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A 42-year-old man presented with a 2-
year history of vague epigastric discom-
fort, intermittent nausea and vomiting.
The patient denied weight loss. Results of
the laboratory studies were normal ex-
cept for a persistently elevated lipase lev-
el within a range of 150–300U/l (normal
range, 17–55). The serum albumin level
was 3.8 g/dl (normal range, 3.4–4.7) and
the CA 19-9 was 4U/ml (normal range,
0–37). A high resolution computed to-
mography (CT) scan of the abdomen (Fig-
ure 1A) revealed a circumferential intra-
mural cystic lesion (arrow) extending
from the descending duodenum to the
transverse duodenum. The cystic lesion
measured 5.5 - 5 cm at the level of the
pancreatic head and significantly con-
stricted the lumen of the second and third
portion of the duodenum. A coronal re-
construction of the axial CT images

provided a better delineation of a com-
plex multilobular circumferential cyst
(Figure 1B). An endoscopic retrograde
cholangiopancreatography (ERCP) was at-
tempted but cannulation of the ampulla
failed due to luminal narrowing. Upper
endoscopy demonstrated a narrowed
duodenal lumen and a lumpy mucosal
surface with patchy erythema (Figure 2).
Endoscopic ultrasonography (EUS) exam-
ination of the duodenumwas difficult, but
confirmed a large cystic lesion in the duo-
denum. Because of the progressively ob-
structing symptoms and the inability to
completely exclude a cystic tumor, the pa-
tient chose to undergo surgical resection.
Intraoperatively, a cystic mass, approxi-
mately 11 cm in length, was found. It ap-
peared to involve the head of the pan-
creas, and the second, third, and fourth
portions of the duodenum (Figure 3). Be-

cause of the uncertain nature of the le-
sion, as well as its intimate involvement
with the head of the pancreas, a pylorus-
preserving pancreatoduodenectomy was
performed. Reconstruction included an
end-to-side pancreaticojejunostomy, a
hepaticojejunostomy and a retrocolic
duodenojejunostomy.

Microscopic examination of the cystic
mucosa revealed cuboidal cell epithe-
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Figure 1 A A high-
resolution comput-
ed tomography
(CT) image of the
abdomen reveals a
circumferential cys-
tic lesion (arrow) ex-
tending from the
descending duode-
num to the trans-
verse duodenum.
B A three-dimen-
sional reconstruc-
tion of the CT image
delineates the com-
plex multilobular
cystic lesion.

Figure 3 The resected specimen shows the
multilobular cystic mass, approximately
11 cm in length. The arrows indicate two duo-
denal strictures.

Figure 2 Endoscopic view demonstrates a
narrowed duodenal lumen and a lumpy mu-
cosal surface with patchy erythema.
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lium. Examination of the two strictured
areas demonstrated dense fibrosis in the
mucosa and submucosa of the cystic
wall. The final pathological diagnosis was
duodenal duplication cyst with two duo-
denal strictures (Figure 3, arrows).

Duodenal duplication cysts are rare and
account for 5% of all enteric duplications.
They are usually found in the medial wall
of the first and second portion of the duo-
denum. Duodenal duplication cyst can
present with gastric outlet or duodenal
obstruction, recurrent pancreatitis and
gastrointestinal hemorrhage [1,2]. Al-
though CT scan, magnetic resonance chol-
angiopancreatography (MRCP), esopha-
gogastroduodenoscopy (EGD) and EUS
can suggest the diagnosis, this is usually
confirmed at laparotomy. The treatment
of duplication cysts is surgical resection
or surgical cystoduodenostomy if the cyst
is obstructing and symptomatic. Endo-
scopic drainage or removal of duodenal
duplication cyst has been reported [3–5].
If the cyst involves the pancreatic head
and biliary tract, the treatment of choice

is pancreaticoduodenectomy [2]. The
complex nature of the cystic lesion in our
patient precluded endoscopic interven-
tion and treatment.
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