthralgias. Blood pressure
and pulse rate were within normal range, and once cranioen-
cephalic CT excluded major lesions, an upper gastrointestinal
endoscopy was performed. It revealed a large ulcer in the lesser
curvature of the pre-pyloric antrum with a visible vessel in its
center (Fig. 1) and an opening close to the distal rim of the ul-
cer (Fig. 2). Exploration of this channel with a biopsy forceps
(Fig. 3) and, subsequently with the endoscope, revealed a tract

leading to the duodenal bulb. It was separated from the true py-
lorus by a thick band and together they formed a double pylorus
of peptic ulcer origin. Endoscopic haemostasis with adrenaline
and absolute alcohol was performed and an intravenous perfu-
sion of proton pump inhibitors was prescribed. Bleeding did
not recur and there were no bleeding stigmata in the second-
look endoscopy after 48 hours. Recovery was uneventful.

Discussion

Double pylorus is a rare anomaly found in less than 0.4% of
upper endoscopies (1,5) with a male-female ratio of 2:1 (5). In
most cases it is a complication of peptic ulcer disease, resulting
from intramural penetration of the ulcer with adhesions be-

Fig. 1. Pre-pyloric ulcer with visible vessel.



tween the stomach and duodenal bulb. Occasionally it may be
congenital or secondary to gastroduodenal fistulization by gas-
tric carcinoma (3,4). It is more common in the lesser curvature
of the gastric antrum, near the pylorus.

This rare condition is not necessarily associated with dys-
peptic symptoms, and most symptomatic cases probably result
from a peptic ulcer, which is refractory to medical treatment in

the majority of these patients (5-7). In our case, the presenting
symptom was gastrointestinal bleeding from the peptic ulcer, a
condition rarely reported in the literature (8). It was difficult to
establish whether the pseudo-pylorus resulted from fistulization
of the present ulcer to the duodenal bulb or whether it was a
complication of the previous peptic ulcers reported by the pa-
tient. However, this second hypothesis seems more likely and
ingestion of NSAIDs certainly contributed to persistence/recur-
rence of peptic ulcer disease in our patient.

The clinical course in these patients seems to be refractori-
ness but it is not known if this is due to the ulcer’s failure to
heal or to the unclosed fistula (5). Treatment with anti-ulcer
medication must be rapidly instituted and biopsies from the ul-
cer and the pseudo-pylorus are essential to exclude malignancy.
Although closing of the second channel or fusion of both chan-
nels (real pylorus and pseudo-pylorus) only occurs in a small
percentage of patients, surgery is reserved for symptomatic pa-
tients with ulcer recurrence, who are on strong anti-ulcer med-
ication. Endoscopic treatment is also feasible using a biliary
sphincterotome (7).

Our case is an example of acquired double pylorus found by
chance, because the related peptic ulcer bled and an urgent en-
doscopy became necessary to achieve haemostasis. This is a
rare event that may occur only one or twice in all working life
of an endoscopist.
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Fig. 2. Channel near distal rim of the ulcer, separated from pylorus by a
thick band.

Fig. 3. Exploration of this channel with biopsy forceps and the endos-
cope revealed a passage to duodenal bulb.


