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ABSTRACT: Colonic duplication cysts are rare entities. Clinical presentation depends upon the 

location, size and the presence of heterotropic gastric mucosa. We present a case of Transverse colon 

duplication cyst presenting as a subhepatic cystic lesion which was treated successfully.  
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INTRODUCTION: Enteric duplication cysts are rare congenital anomalies, with an estimated incidence 

of approximately 1 in 10,000 live births1. Colonic duplication cysts are much rarer entities.2 They vary 

greatly in appearance, size, location and symptoms. Presentation can occur at any age,3 but more than 

three quarters of those giving rise to symptoms do so in the first 2 years of life2. We present a case of 

colonic duplication cyst presenting as a subhepatic cystic lesion, successfully managed surgically.  

 

CASE REPORT: A three year and half year old male child, presented to us with a history of recurrent 

attacks of abdominal pain for the last 3 months. Pain was colicky in nature, intermittent, lasting for half 

hour duration. There was a history of associated non-bilious vomiting present during attacks of pain. 

No history of fever, jaundice, loss of appetite or loss of weight present. Bowel habits were regular. On 

examination, the vital signs were stable, there was anemia or icterus. The abdomen was full, with no 

lump palpable, no hepatosplenomegaly. Hematological and biochemical investigations reports were 

within normal limits expect for a white blood cell count t (12,400/cumm) and increased platelet count. 

X-ray abdomen was normal.  

Ultrasound abdomen revealed a cystic mass in the right hypochondrium below the surface of 

the liver, suggestive of Choledhocal cyst. Computer tomography of the abdomen reported a well-

defined cystic mass lesion measuring 9x4.2cm (Figure 1), seen below the liver extending down to the 

duodenum. Contents were showing internal echoes, suggestive of Choledhocal cyst. Magnetic 

resonance cholangiopancreatography showed normal liver and extrahepatic biliary radiclea, a cystic 

nass mass in the right hypochondrium measuring 10.1 x 4.45 cm with internal echoes suggestive of a 

teratoma or duplication cyst. With inconclusive clinical features and radiological work-up, patient was 

taken up for surgery.  

Abdomen was explored through a right transverse supra umbilical incision. A 10x6 cm size 

cystic lesion was found occupying the space between liver, duodenum and transverse colon, densely 

adherent to all the surrounding structures (Figure 2). Upon dissection the cystic lesion was found to 

be sharing a common wall with the mid transverse colon (Figure 3). Complete excision of the cyst was 

done without colonic mucosal tear, no communication was found with the colon.  

Colonic serosa was repaired. Wound closed in layers. Oral feeds was started on the 3rd post-

operative day and discharged on the 8th post-operative day. Histopathology reported a duplication cyst 

with an inner lining of heterotropic gastric mucosa with a well-defined muscular outer wall. 
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DISCUSSION: Enteric duplications are uncommon congenital lesions that can occur anywhere in the 

gastrointestinal tract from mouth to the anus and frequently they present with severe complications.  

 These anomalies have three defined characteristics: 1. the presence of a well-developed 

smooth muscle coat, 2. the epithelial lining represents some portion of the alimentary tract and 3. Most 

duplications are either cystic or tubular in shape. 

 

Various theories have been postulated regarding the origin of duplication cyst such as: 

1. Split notochord theory.4  

2. Defects of recannalisation.5  

3. Remnants of intestinal diverticuli.6  

 

Although intra-abdominal duplication cyst can give rise to symptoms at any point in life,3 65% 

of those that present with symptoms do so within the first year of life and 87% by 2 years of age.2 This 

patient presented at age of 31/2 years. Duplications occur more commonly in the ileum, colon being 

much rarer. Colonic duplications cyst usually present with features of intestinal obstruction either by 

direct compression, volvulous and intussusception. 

In our patient since the location of the cyst was in the right hypochondrium a colonic was not 

suspected. USG and CT abdomen are usually aid in diagnosis of duplication cyst but in our patient they 

failed to do so.7,8 

The cyst was found on laparotomy to be arising from the transverse colon. Histopathology 

confirmed the diagnosis as a duplication cyst of the colon with a inner lining by heterotropic gastric 

mucosa and outer serosal muscular coat2. 

Although ultrasound, CT scan and MRCP contribute to the diagnosis of duplication cysts, their 

presentation is varied and they are often confirm upon exploration9. In conclusion a high index of 

suspicion is required in diagnosing subhepatic cysts as duplication cysts. 
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Figure 1: CT abdomen showing a cystic mass below the liver extending upto the duodenum. 

 

 

 

 

Figure 2: Clinical photograph showing the intra-abdominal cystic lesion. 
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Figure 3: Clinical photograph showing the cystic mass sharing a common wall with the colon. 
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