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Significant upper gastrointestinal hemorrhage and intussusception
due to a giant Brunner’s gland adenoma
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To the Editor,

Brunner’s gland adenoma (BGA), also known as polyp-
oid hamartoma, is a rare disorder of the duodenum.
BGAs are usually found incidentally, but as they grow,
potential problems can result. To our knowledge, the
combination of significant gastrointestinal hemorrhage
and intussusception as the initial clinical presentation
of a BGA is new (1). This is the first such case to be re-
ported.

A 49-year-old woman presented with intermittent
epigastric distension, pain, and melena for 1 year. The
abdominal pain was accompanied by nausea and vom-
iting. Physical examination revealed right upper quad-
rant tenderness.

Complete blood count showed a hemoglobin level of
76 g/L (normal: 120-160 g/L). Other laboratory findings
were normal. Gastroscopy (OLYMPUS CV-260, Tokyo,
Japan) displayed a large, pedunculated polypoid mass
originating from the entrance of the second part of
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the duodenum (Figure 1a). Multiple biopsy specimens
showed non-specific inflammation. Endoscopic ultra-
sonography (EUS) demonstrated a lesion containing
multiple echogenic, round, and some anechoic areas in
the submucosa. Contrast-enhanced computed tomog-
raphy (CT) scan showed a heterogeneously enhancing
intraluminal mass with multiple cystic low-density ar-
eas. The second and third portions of the duodenum
were displaced towards the distal jejunum.

In this condition, endoscopic excision would have been
inadequate and even dangerous. Accordingly, a trans-
duodenal polypectomy was performed. Macroscopi-
cally, it was 6 by 3 centimeters in size. The pathologic
diagnosis was BGA (Figure 1b). The patient’s postopera-
tive recovery was uneventful, and she was followed up
in remission for 1 year.

Brunner's gland adenoma was first described by Cru-
veilhier in 1835. They are found most commonly in the
duodenal bulb, 0.5 to 2.0 cm in diameter, and tend to
present in middle age with no race or gender predomi-
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Figure 1. a, b. A large cylindrical polyp in the second part of the duodenum (a). Microscopically, clusters of submucosal proliferation
of Brunner’s glands are separated by fibrous stroma, in which smooth muscle, dilated ducts, and vessels can be seen (hematoxylin and

eosin, magnification x100) (b).

Address for Correspondence: Tong-Yu Tang, Department of Gastroenterology, First Hospital of Jilin University, Changchun, China

E-mail: tangtongyu@163.com
Received: 17.82013 Accepted: 17.10.2013

© Copyright 2014 by The Turkish Society of Gastroenterology « Available online at www.turkjgastroenterol.org - DOI: 10.5152/tjg.2014.5996




Turk J Gastroenterol 2014; 25: 446-7

nance (2). Patients are either asymptomatic or present with
complaints, ranging from nonspecific, epigastric discomfort to
gastrointestinal obstruction and bleeding.

Standard endoscopic mucosal biopsies are often not deep
enough to reach them. Therefore, the definitive diagnosis is
established by examining the histology of EUS-FNA smears or
resected samples (3).

Treatment is recommended for tumors larger than 2.0 cen-
timeters, even if they are asymptomatic. Various strategies,
such as endoscopic, surgical, or a combination of both, are
used, depending on the situation (4,5). Generally, BGAs are
benign and have a good prognosis.

To conclude, giant BGAs may have unusual presentations. De-
lays in diagnosis often reflect the nonspecific nature of the
symptoms. Extensive preoperative or even intraoperative eval-
uation is required to narrow down the differential diagnosis
and help avoid overtreatment.
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