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INTRODUCTION
Gastrointestinal duplication is a rare congenital malformation 

that most frequently affects the small intestine. Stomach  

involvement is very rare and comprises only 4% of all  

gastrointestinal duplications.(1) Presentation in adults is  

uncommon as individuals with gastrointestinal duplication are 

usually asymptomatic or have nonspecific symptoms. A gastric 

duplication cyst can be complicated by intracystic haemorrhage, 

ulceration, infection, mechanical obstruction, and rarely, 

malignancy. Here, we report an unusual case of two synchronous 

gastric duplication cysts in an adult who was treated successfully 

with surgical resection.

CASE REPORT
An apparently healthy 56-year-old woman underwent  

abdominal ultrasonography (US) to evaluate a mildly raised 

transaminase (liver enzymes) level. US demonstrated a normal 

biliary system and a large, well-defined cystic lesion located 

superior and anterior to the left kidney. The patient was otherwise 

asymptomatic, with an unremarkable physical examination. 

Further evaluation with abdominal computed tomography 

(CT) showed a nonenhancing cystic lesion, measuring 8.8 cm 

× 7.1 cm, abutting the posterior wall of the cardio-oesophageal  

junction (Fig. 1). Gastroscopy revealed a bulging deformity 

with extrinsic compression at the cardio-oesophageal junction.  

Another smaller nodule, seen at the greater curve of the stomach, 

was tattooed with methelene blue to enable localisation during 

surgery.

 In view of the potential complications that could arise from 

the gastric duplication cyst, the patient was offered surgery 

to remove the cyst. The patient consented and underwent  

laparotomy and cystectomy of the duplication cyst (Figs. 2–4). 

Wedge resection was performed for the smaller tattooed  

nodule, and the frozen section confirmed that it was also 

a duplication cyst. A Gastrografin swallow, conducted on 

postoperative Day 3, was normal and the patient was gradually 

progressed to a regular diet.

 Histology of the larger gastric duplication cyst showed a 

fibrocystic wall with dystrophic calcification, which was partially 

lined by gastric mucosa that had gastric erosions. The wall of the 

smaller duplication cyst was composed of gastric mucosa that  

had mild focal chronic inflammation in the lamina propria.
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Fig. 1 CT image shows a cystic lesion (arrow), measuring 8 .8 cm  

× 7.1 cm, at the cardio-oesophageal junction. 

Fig. 2 Photograph shows a large duplication cyst (L) at the cardio- 

oesophageal junction and a smaller duplication cyst (S), which has a 

tinge of blue from the methylene blue stain.
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DISCUSSION
Gastric duplication is usually diagnosed in children and  

commonly manifests as an abdominal mass with symptoms of 

gastric outlet obstruction. However, diagnosis of the condition 

in an adult can be difficult, as it is usually asymptomatic, or 

the symptoms are nonspecific, with vague abdominal pain.  

Continued secretion of enzymes and hydrochloric acid into the 

duplication cyst may result in gastric ulceration, perforation of the 

gastric ulcer and the formation of a fistula into adjacent organs, 

which can result in gastrointestinal haemorrhage.(2,3) Kuraoka et al  

reported a case where the gastric duplication cyst underwent 

neoplastic change to an adenocarcinoma, which invaded the 

stomach and metastasised to the liver.(4)

 Laboratory investigations of gastric duplication cysts are 

usually unremarkable. Although radiological examination with 

CT is commonly performed, the origin of the cyst is not easily  

identifiable and it may be mistaken to be of an pancreatic- or 

oesophageal origin. Gastroscopy enables the examination 

of the origin of the cyst and the involvement of the gastric 

mucosa. The use of endoscopic US has been proven to enable 

accurate differentiation between cysts and solid masses. It is also 

able to clearly identify the origin of the cyst in relation to the  

gastrointestinal wall and mediastinum.(5)

 Synchronous duplications in the stomach are extremely rare, 

with only two cases reported thus far.(6,7) The first case presented 

with epigastric pain and weight loss, whereas the second case 

was identified after a workup for the cause of an episode of loss 

of consciousness. In both cases, synchronous duplications were 

only identified during laparotomy. In our patient, the synchronous 

small duplication cyst could have been easily missed if  

gastroscopy was not performed prior to surgery.

 In conclusion, in view of the complications that can result 

from a duplication cyst, it should be properly investigated with 

gastroscopy, preferably endoscopic US, before surgery is performed 

so as to prevent a synchronous lesion from being missed during 

operation.
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Fig. 3 Photograph shows the resection surface after cystectomy of the 

large gastric duplication cyst. 

Fig. 4 Photographs of the resected large gastr ic duplication cyst  

showing (a) the outer surface of the large duplication cyst and (b) the 

inner surface of the large duplication cyst after the cystic f luid was 

drained. 
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