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Duodenal duplication cyst: a rare cause of gastro-intestinal obstruct
ion                                                                         

Duodenal duplication cysts are rare congenital anomalies usu-
ally found in children, but rare cases have been described in 
adults.
We report the case of a duodenal duplication cyst in a 54-year-
old man who presented with a gastrointestinal obstruction inher-
ent to endoluminal hemorrhage. Diagnosis was evocated by en-
doscopy. It was confirmed by computed tomography, oesogasto 
duodenal swallowing and magnetic resonance imaging.

Partial cystectomy with mucosal stripping was performed via a 
midline laparotomy. The patient’s recovery was uneventful. The 
diagnosis was confirmed by histological examination of the op-
erative specimen.

In elderly patients with atypical presentation associated to cystic 
structures neighboring the duodenum, a high index of suspicion 
is required to diagnose this rare congenital pathology. Complete 
excision is the optimal treatment, but in some cases, partial cys-
tectomy or endoscopic procedures can be performed.
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Introduction:

Intestinal duplications are mostly diagnosed in 
children, and less than 30% of all cases are di-
agnosed in adults [1,2]. Duodenal duplications 
(DD) are extremely rare and comprise less than 
5% of all intestinal duplications.

We report a rare case of DD in an adult man re-
vealed by unusual manifestation of GI bleeding 
with vomiting and duodenal obstruction. Diag-
nosis was confirmed by imaging and operative 
findings with subsequent histopathological ex-
amination.

Case report:

A 54-year-old man with no medical history sought 
medical consultation because of two months his-
tory of recurrent vomiting. He was referred to us 
with the diagnosis of gastric outlet obstruction. 
Physical examination revealed nothing signifi-
cant. Laboratory examination revealed functional 
renal insufficiency without electrolytic perturba-
tions and normocytic anemia, with hemoglobin 
level of 10.5gr/dl.  Endoscopy after stomach as-
piration revealed that the second portion of the 
duodenum was narrowing because of extralun-
minal compression by an oval “blue”cyst forma-
tion. Computed tomography with contrast injec-
tion and ingestion showed an extralunminal cyst 
formation developing in the lateral wall of the 
second duodenum wall compressing it. This cyst 
formation didn’t communicate with the digestive 
luminal and extending until the third portion of 
the duodenum. The gallbladder and the extra 
hepatic biliary tract were not distended (Fig1). 
A complement by MRI had confirmed the cystic 
nature of the formation depending in the exter-
nal wall of the second portion of the duodenum, 
without anatomic relationship with the terminal 
portion of the extra hepatic biliary tract and the 
vaterian ampulla (Fig.2). The lesion seemed to 
be causing narrowing of the duodenal lumen. 
At laparotomy, after a kocher maneuver, inves-
tigation disclosed a cyst structure 4 cm length 
located in the external lateral portion of the sec-
ond duodenum (Fig. 3). After duodenotomy, we 
confirmed no communication with the bile duct 
or adjacent pancreas was identified. The later-
al part of the cyst was excised and the remnant 
mucosa directly attached to the duodenal wall 
was cauterized. After this, we primarily closed 

the lining defect in the duodenal wall with a 4/0 
vicryl one layer simple suture.

The post operative course was uneventful and 
the patient was discharged at 4th postopera-
tive day. The pathologic examination showed a 
compatible duodenal wall with partially denuded 
epithelium consistent with the diagnosis of DD 
cysts. Fourteen months after surgery, the patient 
fill well without complaints.

Discussion:

Intestinal duplications are very rare congenital 
anomalies. Duodenal duplications (DD) cysts 
are the rarest ones with less than 5% of all in-
testinal duplications [1,2]. The definition includes 
a smooth-muscle coat, an alimentary epithelial 
lining and an intimate attachment to the GI tract. 
They can be cystic or tubular, communicating or 
not communicating [1,3,4]. Our case report has 
some particularities owing to its first manifes-
tation in the adulthood, the uncommon clinical 
presentation with duodenal obstruction caused 
by endoluminal hemorrhage and the anatomical 
location in the antimesenteric side of the second 
duodenum which is very rare.

As we have said, DD cysts are mostly diag-
nosed in childhood and such a lesion are rare-
ly detected in an adult like in the current case 
[1,2,4]. They have diverse clinical manifestations 
depending in the location, the presence or not 
of complications and the relationship with adja-
cent organ especially the pancreas and the bili-
ary tree. Recurrent nausea, vomiting, abdominal 
mass, pancreatitis, jaundice can be seen [5-10]. 
In the systematic review of Chen et al. compiling 
47 cases of DD cysts, 80% of patients presented 
with abdominal pain and only 18 patients were 
older than 20 years [1]. In some cases, ectopic 
gastric mucosa can appear and cause ulceration 
and lead to bleeding like in our case reported.

Preoperative diagnosis is not easy and is a chal-
lenging because the symptoms are no specifics 
and the entity is very rare. The doubled- layered 
wall of the duodenum is used to reach a diagno-
sis. On ultrasonography, we found a mass with 
an inner hyperchoic rim corresponding to the 
mucosa and submucosa surrounded by a hy-
poechoic layer corresponding to the muscularis 
propria “the Gut Signature”. Barium studies of GI 
demonstrate the mass effect and displacement 
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Fig.1: Axial reconstruction computed To-
mography with arterial phase: Cyst for-
mation developing in the external side of 
DII with spontaneous hyper density due 
to GI bleeding.

Fig.2: MRI: A- Coronal reconstruction with T2 weighted image demonstrating the external cyst of 
DII with heterogeneous content. B: Axial reconstruction T2 weighted image with spontaneous hyper 
intense fluid content of the duodenal cyst.DII and DIII were internally displaced and compressed by 
the mass.  C: Cholangiopancreatico MRI showing no relationship of the cyst with the Vaterian am-
pulla or the biliary duct.
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of normal alignment in the non-communicating 
cyst, but in the communicating type, the cyst it-
self is being filled with barium [1,4,7,9]. In our 
case, the diagnosis was firstly suspected by the 
endoscopy that showed a blue- external cyst in 
the external part of the DII narrowing the lumen 
and causing duodenal obstruction. The blue as-
pect is caused by the endoluminal hemorrhage in 
the cyst. The abdominal computed tomography 
(CT) with multiplanar reconstruction and Mag-
netic Resonance Imaging (MRI) have facilitated 
the diagnosis and the evaluation of the relation-
ship with the pancreas and the biliary tree so, we 
can speculated the best management (surgical 
or endoscopic approach). Some authors advo-
cated the need for preoperative or per operative 
cholangiopancreatography to exclude bilio-pan-
creatic communication with the duplication cyst 
[]. In our case, despite the unusual location of 
the DD cysts in the lateral part of DII, MRI didn’t 
found any communication or relationship with the 
papilla of Vater or bile duct. Differential diagno-
sis should be mindful of choledocele, pancreatic 
pseudocyst, cystic dystrophy of duodenal wall or 
intraluminal diverticulum [1,10,11].

Management of the DD cysts depends on the 
location and proximity to the duodenal wall, the 
pancreas or biliary tracts. Surgery for symptom-
atic or complicated lesions is always justified. For 
those asymptomatic the indications remain con-
troversial, but for us they are justified because 
the risk of malignancy and complications partic-
ularly in the gastric ectopic mucosa (ulceration, 
bleeding, perforation) [1,7,11]. The ideal treat-
ment of DD cysts is complete surgical resection 
if their locations allow it without damaging the 
neighboring structures. For the cysts that involve 
the pancreatic head and biliary tract, the treat-
ment of choice is pancreaticoduodenectomy. 
In our case, because its location in the external 
side of the duodenal wall, partial cystectomy with 
mucosa cauterization was performed.

Some case or laparoscopic approach was report-
ed particularly for DD Cysts in their extra luminal 
locations [12]. For those locations, endoscopic 
internal derivation or marsupialization cannot be 
performed because cannot remove the mucosal 
layer. But, for communicating and intraluminal 
types, endoscopic internal derivation was found 
to be effective and avoid the morbidity associat-
ed with surgery [4]. However, the natural history 

of DD cysts remain uncertain and some case of 
malignancy have been reported so, endoscopy 
and biopsy is recommended after treatment and 
in the presence of ectopic gastric mucosa, sur-
gery is recommended because of the risk of sub-
sequent hemorrhage [11,13]. 

Conclusion :

Duodenal duplication is very rare congenital mal-
formation. Diagnosis should be considered even 
in elderly patients who present with abdominal 
symptoms and cystic lesion neighboring the duo-
denum on radiology. Total excision is the choice 
of treatment, but partial cystectomy or internal 
derivation by endoscopy should be considered 
in certain scenarios.
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Fig.3: Operative view with the stitches exposing the edges of the duodenal duplication.


