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Case Report 

CHRONIC CONSTIPATION IN INFANTS: 

THINK ABOUT RECTAL DUPLICATION 
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Abstract. Rectum is the least common site of gastrointestinal duplication. Up to now fewer than 100 cases have been 

reported in the literature. We present two infants with cystic rectal duplications manifested with chronic constipation 

as a main clinical symptom. The first patient was a 4-year-old boy who was admitted to emergency department 

because of chronic constipation unresponsive to fiber supplements and laxatives. Digital rectal exam revealed mass 

adjacent to posterior rectal wall. Abdominal ultrasound and magnetic resonance imaging confirmed oval, 

homogenous and hypoechogenic cystic mass (87x65x60 mm in size) behind the rectum. The size and location of the 

cystic mass was confirmed by magnetic resonance imaging. The second patient was an 11-month-old boy who was 

hospitalized due to rectal bleeding. He was suffering from chronic constipation over the last five months. Digital 

rectal exam revealed a mass behind the rectum. Abdominal ultrasound and computed tomography showed unilocular 

cyst (33X33 mm in size) in front of the urinary bladder, partly extending into retrorectal space. Both patients were 

operated on. Postoperative periods were uneventful in both of them. Cystic rectal duplication must be ruled out in all 

infants with chronic constipation unresponsive to conservative treatment. Different imaging techniques are currently 

used to determine the precise size and location of duplication. Surgery is the only possible therapy option. 
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Introduction

 

Duplications of alimentary tract can occur anywhere 

from mouth to the anus. The reported incidence of these 

anomalies is 1 in 4500 [1, 2]. They vary in size, shape 

(spherical or tubular), and may communicate with the 

lumen of gastrointestinal tract [3]. Rectum is the least 

common site of the duplication [4, 5]. There are fewer 

than 100 cases published in literature [6].  

Functional constipation is one the most common 

reasons parents bring their kids to a doctor. If there is no 

improvement with medications and dietary changes, 

organic causes of constipation must be considered. A 

very rare, but potentially serious cause of constipation 

in infants is rectal duplication. Delayed diagnosis in-

creases the risk of complications. Therefore, high index 

of suspicion is needed in all cases of constipation, unre-

sponsive to conservative treatment. In differential diag-

nosis cystic sacrococcygeal teratoma and anterior me-

ningoceles must be taken into account [7].  
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Case reports 

Case report 1. A 4-year-old boy presented to emer-

gency department for constipation, that was treated with 

fiber supplements and laxatives over the last six months. 

Rectal examination revealed cystic mass adjacent to 

posterior rectal wall; no rectal bleeding was confirmed 

whatsoever.  

Complete blood count and biochemical analyses 

showed no abnormalities. Initial imaging study included 

ultrasonographic examination that confirmed extensive, 

oval, homogenous and hypoechogenic mass (87x65x60 

mm) behind the rectum. Magnetic resonance imaging 

(MRI) confirmed the presence of the cystic mass (Fig. 

1). The patient was scheduled for the operative treat-

ment after obtaining written consent from the parents. 

We used posterior sagittal approach and revealed the 

cystic mass presacrally (Figure 2). The mass was com-

pletely excised, leaving the small part of the cystic wall 

in situ, just in the part that shared the wall with the pos-

terior rectum.  

The intervention was finished with proper muco-

sectomy and drainage placing. The postoperative course 

was uneventful; the drain was removed on the fourth 

postoperative day. Histopathology exam confirmed du-

plication cyst with columnar epithelium, mucosal mus-

cularis layer and true rectal mucosa. 
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Fig. 1 Large retrorectal cystic mass on sagittal magnetic 

resonance imaging scan. 

 

Fig. 2 Operative finding of the retrorectal cystic mass 

Case report 2. An 11-month-old male infant was ad-

mitted for thorough examination due to rectal bleeding. 

Patient history revealed chronic constipation over the 

period of last five months. Digital rectal exam showed 

cystic mass behind the rectum, that was the most proba-

ble cause of the constipation.  

Apart from significant anemia (RBC 2.62x1012/L, 

Hb – 8.2 g/L), all other laboratory analyses were within 

the reference values. Computed tomography (CT) scan 

showed well formed, unilocular cystic formation (33x33 

mm in size) in front of the urinary bladder, partly ex-

tending into retrorectal space (Figure 3).  

 

Fig. 3 Rectal duplication on transverse computed 

tomography scan. 

We used posterior sagittal approach for the exposi-

tion of the lesion; as no communication with the nearby 

structures was found, the cyst was been completely enu-

cleated. Having reconstructed the parasagittal muscle 

complex to preserve the normal sphincter function and 

continence, the operation was finished with excellent 

cosmetic result (Figure 4). The postoperative course was 

uneventful. Histopathology exam proved rectal mucosal 

lining within the cyst, as well as muscle coat of the wall. 

 

Fig. 4 Excellent cosmetic result after posterior sagittal 

approach used for the excision of the rectal 

duplication. 

Discussion 

Even though duplication anomalies have been known 

for a long period of time, Ladd was the first to suggest 

the term duplication in 1937 [8]. They can be found 

anywhere along alimentary tract (even thoracoabdomi-

naly), causing variety of symptoms depending on their 

localisation [9]. They vary in size, can be either tubular 

or spherical, and may communicate with the intestinal 

tract [13].  

Although several theories have been proposed, the 

true etiology of the duplications remains obscure. Per-

sistence of fetal gut diverticula, defects in fetal gut re-

canalisation, partial twinning and split notochord theory 
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are some of the many proposed [7, 10]. All of them can 

be applied to some lesions, yet, no uniform theory has 

been published so far. 

Ladd's criteria for characterising the lesion as dupli-

cation are still in use [8]. The lesion has well-developed 

coat of smooth muscle, inner mucosal membrane re-

sembling any portion of the intestinal tract mucosa, and 

can have an intimate anatomic association with any part 

of the digestive tube. 

Rectal duplications have bimodal presentation and 

are mostly seen in perinatal period and during early 

childhood. They can remain asymptomatic throughout 

the life span or cause complications (constipation, intus-

susception, rectal bleeding, sepsis and malignant trans-

formation) [6, 11] or perirectal sepsis [12]. Malignancy 

is the most serious complication that is rare in childhood 

[13]. However, it is not so infrequent in adults (7-18% 

cases) [6]. 

Even though ultrasonography is widely used as the 

initial imaging study that offers some information about 

the presence of the mass itself, precise dimensions and 

relation to adjacent organs can be obtained only by MRI 

which is regarded as imaging modality of choice.  

Timely diagnosis of rectal duplication is very im-

portant in order to prevent wide array of complications. 

It must be ruled out in all infants with chronic constipa-

tion unresponsive to conservative therapy. Rectal 

bleeding can also be the first sign of duplications. Con-

servative therapy is largely without results, and the pre-

ferred treatment of gastrointestinal duplications is exci-

sion [14].  

Conclusion 

In summary, every child with prolonged constipation, 

unresponsive to conservative treatment, is to be sub-

jected to sonographic examination, in order to exclude 

the organic cause of the constipation. The widespread 

utilisation of ultrasonographic examination helps iden-

tify the presence of abdominal and pelvic cystic and 

tubular lesions and demand further diagnostic imaging 

modalities. 
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