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Case Report

Laparoscopic right hemicolectomy for rare case of caecal duplication
cyst manifested as intussusception in an adult: a case report
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ABSTRACT
Duplications of the alimentary tract are very rare congenital anomalies, and of which two thirds of cases manifest before
the age of two years. Among duplication of alimentary tract colonic duplications are unusual, they may remain
asymptomatic and present in adulthood. This report discussed a case of a 26-year-old female who presented with
abdominal pain due to colocolic intussusception. Right hemicolectomy was performed for same and the diagnosis of a
caecal enterogenous cyst was confirmed by histopathological exam. This report implied that although alimentary tract
duplications are rare, they should be considered in any case presenting with abdominal pain. Laparoscopic right
hemicolectomy can be performed for good cosmetic results, less morbidity and early recovery.
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INTRODUCTION

CASE REPORT

Duplication cysts of the intestinal tract are rare congenital
anomalies which may occur in any part from esophagus to
anus on the mesenteric side. They consist of well-formed
tubular or spherical structures firmly attached to the
intestine with a common blood supply; their walls are
composed of mucous membrane, smooth muscle and
serosa.

A 26-year-old married female, with no co-morbidities,
non-smoker, presented with complain of right illiac fossa
pain and vomiting for one month on and off. There were
no symptoms and signs of intestinal obstructions. General
condition was fair and patient was hemodynamically
stable. On abdominal examination there was tenderness in
RIF but rest of the abdomen was soft with no guarding or
rigidity. Respiratory and cardiovascular systems were
normal.

Several names were given to this malformation as
enterogenous cyst, enteric cyst, inclusion cyst,
enterocystoma, giant diverticulum and unusual Meckel`s
diverticulum.1-3
This report discussed alimentary duplications of the caecal
region. This was a case of an adult female who presented
to the emergency room with abdominal pain due to
colocolic intussusception for which right hemicolectomy
was
performed
laparoscopically.
Histopathology
confirmed the diagnosis of caecal enterogenous cyst.

Laboratory tests showed normal haemogram and
electrolyte levels. Liver and kidney function test were
within normal limits. Ultrasonography (US) showed
intussusceptions with a teardrop-shaped cystic mass at the
tip, which had a double-layered wall consisting of a
hypoechoic outer layer and an echogenic inner layer.
Computed tomography (CT) demonstrated suspicious
colocolic intussusception with a cystic mass at the tip of
the intussusceptum, rest of the abdomen showed no
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significant abnormality. Colonoscopy revealed a polypoid
mass arising from caecal area protruding into the colonic
lumen. But due to wide base and unknown etiology of
mass colonoscopic removal was avoided.

by normal colonic mucosa, with glistening outer surface
filled by a thick yellowish mucinous content (Figure 1).
The rest of colonic and ileal mucosa looked unremarkable.
The appendix appeared normal. The sections of the cyst
wall revealed variable epithelial lining ranging from
flattened areas to foci lined by tall columnar mucussecreting cells to small intestinal-type epithelium with
multiple lymphoid follicles in the submucosa. There is a
well-defined smooth muscle layer with variable thickness
and areas of dense collagenous and hyalinized connective
tissue. The serosa was edematous and thickened.
DISCUSSION
The congenital intraabdominal cysts maybe classified into
lymphatic or chylous cysts, enterogenous cysts, urogenital
cysts and dermoid cysts or teratoids.1

Figure 1: Gross specimen shows resected distal ileum,
caecum with rounded cyst, ascending colon. The
appendix appears normal.
Laparoscopy was performed which showed an
invagination of caecum into ascending colon. Due to the
impossibility of reducing the intussusception and unknown
etiology of mass in caecum, right hemicolectomy was
performed (Figure 2). Rest of the abdomen examined
laparoscopically was unremarkable.

10 mm

The clinical and radiologic preoperative diagnosis of
ileocecal duplication cysts is difficult because the
symptoms and signs may vary widely and many patients
remain asymptomatic till the cyst cause serious
complications as intestinal obstruction, hemorrhage, and
perforation or compressing other organs. Differential
diagnosis includes acute appendicitis, ovarian cyst, urinary
tract infection, ureteric colic, gastroenteritis, pelvic
inflammatory disease and Crohn's disease.1,2,4
Our patient presented with vague abdominal pain but CT
scan, colonoscopy, diagnostic laparoscopy had confirmed
the cecal location of the cyst which was proven by
histopathology to be an enterogenous duplication cyst, this
is a very rare site for this type of intraabdominal cyst as
evidenced by a large study reviewing the international
literature from 1950 to 2005 on 83 reported cases of
colonic duplications and another study of 46 children’s
cases.5-9
The most common imaging modalities used to diagnose
duplication cysts are US and barium studies while CT and
MRI are less often used.2 By US the enteric duplication
cyst shows a characteristic echogenic inner mucosal layer
and hypoechoic outer muscular layer.10

Specimen Retrieval Site
10 mm

Pathologic evaluation of enteric cecal cysts is the mainstay
method of diagnosis.

Drain site
5 mm

Figure 2: Post-operative laparoscopic port sites.
The postoperative course was smooth and the patient was
discharged on full diet one week after the operation. The
specimen on the gross examination revealed an ileoceacal
segment measuring 18 cm in length and 3 cm in diameter
with an attached appendix 5.5 cm, there was a 7 cm
rounded submucosal cecal cystic mass which was covered

In our case the gross appearance and the histopathological
findings of mucosa, muscular layer and serosa in the cyst
wall were typical for the diagnosis of enterogenous
duplication cyst and by the good sectioning of the cyst wall
and the attached bowel we could rule out any malignant
changes. Our case was treated by intestinal resection with
end-to-end anastomosis. However, there are other
modalities of treatment, such as enucleation,
marsupialization or evacuation of the cyst. The plan of the
treatment should be governed by the patient’s condition at
the time of operation. Usually, resection of the cyst and the
attached bowel is preferable to avoid recurrence or
malignant transformation.1,5
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CONCLUSION
Duplication cysts of the caecum are very rare congenital
anomalies seen often in children than adults. The
variability of the clinical presentation and the wide
differential diagnosis makes it difficult to diagnose
preoperatively, so the clinicians should always consider
this diagnosis in any case presenting with abdominal pain,
perforation, intestinal obstruction or hemorrhage. Where
the US is the best diagnostic tool, thorough
histopathological examination is the best confirmative
method of diagnosis.
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