
 

 

  
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Abstract:  

Duplication cysts are rare gastrointestinal congenital abnormalities of the GIT. Completely isolated duplication cysts are 

extremely rare. Herein we report a case of non-communicating isolated duplication cyst which was clinically, 

radiologically and at surgery (peroperatively) mimicking ovarian cyst.  A one day old female child presented with 

abdominal distension and a palpable abdominal mass. USG of the abdomen suggested a differential diagnosis of 

duplication cyst, mesenteric cyst or ovarian cyst. At surgery cyst was seen adherent to the right ovary. Histopathological 

examination revealed non communicating duplication cyst. 
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Introduction 

 Gastrointestinal duplications are rare and 

vary greatly in presentation, size, location and 

symptoms. They originate anywhere along the 

alimentary tract from the tongue to the anus, with 

ileum being the most common site and colon being 

the least common [1, 2]. They are either cystic or 

tubular. Cystic duplications rarely communicate with 

the intestinal lumen. In contrast, tubular duplications 

usually communicate with the intestinal lumen.  

 

 

 80% of cases present before the age of two 

years. Presentation is based on location and size of 

the lesion and may include vague abdominal pain 

and distension. Complications like bleeding, 

fistulisation, volvulus and malignancy are associated 

with duplication cyst [3]. In half of the cases, they 

are associated with the other malformations, mainly 

located in the vertebrae and genitourinary tract. 

Imaging studies such as computed tomography fail to 

characterize these lesions. Histology is the main stay 

in diagnosis. Surgery is recommended as 
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complications arise. There is no consensus on 

asymptomatic cases. In the present case patient had 

an asymptomatic cyst and underwent surgery. 

 Completely isolated duplication cyst (CIDC) 

is an extremely rare variety of gastrointestinal 

duplications. Only 13 cases have been reported and a 

duplication cyst associated with the ovary [4-7] has 

not been reported till date.  

 

Case report 

 A one day old female child was born with 

abdominal distension. On examination, the baby was 

active with abdominal distension and a diffuse mass 

over right hypogastric region extending to the 

epigastric region was noted. On ultrasound both 

ovaries were not visualised clearly and a large cystic 

lesion measuring 81.2 x 47.2 x 44 mm seen on the 

left side of abdomen extending from the liver to 

bladder with double wall and intestinal echoes. A 

presumptive diagnosis of duplication cyst, 

mesenteric cyst or ovarian cyst was made on 

radiology.  

 At laparotomy an infra umbilical transverse 

incision was made and a 15x8 cm large mass with 

both cystic and solid components possibly arising 

from the right ovary was noted. Cyst found to be  

having long pedicle of blood vessels arising from 

retro peritoneum (Figure 1). Cyst contained about 

150 ml of dark brown fluid. The enteric duplication 

cyst was excised in toto with the right ovary 

preserved. The postoperative period was uneventful. 

 Grossly a cystic mass measuring 6x6 cm was 

seen. On sectioning a unilocular smooth walled cyst 

filled with serous fluid was noted. Histopathology 

revealed cyst wall with gastric mucosa, sub mucosa, 

muscularis propria and myenteric plexus with mature 

ganglion cells (Figure 2: Photomicrograph of cyst 

wall showing gastric type of mucosa and muscularis 

propria with mature ganglion cells). 

 

Discussion 

 Duplication cysts were first described by 

Wendel in 1911 and few cases have been reported 

[7]. These are a rare variant of enterogenous 

duplication cysts and are completely isolated from 

the adjacent alimentary tract with an independent 

blood supply. The presence of typical histological 

features of duplication cyst would quantify a 

diagnosis of completely isolated enteric duplication 

cyst. They are uncommon congenital anomalies 

whose embryogenesis remains unknown and only 13 

cases have been previously reported in the literature. 

 

These cysts usually present as an incidental 

abdominal mass on antenatal ultrasound or in the 

perinatal period. Presentation as a slowly growing 

abdominal mass in the first or third decades of life 

has also been reported. 

 There are 3 main embryological theories for 

development of enteric duplication cysts. According 

to enteric bud theory proposed by Lewis & Thyng, 

buds of intestinal epithelium protrude into the lamina 

propria without maintaining connection with bowel 

lumen. 

 According to Menon et al., no discernible 

communication or connection with the adjacent 

alimentary tract along with the presence of the 

typical histopathological features of a duplication 

cyst would qualify for the diagnosis of a CIDC 

(completely isolated duplication cyst) [8]. Surgical 

resection is the treatment of choice and 

histopathology confirms the diagnosis. In the present 

case the presentation was rare. The duplication cyst 

was seen attached to the right ovary. No associated 

congenital anomalies were noted. The cyst wall was 

typically showing all intestinal layers including 

presence of mature ganglion cells. In the present 

case, there were no associated congenital anomalies, 

the cyst was seen attached to the right ovary and the 

histopathology revealed the presence of all the 

intestinal layers including presence of mature 

ganglion cells in the cyst wall. 

 

Conclusion 
 Duplication cysts should be considered in the 

differential diagnosis of abdominal cystic lesions and 

complete resection is possible. The case is presented 

in view of its rarity as a completely isolated enteric 

duplication cyst was seen attached to the ovary. 
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Figure 1: Intraoperaive findings showing cyst 

 
 

 

Figure 2: Photomicrograph of cyst wall showing 

gastric type of mucosa and muscularis propria with 

mature ganglion cells 
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