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 CASE REPORT

Pedunculated Brunner’s gland hamartoma of the duodenum 
causing upper gastrointestinal hemorrhage
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Abstract
A case of pedunculated Brunner’s gland hamartoma 
(BGH) of the duodenum causing upper gastrointestinal 
(GI) hemorrhage is reported. The patient was a 
47-year-old man who visited our hospital for further 
evaluation of tarry stools and shortness of breath. 
Endoscopic examination of the upper digestive tract 
revealed a large peduncular polyp with bleeding, 
about 30 mm in diameter, arising from the wall of the 
second portion of the duodenum. GI bleeding occurred 
from the base of the stalk of the polyp. Endoscopic 
polypectomy was performed. Histological examination 
of the specimen revealed that the main body of the 
polyp contained several lobules of mature Brunner’s  
gland with areas of cystic dilatation. The surface 
epithelium consisted of normal duodenal mucosa with 
areas of focal ulceration. This polyp was diagnosed 
as a BGH. The symptom of tarry stools resolved after 
endoscopic resection. Our case shows that treatment 
is necessary for duodenal BGH if GI bleeding occurs.
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INTRODUCTION
Brunner’s gland hyperplasia and hamartoma are 
infrequently encountered polypoid nodules and masses 
in the proximal duodenum[1]. Brunner’s gland hamartoma 
(BGH) is a very rare cause of  upper gastrointestinal 
(GI) hemorrhage. Clinically, patients may present 
with symptoms of  duodenal obstruction or upper GI 
hemorrhage and require endoscopic or surgical excision[2]. 
Herein, we describe a relatively rare case of  pedunculated 
BGH of  the duodenum causing upper GI hemorrhage.

CASE REPORT
A 47-year-old man presented with the symptoms of  
tarry stools and shortness of  breath. He was in good 
health with no specific family or past medical history. His 
body temperature was 36.5℃, blood pressure was 148/ 
82 mmHg, and radial pulse rate was 70 beats/min and 
regular. He had anemia, but no jaundice. Neurological 
examination revealed no abnormal findings. Laboratory 
tests showed a red blood cell count of  318 × 104/μL 
[normal range (NR), 430 × 104-570 × 104/μL], a white 
blood cell count of  7600/μL, a platelet count of  30.8 × 
104/μL, and a hemoglobin concentration of  8.9 g/dL 
(NR, 14-18 g/dL). Endoscopic examination of  the upper 
digestive tract revealed a large peduncular polyp, about 
30 mm in diameter, arising from the wall of  the second 
portion of  the duodenum (Figure 1A). The polyp head 
was lobulated. GI bleeding occurred from the base of  
stalk of  the polyp (Figure 1B and C). It was suspected to 
be a BGH, from the endoscopic findings. An air-contrast 
barium meal also revealed a pedunculated polyp in the 
second portion of  the duodenum (Figure 2). There was 
no lesion in the esophagus and stomach. Endoscopic 
polypectomy was performed (Figure 3). The cut surface 
of  the resected specimen showed an approximately 3-cm 
whitish mass (Figure 4). Histological examination of  
the specimen revealed that the main body of  the polyp 
contained several lobules of  mature Brunner’s gland 
with areas of  cystic dilatation (Figure 5). The surface 
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epithelium consisted of  normal duodenal mucosa with 
areas of  focal ulceration. The base of  the stalk was 
ulcerated. There was no evidence of  malignancy. The 
lesion was diagnosed as a pedunculated BGH of  the 
duodenum. After endoscopic polypectomy, the symptom 
of  tarry stools resolved.

DISCUSSION
The etiology of  BGH remains obscure. BGH is 
present mostly in middle age without any gender 

predominance[3]; however, cases have been described 
from early infancy to even 80 years of  age. BGHs have a 
broad range of  sizes (0.5-12 cm)[1,4-6]. The most common 
location is the posterior wall of  the duodenum near 
the junction of  the first and second portions. BGHs 
were found in the duodenal bulb in 70% of  cases, in 
the second portion of  the duodenum in 26%, and in 
the third portion in 4% in one series of  27 patients by 
Levine et al[3]. In the present case, it was located in the 
second portion of  the duodenum.

BGHs are usually asymptomatic and often detected 

CBA

Figure 1  Endoscopy images. A large lobulated peduncular polyp, about 30 mm in diameter, in the second portion of the duodenum (A and B) and bleeding from the 
base of the stalk of the polyp (C).

Figure 2  Double contrast radiograph of the duodenum showing an 
approximately 3-cm peduncular polyp.

Figure 3  Endoscopic polypectomy was performed and the resected 
specimen was moved into the stomach.

Figure 5  Microscopic findings of the polypectomy specimen. Low-power 
view of a cross section showing submucosal proliferation of Brunner’s gland 
below the duodenal mucosa (HE x 10, x 100).

Figure 4  Macroscopic findings of the polypectomy specimen. The cut 
surface showed an approximately 3-cm whitish mass.
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incidentally on barium meal or endoscopy[1,6]. Another 
review of  the literature has revealed that the main 
clinical feature of  BGH is GI bleeding or bowel 
obstruction[1,2,4,6,7]. The diagnosis of  BGH is usually 
made by a combination of  radiographic and endoscopic 
findings. The radiographic finding of  large localized 
BGHs is a sessile or pedunculated polypoid filling 
defect[1,6,8]. Endoscopic characteristic findings, like 
radiographic findings, are as follows: (1) pedunculated 
polyp, although 11% can be sessile[3,9,10]; (2) polypoid 
or lobulated mass; and (3) covered with normal 
mucosa[3,11,12]. BGH should be distinguished from other 
duodenal lesions such as leiomyoma, polypoid adenoma 
of  the superficial mucosal glands, aberrant pancreatic 
tissue and malignant tumors[1,4,13,14]. Diagnosis is rarely 
conclusive on endoscopic biopsies because the lesion 
locates mainly in the submucosal layer, and the biopsy is 
often not deep enough to reach the submucosal tumor 
tissue[1,6,13]. The final diagnosis of  BGH depends on the 
pathological findings of  resected specimens obtained by 
endoscopic mucosal resection, polypectomy or surgical 
treatment.

As to therapy, BGH of  the duodenum can best be 
removed endoscopically, because it is thought to be 
clinically and histologically benign. However, endoscopists 
should be aware that there have been rare case reports 
of  malignancy arising from Brunner’s gland[1,4,15,16]. 
Endoscopic or surgical treatment is necessary if  GI 
bleeding occurs[4,7,11-14], as in the present case. GI bleeding, 
typically manifested by hematemesis or melena, from 
ulceration or erosion of  the mucosa stretched over the 
submucosal lesion, may occur and can occasionally be 
massive and rarely fatal[3,10,13]. In the present case, bleeding 
was caused by ulceration of  the stalk. The mechanism 
underlying GI bleeding in the present case was atypical.

In conclusion, we report a case of  pedunculated 
BGH of  the duodenum causing upper GI hemorrhage. 
BGH should be generally taken into consideration as a 
differential diagnosis of  duodenal masses. BGH is not 
fatal and patients remain asymptomatic in their daily 
lives, except for GI bleeding or bowel obstruction. 
Endoscopists should be aware that BGH may exhibit the 
aforementioned endoscopic characteristics and may cause 
GI bleeding.
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