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INTRODUCERE

Duplicatiile duodenale (DD) sunt anomalii
congenitale rare (1 la 25000 nasteri) reprezentand
5-7% din totalul duplicatiilor tubului digestiv.
Majoritatea (2/3) sunt intalnite dupa nastere sau in
primii doi ani de viata — fiind caracterizate printr-o
patogenie controversatda, simptomatologie diversa
si uneori absenta, evolutie capricioasa si — in unele
cazuri—nalt potential complicativ. (1,2,3) Diagnos-
ticul este de regula intraoperator — actul chirurgical
avand deseori o indicatie urgenta fie din cauza varsa-
turilor si durerilor abdominale care sugereaza o
ocluzie digestiva inalta, fie in urma dezvoltarii unei
complicatii: hemoragie, inflamatie acutd sau per-
foratie cu peritonita secundara, pancreatita sau ob-
structie biliara. (4,5)

Explorarile imagistice au o valoare inegala, in
special examenele radiologice conventionale, in

REZUMAT

Autorii prezintd o observatie de duplicatie duodenala, malformatie congenitala digestiva rard dar cu risc
complicativ ridicat, intalnita la un baietel de un an internat pentru varsaturi intermitente, dureri abdominale,
febra ridicata. US obiectiveaza o formatiune chistica hipoecogena, bine delimitata de 5 cm diametru situata sub
lobul stadng hepatic. Cu tot tratamentul antibiotic micul pacient dezvolta un abces subhepatic sugerat US si CT
care este drenat chirurgical. Persistenta manifestarilor peritoneale si explorarile imagistice indicand multiple
colectii intraabdominale impun reinterventia care descopera o perforatie duodenala care este suturata. Evolutia
in continuare nefavorabila cu febra, semne de iritatie peritoneala si ileus paralitic consecutiv conduc la o noua
explorare chirurgicala care dupa evacuarea colectiilor multiple si visceroliza identifica existenta unui diverticul
de circa 5 cm diametru, cu dehiscenta suturii recente, situat pe versantul posterosuperior al zonei piloroduodenale
Diverticulectomie totala si drenaj multiplu urmata finalmente de vindecare.

Cuvinte cheie: duplicatie duodenala, perforatie duodenala, peritonita

timp ce ecografia si CT pot fi sugestive; sunt mentio-
nate §i cazuri diagnosticate intrauterin sau altele
total asimptomatice. (6,7,8,9) Dintre observatiile
clinic manifeste majoritatea necesitd tratament
chirurgical, rezectia completa a leziunii fiind gestul
ideal, de necesitate fiind adoptate si exereze partial
sau diverse tehnici de drenaj intern. (3,7)

Prezentam o observatie de DD particulara atat
prin dificultatile de diagnostic — inclusiv intra-ope-
rator — evolutia progresiv agravanta dar cu rezultat
postchirurgical finalmente bun.

DESCRIEREA CAZULUI

Pacientul V.R., in varsta de 1 an, din mediul
urban, se interneaza in Spitalul Clinic de Urgenta
pentru Copii ,,Sf. Maria® din lasi, In Clinica a 5-a
pediatrie pentru febra inaltd (40), agitatie psiho-
motorie si refuzul alimentatiei. Din antecedentele
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personale fiziologice reiese ca pacientul este un fost
prematur, nascut la 34 de saptdmani prin cezariana,
cu o greutate la nastere de 1660 g. Din antecedentele
personale patologice retinem un reflux gastroeso-
fagian diagnosticat la varsta de 6 luni. Pacientul a
avut 4 prezentari in serviciul UPU al spitalului intre
lunile ianuarie si aprilie pentru episoade de agitatie
psihomotorie importantd, intr-un caz insotita si de
varsaturi alimentare (Dg: Otita medie acutd bi-
lateral, Colica abdominala, Sindrom dispeptic) si a
mai fost spitalizat pe o perioada de 6 zile in Clinica
a 5-a pediatrie pentru o gastroenterita acuta cu sin-
drom de deshidratare acutda medie.

La momentul interndrii copilul prezenta stare
generald influentata, febra Tnalta (40), tegumente
palide cu elasticitate usor diminuata, faringe intens
congestive cu exudat pultaceu pe ambele amigdale,
agitatie psihomotorie marcata. Investigatiile para-
clinice efectuate releva leucocitoza importanta cu
neutrofilie (GA=18940/mmc, PMN=72,2%), sin-
drom inflamator intens (VSH=68 mm/h, Fg=736mg/
dl). Ecografia abdominala vizualizeaza o imagine
de aproximativ 4 cm rotund-ovalara, cu aspect ,,in
cocarda®, ce prezenta halou transsonic si perete
propriu hiperecogen, usor edematiat, asemanatoare
unei imagini de duoden. (fig.1)

FIGURA 1. Ecografie abdominala: imagine ovalara cu
halou transsonic si perete hiperecogen-chist DD

S-a instituit antibioterapie cu spectru larg (cefta-
zidima §i gentamicina), antitermice, perfuzii de
rehidratare, sub care persista febra Tnalta, varsaturile si
agitatia psihomotorie, in contrast cu disparitia exu-
datului pultaceu si normalizarea hemoleucogramei; in
acelasi timp sindromul inflamator se accentueaza
(VSH=102mm/h, Fg=1165mg/dl). Culturile repetate
(exudat nazal si faringian, urocultura, coprocultura,
hemocultura) se mentin negative. O noud echografie
confirma persistenta formatiunii initial descrise dar si
aparitia uneia noi, cu echostructura mixta, imprecis
delimitata, ce se proiecteaza la nivelul lobului drept
hepatic si avand dimensiuni de 67/28 mm. Se practica
CT abdominal care ridica suspiciunea de abces hepatic

drept; copilul este transferat in clinica de Chirurgie
Pediatricd unde abcesul este evacuat prin abord
subcostal si drenat. Cultura din puroiul extras este
negativa iar examenul anatomo-patologic pe fragment
prelevat din peretele formatiunii surprinde tesut
conjunctivo-vascular, fibrina si infiltrat inflamator cu
numeroase granulocite. (fig. 2)

FIGURA 2. CT abdominal-imagini lichidien
subhepatice, in marea cavitate peritoneala si pe flancuri
Postoperator evolutie trenantd cu ascensiuni
febrile, stare generala influentata, drenaj purulent si
chiar hemoragic. Se adauga reaparitia varsaturilor
alimentaresiulteriorbilioase. Ecografiavizualizeaza
atatimaginearotund ovalara, descrisd la examinarile
precedente, cat si aparitia unei noi zone hipoecogene
imprecis delimitatd suprapusa peste segmentul 4
hepatic. Repetarea CT identificd multiple imagini
lichidiene subhepatice,inmareacavitate peritoneala,
pe flancuri si in fundul de sac Douglas (fig. 3).

FIGURA 3. Mucoasa de tip duodenal in apropierea unor
insule de tesut pancreatic, HEx200

Reinterventia decisa a 20-a zi dupa prima ope-
ratie constatd o peritonitd neglijata cu tendinta la
cloazonare intre anse si locatiile amintite dar si o
perforatie piloroduodenald (ulceroasd?) care se
sutureaza. Toaleta peritoneald si drenaj multiplu.
Postoperator se mentine antibioterapie cu spectru
larg, transfuzii de MER si PPC, gammaglobulina
iv, hemostatice. Si dupa acest gest operator cursul
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suferintei este nefavorabil (stare generala influ-
entata, absenta apetitului si tranzitului, varsaturi
intermitente si in plus abdomenul devine destins si
dureros prezentand aparare in jumatatea sa supe-
rioard. O noud ecografie obiectiveaza o colectie
gigantd neomogena dispusa transversal supramezo-
colic, cu find lama de lichid in cavitatea peritoneala,
anse intestinale colabate, aperistaltice.

Se practica o a doua reinterventie la a 11-a zi dupa
prima si respectiv a 31-a zi dupa operatia initiala si
dupa evacuarea colectiei purulente examinarea
atentd evidentiaza un chist de duplicatie de 5 cm dia-
metru, situat pe versantul posterosuperior al zonei
piloroduodenale, fisurat liniar pe circa 1,5 cm (zona
vechii suturi). Formatiunea se excizeaza in totalitate
cu duodeno-rafie transversald. Evolutia postopera-
torie este finalmente favorabild micul pacient para-
sind clinica vindecat a 11-a zi postoperator.

Examenul histopatologic al piesei concluzio-
neaza ca ne aflam in fata unui chist de duplicatie
duodenala cu incluzii de parenchim pancreatic aso-
ciat cu fibroza; ulcer peptic cronic gastric cu intere-
sarea tesutului pancreatic din chistul de duplicatie
si abcese cronice multiple cu localizare subhepatica
si intre ansele intestinale.

DISCUTII

Descrierea princeps a duplicatiilor digestive
apartine lui Calder (1733), primul caz de DD fiind
raportat de Sanger (1880). Primele operatii pentru
DD au fost efectuate de Waugh (1923) si respectiv
Lohn (1927). Ladd (1937) propune termenul de
duplicatii ale duodenului consacrat actualmente iar
Gross (1950) formuleaza clasificarea acestor le-
ziuni. (1,2,6) In aparitia acestor leziuni au fost pro-
puse succesiv mai multe ipoteze: persistenta diver-
ticulilor digestivi embrionari (Lewis si Thyng —
1908); recanalizarea aberantda a lumenului tubului
digestiv embrionar (Bremer — 1944); dezvoltarea
anormala a canalului neuroenteric cu spina bifida
anterioara si posterioara malformatia rezultand din
adeziunea endodermului cu ectodermul (Bentley si
Smith — 1944); influenta factorilor de mediu (traume,
hipoxie) explicand ca si teoria precedenta asocierile
cu alte malformatii (Mellish si Koop 1961). (1,3,7)
Nici una dintre acestea nu pare sd intruneasca un
acord unanim din partea specialistilor.

Morfologic DD pot fi chistice sau tubulare, unice
sau asociate cu alte localizari diverticulare iar cele
chistice pot fi intra sau extralumenale, comunicante
sau nu cu tubul digestiv. Diverticulii chistici sunt
dezvoltati de reguld pe versantul mezenteric al
primelor doud portiuni ale duodenului si mai rar pe

fetele laterale sau versantul opus. De regula sferici sau
ovalari, pot atinge dimensiuni de 2-12 cm, pot adera si
chiar comunica cu structuri anatomice adiacente.
Caracteristic este peretele de 1-2 mm constituit din
mucoasa functionald uneori cu insule de mucoasa
gastricd — pe care se poate dezvolta o leziune ulceroasa
- sau de tesut pancreatic, captusita extern de un strat
de musculatura neteda in continuitate cu cea a peretelui
intestinal. Continutul — functie de comunicarea cu
duodenul este lichid, de secretie digestiva, enteroliti
etc. (2,6,7) Duplicatiile tubulare pot fi intinse pe
diverse portiuni sau pot fi multiple, succesive pe alte
segmenteale tubului digestiv siating uneori dimensiuni
impresionante — adevarate zone de stazd digestiva.
Clinica DD este extrem de variatd plecand de la
varietati asimptomatice cum sunt cele diagnosticate
prenatal ori descoperite fortuit la un examen imagistic
sau intraoperator ori evoluand silentios la adult sau
chiar varstnic. (10) Simptomatologia este determinata
de tipul anatomic al DD, dimensiuni, localizare si po-
tential obstructiv (partial, progresiv, intermitent),
comunicarea $i proximitatea si cu peretele duodenal,
conductul biliar sau pancreatic, prezenta tesutului
gastric sau pancreatic in mucoasa formatiunii etc. In
unele situatii afectiunea debuteaza la copilul mic cu
manifestari de insuficientd evacuatorie gastrica: var-
saturi asociate sau nu cu greturi si colici abdominale
care conduc la un diagnostic de spasm piloric, reflux
gastroesofagian, bandelete Ladd, diafragm sau stenoza
hipertrofica de pilor, pancreas inelar sau volvulus
intestinal incomplet. Alteori varsaturile sunt progresive
se asociaza cu dureri abdominale sau chiar prezenta
unei formatiuni (pseudo) tumorale. Caracterul acut al
acestor fenomene imbracd aspectul unei ocluzii di-
gestive inalte — ca in observatia noastra (la care s-a
adaugatsi sindromul peritoneal) —siimpun laparatomia
de urgenta si pot stabili diagnosticul. Prezenta hetero-
topica a mucoasei gastrice poate genera dezvoltarea
unei ulceratii peptice cu sdngerare consecutiva sau
perforatie nu totdeauna recunoscutd in cazul unei
reactii peritoneale masive. Pacientul nostru a impus
reinterventie iterativa pentru identificarea perforatiei
diverticulare ca adevarata cauza a abcesului sub-
hepatic initial. De asemenea vecindtatea sau chiar
deschiderea aberantd a canalelor coledoc sau pan-
creatic pot conduce la complicatii de tip obstructie
biliara, angiocolita, litiaza diverticulara sau pancreatita
acuta (recidivanta), suferinte a caror primum movens
este uneori greu de stabilit. Examinarile paraclinice
pot fi hotaratoare permitdnd 1n unele observatii un
diagnostic care previne o evolutie nefavorabila si actul
chirurgical n urgenta. Radiografiile standard pot arata
prezenta unei ,,mase tumorale‘ In abdomenul superior
iar examindrile cu substanta de contrast precizeaza
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existenta acesteia in sau in afara lumenului duodenal
si eventual unei comunicari anormale cu acesta din
urma. (8) Ultrasonografia este considerata investigatia
standard putand evidentia o formatiune ecogenasau
,,sonolucenta® de reguld bine conturata in cazul unui
chist, cu un perete ,,In strat dublu“ — intern (mucos)
hipoecogen si extern (muscular) hiperecogen. In unele
cazuri examinarea obiectiveaza compresiunea datorita
unei mase situata In concavitatea ansei duodenale prin
deplasarea sau un defect de umplere al acesteia. (9) In
observatia noastra explorarea a fost supusa ,,mirajului
leziunii dominante* — colectia masiva subhepatica —
desi prezenta formatiunii chistice a fost semnalata la
toate examinarile. CT poate fi asociatd ecografiei
pentru a preciza sediul, intinderea si tipul leziunii ca i
prezenta altor duplicatii sau anomalii. In observatia
noastra investigatia nu a fost utild voluminoasa
colectie purulenta mascind mai mica formatiune
chisticd. RMN ajuta la diferentierea de chisturile
coledociene si pseudochisturile pancreatice. (8,9) In
cazurile cu interesare biliard sunt indicate ERCP,
colangiografia percutana transhepatica, colangiografia
si pancreatografia RMN ca si investigatiile radiologice
intraoperatorii (9)

De asemenea endoscopia poate fi utila atat diag-
nostic cat i — in unele cazuri — terapeutic. Tratamentul

DD simptomatice, diagnosticate sau complicate este
chirurgical. Exereza completa a leziunii cu refacerea
,»plastica® a peretelui duodenal neimplicat constituie
terapia ideala a acestor formatiuni. Identificarea si
menajarea vascularizatiei comune a DD cu duodenul
constituie cheia acestor interventii. Sunt practicate si
interventii de drenaj intern, anastomoze directe cu
duodenul sau prin montaje jejunale a la Roux. De
asemenea in rare situatii se poate executa o ,,fereastra‘
interna a chistului in duoden sau chiar rezectia unui
chist endoluminal pe cale endoscopica. A fost prac-
ticata si cura laparoscopica a unor asemenea leziuni.
(11) Prognosticul postchirurgical al acestor leziuni
este foarte bun.

CONCLUZII

Chistul de duplicatie duodenala, malformatie
congenitala rard, a fost semnalat, in cazul nostru, de
o simptomatologie digestiva nespecifica si diagnos-
ticat Intr-un context de complicatie perforativa si
septica. Tratamentul complex, chirurgical, anti-
biotic, de sustinere nutritionald a permis rezolvarea
favorabila a cazului. Consideram ca examinarea
ecografica atenta si repetatd a copiilor cu simpto-
matologie digestiva recurenta este o necesitate.

Diagnosis and therapy difficulties in the study of a duodenal
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ABSTRACT

The authors described a case of duodenal duplication, a rare digestive malformation with high complicative
potential. An one-year-old boy was brought to our hospital with vomitings, abdominal pain and hyperthermia.
US evidencied a rounded, hypoechogenic, well-delimitated cyst of 4,5cm diameter, situated under the left
hepatic lobe. Despite strong antibiothera-py the child developed a subhepatic abscess suggested by US and
CT which is surgically drained. The persistence of peritoneal manifestations and imagistic explorations
showing multiple intraabdominal collections imposed the reoperation which discovered a duodenal perforation
which is sutured. Unfavourable postoperative course with high fever, signs of peritoneal irritation and paralytic
ileus make mandatory a new surgical exploration. After the evacuation of purulent collection and viscerolysis
a 5 cm diameter diverticula with dehiscence of the recent suture is discovered. Total diverticulectomy and
multiple drainage conduced finally to the complete cure.

Key words: duodenal duplication, duodenal perforation, peritonitis
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INTRODUCTION

Duodenal duplications (DD) are rare congenital
anomalies (1 in 25000 births) representing 5-7% of
the total number of occurrences of digestive tract
complications. Rare observa tions and small series
of published cases — most of them (2/3) occurring
after birth or in the first two years of life — are
characterized by a controversial pathogenesis and a
diverse simptomatology which can be absent
sometimes (depending on the anatomic type,
localization, dimensions, communications with the
digestive tract), capricious evolution and — in some
cases — high risk of complications. (1,2,3)

The diagnosis is usually intraoperative — the
surgery being indicated as an emergency either due
to vomiting and abdominal pains suggesting a high
digestive occlusion or consequently to the develop-
ment of a complication: hemorrhage, acute inflam-
mation or perforation with secondary peritonitis,
pancreatitis or bile duct obstruction (4,5). Imaging
explorations have an unequal value, especially
standard radiological examinations, while the ultra-
sound and CT can be suggestive; there are also
mentioned cases with intrauterine diagnosis or
others, totally asymptomatic. (6,7,8,9) Among the
clinically manifested observations, most need
surgery and the complete resection is the standard
treatment; if needed, partial exeresis or various
internal drainage techniques can be done. (3,7) We
present a particular DD case due to diagnosis
difficulties — including the intraoperatory explo-
ration — and to worsening progressive evolution,
but finally with good postoperative result.

CASE DESCRIPTION

The patient V.R, male, aged 1, is being hospitali-
zed within the Children Clinical Emergency
Hospital “Sf. Maria” of lasi, 5th Pediatrics Clinic,
with high fever (400), psychomotor agitation and
anorexia. The personal physiological antecedents
reveal that the patient is an ex-premature birth, born
at 34 weeks by C-section, with a birth weight of
1660 g. The pathological personal antecedents
reveal a gastroesophageal reflux diagnosed at 6
months. The patient was brought 4 times to the
Emergency Room of our hospital between January
and April due to important episodes of psychomotor
agitation, in one case accompanied also by
vomitings (Diagnosis: bilateral acute otitis media,
abdominal colic, dyspeptic syndrome) and was
hospitalized for 6 days in the 5th Pediatrics Clinic
for an acute gastroenteritis with medium acute

dehydration syndrome.

Atadmission, the child had an influenced general
condition, high fever (40°), pale teguments with
slightly diminished elasticity, intensely congested
pharynx with pultaceous exudates on both
amygdales, marked psychomotor agitation. The
paraclinic investigations carried out reveal
important  leukocytosis ~ with  neutrophilia

(WBC=18940/mmc, NEU=72,2%), intense inflam-
matory syndrome (ESR=68 mm/h, Fg=736mg/dl).
The abdominal ultrasound reveals a round-oval 4,5
cm image, with “rosette” aspect, presenting a
transonic halo and own hyperechogenic wall,
slightly swelled, similar to a duodenum image
(Figure 1).

FIGURE 1. Abdominal US: round-oval 4,5 cm image,
with “rosette” aspect, presenting a transonic halo and
own hyperechogenic wall (DD)

We also mention that the image had been
detected also during the previous hospitalization as
it was recommended to undertake an upper gas-
trointestinal barium study which indicated a gastric
folds plicate.Large spectrum antibiotherapy was
started (Ceftazydime and Gentamycin), antither-
mics, intravenous rehydration, but the high fever
persisted, as well as vomitings and psychomotor
agitation, contrary to the disappearance of the
pultaceous exudates and the normalization of the
complete blood count; at the same time, the in-
flammatory  syndrome is  getting  worse
(ESR=102mm/h, Fg=1165mg/dl). The repeated
samples (nasal and pharyngeal exudates, urinalysis,
stool culture, blood culture) are still negative. A
new ultrasound confirms the persistence of the
initially described formation, but also the occurrence
of a new one, with mixed echostructure, not
precisely delimitated, which is evident on the right
hepatic lobe, with dimensions of 67/28 mm. An
abdominal CT is performed and suggest an abscess
in the right hepatic lobe; the child is transferred to
the Clinic of Pediatric Surgery where the abscess is
evacuated and drained by subcostal incision. The
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samples from the extracted pus are negative and the
pathology of the sampled fragment from the wall of
the formation reveals a fibrovascular tissue, fibrin
and inflammatory infiltrate with numerous granulo-
cytes.

Severe post operatory evolution with febrile
ascensions, influenced general condition, purulent
and even hemorrhagic drainage; food and bilious
vomiting is added. The ultrasound reveals both the
round-oval image, well defined, with own wall,
described at the previous examinations, and the
occurrence ofanew hypoechogenic areaimprecisely
defined, over the 4th hepatic segment. A new CT
reveals multiple liquid subhepatic images in the
large peritoneal cavity, on the flanks and into the
Douglas’ pouch. (Figure 2).

30 S - e .',:' i Fl“i 217
FIGURE 2. Abdominal CT: multiple liquid subhepatic
images in the large peritoneal cavity and on the flanks

The new intervention on 20th day after the first
surgery reveals a neglected peritonitis with tendency
to the formation of a mass between the loops and
the mentioned locations, but also a pyloroduodenal
perforation (ulcerous?) which was sutured; perito-
neal lavage and multiple drainage was performed.
In post-operatory phase, antibiotherapy with large
spectrum, blood transfusions, gammaglobulin 1V,
hemostatics.

Following surgery, the disease does not have a
favorable evolution (influenced general condition,
lack of food appetite and transit, intermittent vo-
miting and moreover the abdomen becomes dilated
and painful with defense in the upper half). A new
ultrasound reveals a non-homogeneous giant collec-
tion placed transversally in the supermesocolic
area, with a small line of liquid in the peritoneal
cavity and collapsed, aperistaltic intestine ansa.

A second reintervention is performed in the 11th
day after the first one, that is the 31th day after the
initial surgery; the purulent collection was eliminated
and the attentive examination reveals a 5 cm
duplication cyst, placed on the posterosuperior side
of the pylorduodenal area, with a linear fissure of

1,5 cm (the area of the old suture). The formation is
totally excised with transversal duodenal suture.
The postoperatory evolution is finally favorable
and the little patient leaves the clinic cured in the
11th day after surgery.

The histopathological examination reveals that
we are dealing with a duodenal duplication cyst
with inclusions of pancreatic parenchyma associated
with fibrosis; chronic gastric peptic ulcer affecting
the pancreatic tissue from the duplication cyst and
multiple chronic abscesses with subhepatic location
and between the intestine ansa (Figure 3).

FIGURE 3. Duodenal mucosa next to pancreatic tissue
islets; HEx200

DISCUSSIONS

The princeps description of the digestive du-
plications belongs to Calder (1733), the first case of
DD being reported by Sanger (1880). The first sur-
geries for DD were performed by Waugh (1923) and
Lohn (1927) respectively. Ladd (1937) suggests the
term “duplication of the duodenum” which is famous
nowadays, while Gross (1950) makes the classi-
fication of these lesions. (1,2,6) DD represents a
small percentage (5-12%) of the total number of the
digestive tract complications and affects in 2/3 of the
cases newborns and children up to 2 years old,
although it could be noticed also among adults and
old people (with diverse and non specific sym-
ptomatology or even with no clinic manifestations).

Various hypotheses have been suggested for the
occurrence of these lesions: persistency of embrio-
nary digestive diverticula (Lewis and Thyng —
1908); aberrant vacuolization of the lumen of the
embrionary digestive track (Bremer — 1944); ab-
normal development of the neurenteric channel
with anterior and posterior spina bifida, the malfor-
mation resulting from the endodermal — ectodermal
adhesion (Bentley and Smith — 1944); influence of
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the environmental factors (trauma, hypoxia)
explaining as the previous theory the association
with other malformations (Mellish and Koop 1961)
(1,3,7). None of these seems to have the full
agreement of the specialists.

The morphological DD can be cystic or tubular,
unique or associated with other diverticula locali-
zations, while the cystic ones can be intra- or extra-
luminal, communicating or not with the digestive
tract. The cystic diverticula are usually developed
on the mesenteric side of the first two portions of
the duodenum and rarely — as in our case — on the
lateral sides or on the antimesenteric side. Usually,
they are spherical or egg shaped, can reach 2-12 cm
in dimension and can adhere and even communicate
with adjacent anatomical structures. A characteristic
consists in the 1-2 cm wall made out of a functional
mucosa, sometimes with gastric mucosa islet — on
which an ulcerous lesion can occur — or of pancreatic
tissue, with extern lining consisting in a smooth
muscle layer continuing the intestine wall. The con-
tent — according to the communication with the
duodenum - is liquid, digestive secretion,entero-
liths etc. (2,6,7) Tubular duplications can be deve-
loped on various portions or can be multiple, suc-
cessive on other segments of the digestive tract and
sometimes reach remarkable dimensions — real di-
gestive stasis zones. The DD clinic is extremely varied
beginning with asymptomatic varieties, as the prenatal
diagnosed ones or randomly discovered in an ima-
gistic examination or intraoperatory or with silent
evolution at an adult person or an old one. (10)

The symptomatology is caused by the anatomic
type of DD, dimensions, localizing and obstructive
risk (partial, progressive, intermittent), communica-
tion and proximity with the duodenal wall, bile or
pancreatic duct, presence of gastric or pancreatic
tissue in the mucous membrane of the formation
ete.

In some cases, the affection occurs among little
children with manifestations of gastric emptying
insufficiency: vomiting associated or not with
sickness and abdominal colic which lead to a diag-
nosis of pyloric spasm, gastroesophagean reflux,
Ladd bands, pyloric hypertrophic diaphragm or
stenosis, annular pancreas or incomplete intestinal
volvulus.

Other times, vomiting is progressive and asso-
ciated with abdominal pain or even with the pre-
sence of a (pseudo) tumor formation. The acute
character of these phenomena have the aspect of a
high digestive occlusion — as in our study (to which
the peritoneal syndrome was added) — and ask for
an emergency laparatomy to set the diagnosis.

The heterotopic presence of gastric mucosa can
cause the development of a peptic ulceration with
consecutive bleeding or perforation, not always
recognized in the case of a massive peritoneal
reaction. Our patient needed a reiterative inter-
vention in order to identify a diverticular perforation
as the real cause of the initial subhepatic abscess.

At the same time, the proximity or even the
aberrant opening of the coledoc or pancreatic duct
can lead to complications such as bile obstructions,
angiocolitis, diverticular lithiasis or acute pan-
creatitis (recidivant), disease for which it is hard to
set up the primum movens.

The clinical state can also be affected by the
symptomatic dominant association of other malfor-
mations or by the general disturbance within an
acute evolving syndrome.

Imagery can be decisive allowing in some cases
adiagnosis which prevents an unfavorable evolution
and the emergency surgical act. Standard radio-
graphy can reveal the presence of a “tumor mass”
in the superior abdomen and the examination with
contrast agent reveals its existence inside or outside
the duodenal lumen and a possible abnormal com-
munication with the latter. (8) The ultrasonography
is considered the standard investigation as it can
reveal an echogen or “sonolucent” formation
usually well formed in case ofa cyst, with a “double-
layered” wall — intern hypoechogen (mucous) and
extern hyperechogen (muscle). In some cases, the
examination reveals the compression due to a mass
located in the duodenal concavity by displacement
or a default in its replenishment. (9)

In our study, the exploring was subjected to
“dominant lesion mirage” — massive subhepatic
collection - though the presence of cystic formations
was detected in all examinations.

The CT may be associated to ultrasound in order
to indicate the place, the dimensions and the type of
the lesion, as well as the presence of other dupli-
cations or anomalies. Diverticula appear as a pocket
with gas, liquid or contrast agent content in which
debris can “float”.

Investigation in our observation was not useful,
as the purulent voluminous collection masked the
smaller cystic formation. MRI helps to differentiate
coledocian cysts and pancreatic pseudocysts. (8,9)
Finally, in cases with bile involvement, ERCP,
percutaneous transhepatic cholangiography, MRI
cholangiography and pancreatography areindicated,
as well asradiological intraoperatory investigations.
(9) Endoscopy may also be useful both in diagnos-
tic and, sometimes, in therapeutic purposes.The
treatment of symptomatic, diagnosed or complicated
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DD is surgery. The complete excision of the lesion
with “plastic” restoration of the uninvolved duo-
denal wall is the ideal therapy of these lesions. Iden-
tification and reshaping the DD’s vascularization
common with the duodenum represents the key of
the intervention. Internal drainage interventions are
also performed, direct anastomosis with the duodena
or by “a la Roux” jejunostomy. Also, in rare cases,
a small internal “window” of the cyst in the
duodenum can be performed or even the resection
of an endoluminal cyst by endoscopic means.
Sometimes laparoscopy was performed in order to
cure such lesions.

Postsurgical prognosis of these lesions is very
good. (11)
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