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A huge solitary duodenal hamartoma; A rare endoscopic finding
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Abstract

Background: Duodenal polyps are not commonly observed and are typically associated with conditions such as Familial 
adenomatosis polyposis or Peutz-Jeghers syndrome. However, there are rare instances where duodenal polyps may be 
encountered as isolated polyps, causing gastrointestinal symptoms. 

Case presentation: We present a case of a 41 years old female patient presented with upper GI symptoms, upper endos-
copy revealed an accidentally huge duodenal polyp. A hemoclip was applied to the base of the polyp and then removed 
by polypectomy snare, a small defect was closed successfully with 2 hemoclips. The histopathology revealed a polypoid 
lesion overlying lobules of Brunner’s gland hyperplasia separated by fibromuscular septa, hamartoma. 

Conclusion: Solitary hamartomatous duodenal polyps remain asymptomatic until huge size or complicated. The successful 
treatment depends on the size and location upon which could be resected either endoscopically or surgically.
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Background 

Generally, duodenal polyps are uncommon, they are usually 
found with Familial adenomatosis polyposis or Peutz-Jegher’s 
syndrome, but maybe rarely seen as a solitary polyp present-
ing with gastrointestinal symptoms [1]. Duodenal polyps are 
usually asymptomatic and symptoms are usually related to 
size and location and range from dyspepsia, and abdominal 
pain, to more seriously overt gastrointestinal bleeding, intus-
susception, and gastric outlet obstruction [2]. CT and MRI are 
useful for diagnosis, moreover, Endoscopic ultrasonography 
(EUS) and EGD provide very useful information regarding tu-
mor characteristics [3]. 
Duodenal subepithelial lesions include lipomas, gastrointes-
tinal stromal tumors, and carcinoids, meanwhile, mucosally-
based duodenal lesions include Brunner’s gland tumors, soli-
tary Peutz-Jeghers polyps, and non-ampullary and ampullary 
adenomas which can require removal and are typically ame-
nable to endoscopic resection [4]. 
Not unexpectedly that the prevalence of a duodenal polyp on 
EGD is low, with a reported rate of less than 1% to 5% [5, 6]. 
Gastrointestinal polyps are a heterogeneous group of lesions 
that could be divided into hyperplastic, juvenile, inflammato-
ry, adenomatous, and hamartomatous polyps [7]. The duode-
nal hamartomas are histological malformations composed of 

abnormal tissue normally found in duodenal mucosa; it could 
be seen also macroscopically as a circumscribed tumor pro-
truding through the mucosa into the lumen [8]. They may be 
solitary (solitary PJ polyp or solitary juvenile polyp) or multiple 
[1]. Endoscopic resection of duodenal lesions is challenging 
due to a narrow lumen; difficult endoscope position; a thin 
deep muscle layer that results in a higher rate of perforation; 
an extensive vascular network supplied by the gastroduode-
nal artery that increases the risk of bleeding, which can be 
severe and potentially life-threatening [9-11]. With advanced 
endoscopic and modern imaging techniques that are now ex-
isted, the resection of large mucosally-based duodenal lesions 
became possible with a low risk of complications [4].Surgical 
resection is reserved for difficult cases such as giant lesions ex-
ceeding 10 cm, multiple lesions, lesions close to the papilla of 
Vater, or complicated cases such as intussusception or intes-
tinal obstruction [3]. To our knowledge, there are only a few 
reported cases of solitary duodenal hamartomatous polyps in 
adults [12].

Case presentation

We present a case of a 41 years old female patient who pre-
sented to us with upper GI symptoms in form of gradually 
progressive postprandial epigastric pain and dyspepsia for a 
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one-year duration. There was no history of any GI bleeding, 
anorexia, weight loss, mucocutaneous pigmentation of the 
lips, or fingers suggestive of Peutz-Jegher’s syndrome in the 
patient or anyone in her family. No past significant medical 
or surgical illness. Her clinical examination was normal with a 
normal body mass index (BMI) and a normal laboratory pro-
file. The patient received non-specific treatment in form of 
proton pump inhibitors and H2 blockers for a one-year dura-
tion with no improvement in her symptoms.
The patient underwent EGD which revealed an accidentally 
discovered huge polyp (about 4cm in diameter) arising from 
the posterior duodenal wall with normal overlying mucosa 
and a positive pillow sign (figure 1). A hemoclip was applied 
to the base of the polyp (figure 2) and then removed by pol-
ypectomy snare (figure 3). After the removal of the polyp, a 
small defect was seen (figure 4) that was closed successfully 

Figure 1: Solitary huge duodenal polyp arising from the pos-
terior wall.

Figure 2: A hemoclip at the base of the polyp.

Figure 3: Resection of the polyp by the snare polypectomy.

Figure 5: Successful closure of the defect with 2 hemoclips.

Figure 4: A small defect after removal of the polyp.
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Figure 6: After dividing the polyp, it was impossible to extract 
it through the pylorus.

with 2 hemoclips (figure 5). Due to the large size of the polyp, 
it was impossible to extract it (figure 6), therefore, we decided 
to divide it into two halves and extract each half separately 
but unfortunately, they passed rapidly and distally and we 
could not catch it. There were no complications related to the 
procedure and the patient had immediate relief of symptoms 
post-procedure.
The patient was informed to monitor her stool and get the 
polyp and send it for histopathology after defecation. Finally, 
the histopathology revealed a polypoid lesion covered with 
focally ulcerated duodenal mucosa overlying lobules of Brun-
ner’s gland hyperplasia separated by fibromuscular septa, 
hamartoma.
Follow-up endoscopy after one month revealed no residual or 
recurrent polyps, and the patient remained asymptomatic. 

Discussion

The duodenal polyps or lesions are uncommonly and acciden-
tally found on EGD that are performed for other reasons with 
limited case reports present in literature. It could be a sub-
epithelial or mucosally-based lesion. The type of lesion is the 
cornerstone for the determination of the work-up plan and 
the possible therapeutic options [5]. A solitary duodenal ham-
artomatous polyp is very rare, and only a few reports have 
described its characteristic endoscopic features [12]. Herby, 
we portray a case of a huge solitary duodenal hamartoma as 
being a rare and accidental finding in a 41 years old female pa-
tient who presented with upper GI symptoms of one-year du-
ration that underwent a successful endoscopic polypectomy.
Being a benign finding; the duodenal polyps are usually as-
ymptomatic and rarely present with complications, those 
could occur with large polyps (≥4 cm) as dyspepsia, abdomi-
nal pain, overt gastrointestinal bleeding, intussusception, and 
gastric outlet obstruction [2, 13].
Moreover, the rarity of duodenal hamartomatous polyp, it 
could also occur without an association with a mucocutane-

ous pigmentation or a family history of Peutz-Jeghers; in this 
case, it could be diagnosed as a clinical entity different from 
Peutz-Jeghers syndrome called solitary Peutz-Jeghers type 
hamartomatous polyp [1, 14].  
Gonzalez A, et al. reported a very interesting and unique case 
report of a hamartomatous duodenal polyp that was associ-
ated with intestinal schistosomiasis in a 35-year-old woman 
who presented with dull abdominal pain [15]. 
In symptomatic cases, the management is usually not needed 
and they are observed unless symptomatic, which requires 
resection. Endoscopic options are available and challenging, 
surgery is reserved for difficult endoscopic cases or complica-
tions [2].
Obvious and critical factors for endoscopic resection of duo-
denal polyps or lesions include size, location (particularly in re-
lation to major and minor papillae), and whether it is mucosal-
ly-based or subepithelial [4]. Snare polypectomy, unroofing, 
endoloop, submucosal dissection (also called mucosectomy) 
and endoscopic submucosal dissection (ESD) are the reported 
and well-established techniques for endoscopic therapy of GI 
lesions [4].
Success rates for complete endoscopic removal of duodenal 
adenomas range from about 70% to 100% in the reported lit-
erature [16-24]. 
Kedia et al reported the success rate of endoscopic mucosal 
resection (EMR) reaching up to 95% for polyps involving < 25% 
luminal circumference, compared to 46% for polyps involving 
25% to 50% of the luminal circumference, and 0% for polyps 
encompassing > 50% of the luminal circumference [17]. 
Basford and Bhandari review of several studies reported that 
80% of the cases were completed within one session, 17% 
within two sessions, and 3% in three sessions [16]. 
The literature review reveals that there have been document-
ed cases of Brunner's gland hyperplasia varying in size from 
0.7 to 12 cm, with an average size of 4 cm. However, there 
are only a few reported cases where the size exceeds 5 cm 
[25-28]. In our knowledge, it is not more than twenty seven 
cases of solitary type hamartomatous polyp in the duodenum 
reported in literatures, considering it is rarity [29]. 

Conclusion

Solitary hamartomatous duodenal polyps are extremely rare 
findings of the gastrointestinal tract that could be expressed 
as an incomplete or initial form of Peutz-Jeghers syndrome (PJ 
syndrome). Usually, patients remain asymptomatic until huge 
size or complicated such as gastrointestinal bleeding, intus-
susceptions, or bowel obstruction. The successful treatment 
depends on the size and location and could be resected either 
endoscopically or surgically.
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