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Double Pylorus
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A 74-year old woman was admitted to the hospital with a
history of peptic ulcer disease and a complaint of stomach
pain with 24 month duration. The patient stated frequent use
of non-steroidal anti-inflammatory drugs (NSAIDs) for her
arthralgia. Her haemoglobin level was 10.1 g/dL. At upper
gastrointestinal endoscopy, two pyloric openings into the duodenal bulb were seen. Ulceration, which was 0.5 cm in size,
was coated with white exudates and the orifice opening to the
bulbus was 1 cm at the prepyloric antrum (Figure 1). Biopsy
specimens were taken from there. Then, the guidewire was
forwarded through the antrum, and was seen to pass from the
orifice to the bulbus when it was moved through the antrum.
Therefore, the case was described as double pylorus. The
histological examination revealed a scattered mild inflammation inside the oedematous tissue specimens. The presence of
Helicobacter pylori was not observed. Proton pump inhibitor
treatment was initiated for the peptic ulcer and the symptoms
were resolved. When the endoscopy was repeated for control
at the third month of the treatment, it was noted that the ulceration had disappeared but the orifice remained open.
Double pylorus is a rare condition consisting of a double
communication between the gastric antrum and the duodenal bulb (1). Its incidence ranges between 0.02% and 0.08%.
Double pylorus may be congenital or acquired. While congenital double pylorus is very rarely observed, the acquired
form is more common and usually develops as a complication
of peptic ulcer disease (2). The most widely accepted hypothesis for the pathogenesis of double pylorus is the penetration
of a peptic ulcer either from the antrum or from the first part
of the duodenal bulb that eventually leads to the formation
of adhesions between the adjacent walls of the stomach and
duodenum. Further ulceration results in the condition of a fistulous tract (3). Rarely, gastric cancer can also be the cause of
acquired double pylorus (4). According to the reports, some
chronic diseases, the use of various medications and he presence of Helicobacter pylori might play a role in the develop-

ment of double pylorus (1, 5). Long-term treatment with drugs
including corticosteroids and NSAIDs may also prevent healing, leading to fistula formation (2).
The diagnosis of double pylorus cases should be confirmed
endoscopically. In this endoscopic examination, the antrum
must be sufficiently distended with air to visualise the fistula
within the thickened gastric folds. Most of the fistulas were
located on the lesser curve aspect of the gastric antrum. Fistula size may vary between a few millimetres and a few centimetres. From the gastric antrum, visualisation of biopsy forceps or a catheter that has been passed through the fistula and
observed entering the pylorus has been described as a useful
technique for the diagnosis of double pylorus (2, 3).
Most of the cases respond well to medical therapy for peptic
ulcer disease such as antacids or proton pump inhibitors (2). In
conclusion, acquired double pylorus is a rare benign compli-

FIG. 1. Endoscopic appearances of peptic ulcer and double pylorus.
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cation of peptic ulcer disease. Surgical intervention should be
considered in refractory cases where symptoms do not resolve
with anti-ulcer therapy.
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