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DesCripTion 
A 69-year-old man with a past medical history 
of asthma, chronic back pain and hypertension 
presented with symptoms of light headedness, 
epigastric pain and blood-mixed bowel move-
ment of 2 days duration. Since the past 9 months 
the patient had been taking two to three pills of 
ibuprofen almost on a daily basis for his back 
pain. He had also received short courses of pred-
nisone tablets frequently in the last 6 months 
for his poorly controlled asthma. On arrival 
in the emergency room, his blood pressure was 
84/48 mm Hg, heart rate 121/min, respiratory 
rate 18/min, temperature 36°C and oxygen satu-
ration was 94% on room air. His haemoglobin 
(Hb) was 7.2 mg/dL. The patient was given proton 
pump inhibitor (PPI) therapy, volume resuscitated 
and was admitted to the intensive care unit. After 
2 units of packed red blood cell transfusion his Hb 
was 9.1 mg/dL. He underwent upper gastrointes-
tinal (GI) endoscopy which showed two openings 
into the duodenal bulb, an intact pylorus and a 
large fistula superior to the pylorus opening into 
the duodenal bulb (figure 1). The gastroduodenal 
fistula appeared chronic with no acute ulcer-
ation or inflammation. A medium-sized bleeding 
ulcer with surrounding oedema was noticed in 
the duodenal bulb. A submucosal injection of 
epinephrine was performed around the bleeding 
site and complete haemostasis was achieved by 
placing a single hemoclip on the bleeding site. 
Helicobacter pylori test was negative. He was 
discharged on oral PPI therapy. On the third day 
from discharge, the patient again had a large 
blood-mixed bowel movement and there was a 
significant drop in his Hb level to 6.6 mg/dL. He 

underwent upper GI endoscopy which showed 
dark clots in the stomach but did not show the 
active bleeding site. CT angiography was done 
which also failed to identify the bleeding source. 
The next day the patient had another large blood-
mixed bowel movement, so he underwent midline 
laparotomy and ligation of the bleeding duodenal 
ulcer along with pyloroplasty and vagotomy. 
After the surgery his Hb remained stable around 
9.5 mg/dL and no further episodes of GI bleeding 
occurred. On follow-up visit, he had a good 
recovery and he was pleased with the postoper-
ative results. The gastroduodenal fistula in the 
patient likely resulted due to unrecognised peptic 
ulcer disease from chronic ibuprofen intake for 
back pain and recurrent prednisone short-course 
therapy for poorly controlled asthma.

The ‘double pylorus’ is a rare condition due 
to a gastroduodenal fistula extending from the 
gastric antrum to the duodenal bulb. It may be 
congenital or acquired.1 Acquired cases can occur 
in gastric cancer or as a complication of chronic 
peptic ulcer disease leading to penetration of 
the peptic ulcer and the formation of a fistula 
between the duodenal bulb and the prepyloric 
antrum. It is a rare malformation found in less 
than 0.4% of upper GI endoscopy cases.2 Recur-
rent ulcer and bleeding may occur due to poor 
epithelisation of the fistulous tract which makes 
the diagnosis of double pylorus important. In 
most cases, double pylorus responds well to 
antipeptic ulcer medical therapy such as PPIs, 
regardless of whether the fistula remains patent 
or closes spontaneously. Surgical intervention is 
indicated for patients with refractory symptoms 
like recurrent ulcers and recurrent bleeding 
episodes despite being on adequate medical 
therapy with PPIs.2 3

Learning points

 ► The ‘double pylorus’ is a rare condition due to 
a gastroduodenal fistula extending from the 
gastric antrum to the duodenal bulb and may 
be congenital or acquired.

 ► Acquired cases can occur as a complication of 
chronic peptic ulcer disease or in gastric cancer.

 ► In most cases, double pylorus responds well to 
antipeptic ulcer medical therapy such as proton 
pump inhibitors, regardless of whether the 
fistula remains patent or closes  
spontaneously.

 ► The surgical intervention is indicated for 
patients with refractory symptoms like recurrent 
ulcers and recurrent bleeding episodes despite 
being on adequate medical therapy.

Figure 1 Upper gastrointestinal endoscopy showing 
two openings into the duodenal bulb, an intact pylorus 
and a large fistula superior to the pylorus opening 
into the duodenal bulb. A hemoclip being applied to 
the bleeding duodenal ulcer.
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