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ÖZET 
Gastrik duplikasyon kistleri gastrointestinal sistemin nadir konjenital anomalilerindendir. Hastaların çoğu kusma, 

iştahsızlık ve beslenme bozukluğu ile başvurur. Olguların yarısı ilk yaş içerisinde tanı alır. Bu çalışmada akut batın 

sebebi ile başvuran ve gastrik duplikasyon kisti saptadığımız on yaşında ki bir olgu sunulmuştur. Çocuklarda nadir 

görülen gastrik duplikasyon kistlerinin akut batın nedeni olarak karşımıza çıkabileceği akılda tutulmalıdır. 

Anahtar Kelimeler: Gastrik duplikasyon kisti, akut batın, ayırıcı tanı 

 

ABSTRACT 

Gastric duplication cyst is a rare congenital anomaly of the gastrointestinal system. Patients are mostly presented 

with vomiting, anorexia and malnutrition. Half of the cases are diagnosed in the first year of life. In this study, we 

report a 10 year old girl with gastric duplication cyst that was presented as acute abdomen. 

Keywords: Gastric duplication cyst, acute abdomen, differential diagnosis

 

INTRODUCTION 
 

Gastric duplication cyst (GDC) is a congenital 

anomaly of the gastrointestinal tract. Some 

clinical findings emerge according to the 

location of the cyst. Patients mostly present with 

vomiting, anorexia and malnutrition. Half of the 

cases are diagnosed in the first year of life (1).  

It may very rarely reported in adults if it remains 

asymptomatic on previous years (2).  GDC may 

be presented with inracystic bleeding, 

ulceration, infection, mechanical obstruction 

and malignancy (3,4). In this study we present a 

ten years old girl who was operated as acute 

abdomen and pathologically reported as GDC. 

 

CASE REPORT 
 

Ten-year-old cachectic girl (23 kg; 3-10 % 

percentiles) was admitted to the emergency 

department with vomiting and abdominal pain 

increasing in severity for the last three days. It 

was learned from anamnesis that she was unable 

to gain weight since infancy. Diffuse abdominal 

tenderness, defense and rebound were observed 

on physical examination. On routine laboratory 

tests high leukocyte count [14,56 (4,5-12 µL)] 

and high CRP [12,1 (0-0,5 mg/Dl)] levels were 

observed. Other parameters were within normal 

limit. On radiological evaluation with 

abdominal ultrasonography (USG) and 

computurised tomography (CT) a 7 cm in 

diameter thick-walled mass lesion was defined 

in the medial neighborhood of the liver (Figure 

1). Patient was decided to underwent surgery for 

acute abdomen and informed consent was taken 

from parents. Laparotomy was performed 

through upper midline incision. At laparatomy 

a 7x5x5 cm in diameter infected, partially 

necrotised and purulent material containing 

solid mass lesion was detected in gastric antum 

with indistinct boundaries (Figure 2,3). The 

mass lesion and adjacent partial gastric mucosa 

was resected with clear surgical margins (Figure 

4). The nasogastric drainage tube was 

withdrawn and oral feeding with liquids was 

allowed on 3rd postoperative day. She was 

discharged without any problem on the sixth 

day. Histopathological examination was 

reported as gastric duplication cyst with 

heterotopic pancreas tissue around the mass 

(Figure 5). Six months later on control 

examination the patient was observed as weight 
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gained (28 kg; 10-25 % percentiles) and without 

any complaint. 

 

 
Figure 1: GDC is located on medial neighborhood 

of the liver on abdominal computurised tomography 

(GDC: Gastric duplication cyst). 

 

 

 
Figure 2-3: GDC as an infected, partially necrotised 

and purulent material containing solid mass on 

antrum of stomach 
 

 
Figure 4: Macroscopically GDC 
 

 

 
Figure 5: Pathological cross sectional appearances 

of GDC. 

 

DISCUSSION 
 

Gastrointestinal duplication cysts are rare 

congenital anomalies and usually affect small 

intestine (45 %) and esophagus (19 %) (5,6). Its 

frequency in autopsy studies is 1/4500 (7). The 

incidence of GDC among all gastrointestinal 

duplications is 4 % (6,8). It is commonly located 

on greater curvature (9) as it was in our case. 

The patients are mostly  diagnosed in the first 

few years of life with abdominal pain, vomiting, 

weight loss and palpable abdominal mass or 

other gastrointestinal obstruction signs (1,8,10). 

Adult patients are usually asymptomatic or 

admitted with nonspecific symptoms (11). The 

clinical presentation depends on the location of 

the mass (1). The disease may mimic 

hypertrophic pyloric stenosis in adults. Also the 

patients may be hospitalised due to acute 

bleeding of the cyst or with pancreatitis 

(4,10,12). In a 83 patients study,  Pruksapong et 

al. reported a palpable abdominal mass in 55 

patients (66.2%) and vomiting in 53 patients 

(63.8%) (13). Our case was admitted with 

abdominal pain, vomiting and cachexia. On 

physical examination it was also compatible 

with acute abdomen. There were only a few 
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cases in the literature review presented with 

acute abdomen. 

In some adults; GDC may be detected 

incidentally during upper gastrointestinal 

system endoscopy, endoscopic USG or other 

intraabdominal investigation processes 

(9,14,15). Due to the limited number of cases it 

has not yet become obvious what kind of 

evidences can help us to detect the disease in 

early stage. Most of the cases can not be 

diagnosed preoperatively (7). Our case was also 

considered as delayed gastric perforation or 

intraabdominal mass preoperatively. 

In differential diagnosis gastric tumors, 

pancreatic mucinous and cystic tumors, 

pancreatic psodocysts, cystic masses of 

adjacent organs, gastrointestinal stromal tumors 

and neuroendocrine tumors should be 

considered (5,8). GDCs are sometimes 

diagnosed incorrectly as adrenal masses due to 

the anatomical proximity of the adrenal glands 

(5,11). 

CT is helpful in determining the size of 

the cyst and the relationship with the 

neighboring organs (5). CT indicates the GDC 

as in oval or round  shaped, smooth bordered, 

water or soft tissue density, homogeneous and 

low density lesion. The contrast agent and 

calcifications can be seen on cystic wall (2). The 

mass lesion was described as thick walled on 

abdominal CT in our case. Endoscopic USG and 

magnetic resonance imaging (MRI) may be 

performed on undiagnosed cases in case of 

difficulty in diagnosis. Hyperintense pattern is 

expected on T1 and T2 weighted MRI 

examination depending on rich protein content 

(2).  CT-guided needle biopsy may be preferred 

preoperatively in some cases although its 

sensititity is not satisfactory  (2). 

Histopathological examination is still the most 

basic process for definitive diagnosis of the 

GDC (8). 

The treatment of GDC is the surgical 

excision. Simple cyst excision, 

gastroduodenostomy with cyst excision and 

pyloroantrectomy may be performed either 

conventionally or laparoscopically (7,11,16). 

Although the actual potential of malignity has 

not been discovered it has been postulated in 

some reports that GDC may result in gastric 

cancer (17) and total excision of the cyst tends 

to be the standard approach (11). 

Marsupialization, CT-guided cyst drainage or 

partial excision methods may allow the 

improvement of symptoms. However these 

methods should be avoided due to the infection 

potential, recurrence of the cyst and risk of the 

malignancy (7,11). 

 
CONCLUSION 

GDC is quite rarely seen in childhood and 

should always be kept in mind in the differential 

diagnosis of the masses of the gastric wall. It 

may result in weight loss and can present as a 

reason of acute abdomen. Total surgical 

excision should be preffered treatment 

modality. 
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