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1 | CLINICAL IMAGE
A 15-year-old female patient was referred to our hospital
with a suspicion of acute pancreatitis and a previous clinical
history of early satiety with postprandial fullness, epigastric
pain, nausea, and several vomit episodes.

Since ultrasonography was not conclusive due to intes-
tinal gas distension, the patient underwent magnetic reso-
nance cholangiopancreatography (MRCP), which showed
a fluid-filled lesion (28 mm) arising from the medial du-
odenal wall and protruding into the duodenal lumen, con-
sistent with a duodenal duplication cyst (DDC) (Figures
1-3).

The patient underwent endoscopic marsupialization of
the cyst, whose volume reduction was confirmed by a three-
month follow-up MRCP (Figure 4).

Duplication cysts of the gastrointestinal tract are rare
congenital anomalies, which develop during embryonic life,
usually involving, in descending order, jejunum (50%), ileum
(44%), esophagus (10%-15%), colon (7%), and stomach
4%-9%).'
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Duodenal duplication cyst is a rare congenital anomaly that develops during the
embryonic stage and could remain unknown until the adult age. Although often
asymptomatic, duodenal duplication cysts can lead to various clinical scenarios with
different degree of severity, from nonspecific abdominal pain up to cholestasis, in-

tussusception or pancreatitis.
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FIGURE 1

Coronal T2-w TSE scan demonstrates the DDC

(asterisk) arising from the medial duodenal wall and protruding into

the duodenal lumen (D). The common bile duct (arrowheads) is also
visible
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FIGURE 2 Coronal tick-slab 3D T2-w TSE RARE image
clearly demonstrates the DDC (asterisk) within the duodenal lumen

FIGURE 3 Axial T2-w TSE scan shows the DDC (asterisk).
The common bile duct joins the Wirsung duct posteriorly to the
cyst (arrows), allowing the differentiation of DDC from “type 111"
choledochal cyst

As regards the radiological differential diagnosis, duode-
nal diverticula, and pancreatic pseudocyst can be respectively
ruled out due to the lack of a connection with the duodenal
lumen and an ab extrinseco compression of the duodenum.

Although more challenging, a misdiagnosis of choledo-
chocele should be avoided due to the lack of communication
with the biliary three.

FIGURE 4 Axial T2-w SPAIR scan performed three months
after endoscopic marsupialization of the cyst. The DDC is significantly
decreased in volume (arrow), without any compression on biliary or
pancreatic ducts. The patient has been without symptoms for three
months since the endoscopic intervention

After the histological confirm, DDCs are generally man-
aged with surgical intervention through radical or partial
resection.’
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