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Abstract 

The caecum is one of the rarest sites of intestinal duplication
cysts. The most common symptomatology includes vomiting,
abdominal pain, abdominal distention, palpable mass and rectal
bleeding. Most of the duplications are diagnosed within the first
two years of life, including prenatal diagnosis. Only few cases of
caecal duplication have been reported in the literature up to the
present day. We are going to present a case of a five-years old girl
with caecum duplication who reached our ward due to abdominal
distension with no other symptoms.

Introduction 

The pathophysiology of EDCs remained unclear.1,2 It is a chal-
lenge to the medical practitioner when dealing with an infant with
duplication cyst because of the intermittent nature of the disease.

Gastrointestinal duplications are congenital malformations
that can involve any part of the Gastrointestinal (GI) tract from the
mouth to the anus. The incidence of enteric duplication cysts is
reported to be 1 in every 4,500 live births1,2 and it is about 1% of
GI tract anomalies. Caecal duplication is very rare: only few cases
have been reported in literature.3,4 The most frequent symptoms
are abdominal pain, abdominal distension, palpable mass and rec-
tal bleeding. Most of the duplications are diagnosed prenatally or
within the first two years of life. We are going to present the case
of a five-years old girl with caecum duplication who reached our
ward due to a significant abdominal distension with no previous
diagnosis of intestinal duplication.

Case report

A five-years old girl reached our Emergency Room due to a
significant abdominal distension present for about 2 months with
absence of any other symptoms such as rectal bleeding, vomiting
or abdominal pain or constipation. On physical examination, the
abdomen was globular, soft and non-tender, painless on superficial
and deep palpation and hypochondriac organs were within limits
as far as assessable. Peristalsis was present and valid, and a signif-
icant tympanism at the percussion in epi-mesogastric regions was
present. Blood tests were all normal. The general conditions of our
patient were good apart from the abdominal distension and that is
why an intestinal occlusion was improbable as clinical diagnosis.
Thus, an abdominal X-ray was not performed but only an ultra-
sonography. The abdominal ultrasonogram showed a cyst in the
mesogastric region with greater transverse and craniocaudal
dimensions being respectively 17cm and 9cm long with the pres-
ence of corpuscular contents and sediments in the inferior part
(Figure 1). An abdominal MRI was performed which showed the
presence of a mass with a liquid content in the central abdominal
quadrant, predominantly occupying the mesograstrium, left and
right pelvic regions. Cyst dimensions were approximately 16 cm
major latero-lateral axis, 6.5cm antero-posterior and approximate-
ly 8.5 cm craniocaudally starting from the mesenteric root of the
right pelvis (Figure 2). We conducted a median laparotomy, which
confirmed the presence of an enormous and thick-walled cystic
formation. We proceeded with the insertion of an 8 Ch catheter
inside the neoformation, securing its insertion point with a purse-
string suture to avoid any spillage. Endo-cyst fluid sample was
sent for extemporaneous cytological examination, which was neg-
ative for presence of malignant cells. Thus, the cystic content was
drained (780 mL), allowing recognition that the cyst arose from
the caecum (Figure 3). En-bloc resection of the neoformation with
the last 3 cm of ileum, caecum, appendix and of approximately 5
cm of the ascending colon was performed, followed by an ileocol-
ic termino-terminal anastomosis and closure of the abdominal
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wall. Sampling lymph node of the ileocecal corner showed reactive
hyperplasia. The histological examination confirmed the operative
suspicion of intestinal duplication.

Discussion 

Gastrointestinal duplications are congenital malformations that
can occur anywhere along the alimentary tract. Ladd in
19375 introduced the term “duplication of the alimentary tract” and
Gross in 19536 defined their clinical and pathological features.
According to Ladd and Gross, the intestinal duplications have an
intimate anatomical association with some portion of the gastroin-
testinal tract, being covered with epithelial lining representing
some portion of the gastrointestinal tract, a presence of a well-
developed coat of smooth muscle and sharing blood supply with

the native intestine. Depending on their morphology, we can dis-
tinguish between tubular duplications and cystic duplications. 
Enteric duplication cysts are a group of heterogeneous clinical

entity with varied clinical presentations due to the size, location,
type and mucosal pattern of the cysts. They are thought to occur
between the 4th and 8th week of embryonic development.2 The aeti-
ology of enteric duplications remained unclear. Duplication of the
ileum is the most common (33%), followed by oesophagus (20%),
colon (13%), jejunum (10%), stomach (7%) and duodenum (5%).1,2
Duplication of the caecum is very rare (3, 4). Oudshoorn7 has

reviewed 362 cases of duplication cysts reported in the literature and
found only 16 cases of caecal duplications. Presenting symptoms in
these cases are as follows: abdominal mass, intussusceptions, gas-
trointestinal haemorrhage or abdominal pain mimicking appendici-
tis. It can also cause chronic or acute intestinal obstruction.
The exact aetiology of the enteric duplications is unknown.

Enteric duplication cysts can occur at any age, in 80 % of cases
within the first two years of life. Furthermore, it may also occur in
association with a clinical picture of intestinal obstruction8,9 due to
invagination,10 volvulus or compression of the cyst itself.
We did not perform a formal right hemicolectomy because in

these cases it is not indicated or necessary; in fact, surgical proce-
dures of small cystic or short tubular duplication involve segmen-
tal resection, along with adjacent intestine, with a primary end-to-
end anastomosis. 
The prognosis of these type of malformations is very good. 
In our case, the peculiarity was the presentation with abdomi-

nal distension and no other significant clinical manifestations.
Ultrasonography was carried out in an attempt to obtain a more
accurate pre-operative diagnosis, which was actually achieved at
the operation and confirmed by subsequent post-operative histo-
logical examination. 
Whenever there is a cystic lesion in right abdominal quadrants

on ultrasonography in neonates and children, despite the absence
of a palpable abdominal mass, enteric duplication cyst is to be con-
sidered in the differential diagnosis, whether it is the most common
ileal variant, or like in our case, the rarest caecal duplication cyst
would be obvious only during the surgery.
The most common imaging modalities to diagnose duplication

cysts are ultrasonography and CT abdomen, but identifying the
exact location of cyst is still difficult.

 [La Pediatria Medica e Chirurgica - Medical and Surgical Pediatrics 2021; 43:246]                   [page 43]

Figure 1. Abdominal ultrasound showing the cyst with approxi-
mate dimensions of 17cmx9cm.

Figure 2. MRI of abdomen, the arrow shows the cyst with
approximate dimensions of 16x6.5x8.5.

Figure 3. Intraoperative finding, cyst walls (left white arrow) after
evacuation of 780 cc of turbid liquid, which origins from the cae-
cum (right white arrow).
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Although most of intestinal duplications present as intestinal
obstruction, our case showed only painless abdominal distension.

Conclusions
Our case was really challenging due to atypical history and

clinical presentation. We recommend taking caecal cyst in differ-
ential diagnosis of painless abdominal distension in paediatric
patients, although it is rare. 
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