
Case Report

Introduction

Double pylorus (DP) is a disease in which an 
accessory canal from the stomach to the duodenum 
develops, with two openings between the gastric 
antrum and duodenal bulb. The prevalence of DP 
is about 0.001-0.4%1. According to its etiology, it 
can be classified as congenital or acquired. Most 
published cases are of the acquired type. 

The major symptoms of DP are abdominal 
pain, fullness, hematemesis, and tarry stool3. 
Some patients may experience severe symptoms, 
such as gastric outlet obstruction4. However, most 
congenital cases are asymptomatic. Endoscopic 
findings include two separate canals connecting 
the pre-pyloric antrum and duodenal bulb. Barium 

study is an alternative diagnostic method for this 
disease. Most cases of acquired DP respond well to 
conservative treatment. We herein report a patient 
with DP who presented with chronic abdominal 
pain and tarry stool.

Case report

A 76-year-old man had underlying diseases of 
type 2 diabetes mellitus, chronic kidney disease, 
and gouty arthritis. He took non-steroidal anti-
inf lammatory drug (NSAID) intermittently for 
pain control. There was no remarkable history 
of peptic ulcer disease or tobacco consumption. 
However, he suffered from abdominal fullness, 
nausea, and epigastralgia for two months. Three 
days before seeking medical attention, he passed 
tarry stool several times. Upon admission, physical 
examination revealed mild pale conjunctiva and 
epigastric tenderness. Hemoglobin level was 7.9 g/
dL (with baseline hemoglobin level about 9.0 g/dL). 
Esophagogastroduodenoscopy (EGD) demonstrated 
a gastroduodenal fistula on the lesser curvature 
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Double Pylorus

side of pre-pyloric antrum. The endoscope could 
pass through both openings and a tissue bridge 
separated the two channels. The orifice near the 
greater curvature side of antrum had a smaller 
diameter and contracted intermittently, suggesting 
that it was the true pyloric ring (Fig.1). Multiple 
gastric erosions with hematin coating were noted, 
but no active bleeders were found. Barium study 
demonstrated two channels emptying into the 

proximal duodenum, which were separated by a 
septum (Fig.2). Abdominal pain improved after 
administration of proton pump inhibitor (PPI) and 
prokinetic agents. After his discharge, we limited 
his NSAID use and prescribed oral PPI for 4 
months. Helicobacter pylori quick test conducted 
during outpatient clinic visit was negative. Follow-
up EGD four months later disclosed two sustained 
separate channels connecting pre-pyloric antrum 
and duodenal bulb (Fig.3). No further complications 
were noted.

Discussion 

 DP was first described endoscopically in 19695. 
It may occur as a congenital abnormality or an 
acquired complication of chronic peptic ulcer disease. 
The reported prevalence in endoscopic series is 
approximately 0.001-0.4%1. The prevalence in males is 
almost twice that in females6. The accessory channel 
is more commonly found on the lesser curvature side 
of the gastric antrum3, 6. 

Congenital DP occurs in both adults and children. 
It usually results from a gastric diverticulum4, 7 or 
a duplication cyst8. Aberrant pancreatic tissue in 
fistula or orifice of equal size implies congenital 
origin following embryologic and developmental 
anomalies in the stomach and duodenum4. 

Figure 1. An additional orifice is evident on the lesser 
curvature side of the antrum without normal 
peristalsis.

Figure 2. Barium study with prone position shows two 
separate channels connecting the pre-pyloric 
antrum and duodenal bulb (black arrows).

Figure 3. EGD performed four months later demonstrates
two sustained openings of the antrum.
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Peptic ulcer disease is associated with a variety 
of systemic diseases such as diabetes mellitus, 
chronic kidney disease, and chronic obstructive 
pulmonary disease. It is also associated with DP1,14,15. 
A relationship between systemic diseases and 
acquired DP has been considered, as ulcerogenic 
medications, such as NSAIDs or steroids, are 
prescribed for treating such diseases and they are 
associated with poor healing of peptic ulcers, leading 
to the formation of fistula1,2. DP patients may present 
with epigastric pain, dyspepsia, and gastrointestinal 
tract hemorrhage or DP may be found incidentally9, 

10. Some patients with DP display a refractory course 
as the non-physiologic fistula allows for unimpeded 
biliary reflux, hindering ulcer healing. However, 
the majority of patients respond well to medical 
treatment11. Surgical intervention is usually not 
necessary. Associated endoscopic characteristics of 
acquired DP include accessory orifice of varying 
size without normal peristalsis, ulceration scar, and 
acute peptic ulcers12, 13. 

From the results of a long-term observational 
study, spontaneous closure of gastroduodenal 
fistula is rare (<10%). Convergence between these 
two openings is noted in about 25% of patients. 
Eradication of Helicobacter pylori in infected 
patients and avoidance of ulcerogenic medications, 
such as NSAIDs and corticosteroids, can prevent 
ulcer recurrence and relieve clinical symptoms 
of this disease1, 12. In our patient, abdominal pain 
decreased significantly after PPI treatment and there 
was no recurrence of ulcer four months later. Fistula 
closure or convergence with normal pyloric ring was 
not seen in this case.

In conclusion, acquired DP is a rare endoscopic 
finding that results from intramural penetration 
of gastric or duodenal ulcer. Treatment with PPIs, 
eradication of Helicobacter pylori in infected 
patients, and avoidance of ulcerogenic medications 
are recommended for acquired DP patients. 

References 

1. Lei JJ, Zhou L, Liu Q, et al. Acquired double pylorus: 
Clinical and endoscopic characteristics and four-
year follow-up observations. World J Gastroenterol 

2016;22:2153-8.
2.   Fousekis, Fotios et al. Double Pylorus: Report of 

a Case with Endoscopic Follow-Up and Review 
of the Literature. Gastroenterology research vol. 
11,2 (2018): 154-156. 

3. Naidoo R, Singh B. Congenital double pylorus. 
Case Rep Gastrointest Med 2012;2012:537697.

4. Wolters VM, Nikkels PG, Van Der Zee DC, et 
al. A gastric diverticulum containing pancreatic 
tissue and presenting as congenital double pylorus: 
case report and review of the literature. J Pediatr 
Gastroenterol Nutr 2001;33:89-91.

5. Smith VM, Tuttle KW. Gastroduodenal (pyloric) 
band. Endoscopic findings and first reported case. 
Gastroenterology 1969;56:331-6.

6. Wiseman SM, Tan D, Hill HC. Double pylorus: an 
unusual endoscopic finding. Endoscopy 2005;37:277.

7. Bhattacharya K. Gastric diverticulum - 'Double 
pylorus appearance'. J Minim Access Surg 2005;1:39.

8. Mylonas A, Papaziogas B, Paraskevas G, et al. 
Congenital double pyloric ostium in the adult. 
Surg Endosc 2002;16:1639.

9. Akazawa Y, Mizuta Y, Osabe M, et al. A case of 
double pylorus caused by recurrent gastric ulcers: 
a long-term endoscopic observation. Dig Dis Sci 
2005;50:2125-8.

10. Linea C, Sinagra E, La Seta F, et al. Acquired 
double pylorus, due to penetrating gastric ulcer, 
presenting with melena. World J Gastrointest 
Endosc 2012;4:94-5.

11. Arhan M, Oztas E, Ibis M, et al. A rare endoscopic 
finding: acquired double pylorus. Surg Endosc 
2010;24:244-5.

12. Hu TH, Tsai TL, Hsu CC, et al. Clinical characteristics 
of double pylorus. Gastrointest Endosc 2001;54:464-
70.

13. Chen QY, Chen Y, Liang, et al. Acquired double 
pylorus: a case report. Asian Pac J Trop Med 
2012;5:503-4.

14. Liang CC, Muo CH, Wang IK, Chang CT, Chou 
CY, Liu JH, Yen TH, Huang CC, Chung CJ. PLoS 
One. 2014; 9(2): e87952

15. Haj S, Chodick G, Refaeli R, Goren S, Shalev V, 
Muhsen K. PLoS One. 2017 Aug 29;12(8):e0183687

141


