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A 50−year−old man was referred to our
hospital for evaluation of indigestion. The
physical examination was unremarkable.
Routine laboratory tests showed regular
findings. Upper endoscopy revealed inci−
dentally a huge pedunculated polyp on
the posterior wall of the bulb of the duo−
denum (Figure 1). Endoscopic ultrasono−
graphy showed that the submucosa pro−
jected up into the 11−mm thick stalk of
the polyp.

Endoscopic resection was performed. Two
detachable snares were applied to the
base of the stalk to prevent bleeding after
polypectomy. The snare loop for severance
was placed just above these two snares,
while the stalk was straightened with a
pair of grasping forceps which were
passed through the secondary accessory
channel of a double channel endoscope.
The strangulated polyp was cut by electric
current while its head was grasped with a
basket so as not to lose the specimen. Ex−
traction of the large polypectomized spe−
cimen through the pyloric ring and the
esophagus presented a considerable chal−
lenge. The stump site was examined im−
mediately after polypectomy for any evi−
dence of residual lesion (Figure 2).

The excised tumor, measuring 3.5 � 5 cm,
was fixed in formalin (Figure 3). On mi−
croscopic examination, the tumor was
found to be composed of hyperplastic lob−
ules of Brunner�s glands. They were sep−
arated by intervening bands of fibrous tis−

sue, adipose tissue, ducts and well devel−
oped aggregated lymphoid tissue (Fig−
ure 4). No evidence of malignancy was
found in the hyperplastic Brunner�s glands
or in the surrounding duodenal mucosa.
The patient recovered uneventfully and
was discharged. Endoscopy at 6 weeks
after resection showed no residual tumor.

Hyperplasia of Brunner�s glands, or so−
called Brunneroma, which is rarely ac−
companied with adenocarcinoma [1],
may be excised endoscopically, even if
the Brunneroma is large [2]. The endosco−
pist must be aware that the complication
rate for polypectomy in the duodenum is
higher than that for the stomach or the
colon. Also the proximity of important
anatomical structures should always be
considered [3].
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Endoscopic removal of giant Brunneroma
presenting as a large pedunculated polyp

DOI: 10.1055/s−2006−945153Figure 3 The resected specimen.

Figure 2 Stump site with no evidence of
bleeding.

Figure 1 Endoscopic view of the Brunnero−
ma at the posterior wall of the bulb of the
duodenum.

Figure 4 Histologic section of the tumor
composed of hyperplastic lobules of Brun−
ner�s glands (hematoxylin and eosin [H&E];
original magnification � 25).
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