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Duodenal duplication cyst with enteroliths
diagnosed by echoendoscopy and treated
by endoscopic marsupialization
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Duodenal duplication cysts (DDC) are rare congenital anoma-
lies primarily occurring during childhood. The duodenum is the
site least frequently involved®. The symptoms of DDC depend on
size and location; among adults, they frequently are of an obstruc-
tive nature and involve nausea, vomiting, pain, cholestasis, and
pancreatitis. In the past, definitive diagnosis and treatment were
usually based on a standard surgical approach®. DDC may contain
stones, although this is a very rare presentation-*9.

We report the case of a 31-year-old woman with an episode of
epigastric pain of strong intensity 9 months ago, accompanied by
nausea and vomiting, initially treated as dyspepsia. An abdominal
ultrasound revealed cholecystolithiasis and a solid mass in the duo-
denum (5.0 x 4.9 x 2.6 cm) (FIGURE 1.A). Contrast examination
of the duodenum revealed a filling defect occupying almost 90%
of the intestinal lumen (FIGURE 1.B) and duodenoscopy revealed

FIGURE 1. A- Abdominal ultrasound: duodenal cholecystolithiasis (arrow)
and a nonspecific duodenal solid mass (*) measuring 5.0 x 4.9 cm. B- En-
doscopic view: bulging formation with a normal mucosa close to the major
duodenal papilla, feeling soft when touched with an endoscopic forceps
(pillow sign). C- Contrast duodenography: filling defect (arrow) located
close to the duodenal papilla and occupying almost 90% of the duodenal
lumen. D- EUS: anechoic area (3.4 x 2.8 cm) (*) containing stones (arrow).
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a subepithelial tumoral mass (FIGURE 1.C). The diagnosis of a
DDC with an anechoic area filled with enteroliths was based on
the findings of endoscopic ultrasound (EUS) (FIGURE 1.D).

Treatment consisted of endoscopic marsupialization during
EUS using needle knife sphincterotomy in order to perforate the
wall of the cyst and a polypectomy snare in order to expand the
incision of the previous perforation®™i¢ (FIGURE 2.A). The
lateral margins of the cyst were resected with a polypectomy
snare and analyzed microscopically for confirmation of the DDC
(FIGURE 3). Five months after the procedure, the patient was
well, with no cyst recurrence (FIGURE 2.B).

FIGURE 2. A- Endoscopic procedure: papillotomy performed in order
to open the entire bulging area and to remove the stones. B- Control
duodenoscopy five months after the procedure.
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FIGURE 3. Histopathology: duodenal duplication cyst showing the
invaginated duodenal wall in the submucosa (arrow). Panoramic view
(original 20x magnification, hematoxylin and eosin).

DDC have a smooth muscle layer lined with intestinal mucosa,
they communicate with some portion of the digestive tract, and
are filled with clear fluid or bile when they are connected with the
papilla. In addition, the presence of enteroliths may be attributed
to food stasis and alkalinity™9,

In the present case, the diagnostic differentiation of the cystic
mass observed had to be made between DDC and choledochal
cyst. Taken together, EUS findings such as definition of the lesion’s
walls, the fluid content with enteroliths, the normal distal bile duct
and the relationship with the major duodenal papilla were of help
for the definition of the diagnosis and for the choice and execution
of minimally invasive treatment by endoscopic marsupialization,
with a tissue sample sufficient for histopathological diagnosis
being obtained.

Malignant transformation of DDC is quite rare’*, but should
be kept in mind in the decision-making process regarding partial or
total resection. The elimination of secretion stasis in the residual
lesion and repetition of endoscopic exams are recommended for
patients submitted to endoscopic treatment®.
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