


Case report 
[bookmark: _GoBack]Unexpected cause of abdominal mass in an adult: Isolated enteric duplication cyst

	ABSTRACT

Enteric duplication cysts are uncommon congenital anomalies, encountered majorly in pediatric population, with an approximate prevalence of approximately 1 in 4500 births. They usually remain asymptomatic in adults. We herein present a case of A female in her late 20s presented with complaints of pain in the right lower abdomen for the last one year, with a palpable lump on examination. She underwent exploratory laparotomy and the cyst was excised with all its walls intact with no bowel resection. On HPE it was suggestive of enteric (foregut) duplication cyst presented in paracaecal region. The post-op period and follow-up were uneventful.The treatment involves surgical management with en-bloc resection without the resection of the adjacent bowel owing to an isolated or independent blood supply of the cyst.
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Introduction : 

Abdominal masses correspond to an increase in the volume of an organ or region of the abdomen; they include all the intra-abdominal masses and the antero lateral wall of the abdomen. It may be benign, malignant, malformative or infectious.  Clinical manifestations are variable depending on location, mass size, and can sometimes be asymptomatic or result in complications [21,22]. Imaging, endoscopy, and biology play an important role in the diagnostic process, as well as surgery that contributes to both diagnosis and treatment.  The etiological diagnosis depends on the age of the patient and the site of the mass; nevertheless, it is always the histological examination that gives a diagnosis of certainty.
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	A female in her late 20s presented to the General Surgery Out Patient Clinic (OP) with complaints of pain in the right lower abdomen for the last one year, insidious in onset and gradually progressive in intensity, dull aching in character and occurred intermittently. The pain was relived on over-the-counter analgesics, showed with no obvious positional, exercise or meal related aggravating factors. There were no complaints of fever, vomiting, diarrhoea or constipation, yellowish discoloration of skin, rectal bleed, black stools. The patient was ambulatory, vitally stable and cooperative for further examination. Her general physical examination was unremarkable. The abdomen was non-distended, central inverted umbilicus with no obvious swellings, discoloration, scars, dilated vessels or pulsations. There was no local rise in temperature or tenderness, guarding or rigidity.A vaguely defined firm-non tender swelling was palpable in the right lumbar region with audible bowel sounds.
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	Haematological Investigations revealed no significant abnormalities. A contrast-enhanced Computed Tomography of the Whole Abdomen (CECT) revealed a well-defined thin wall cystic lesion in the abdominal cavity on the right side measuring 71x 69 x101mm superiorly abutting under the surface of the liver with the distinct fat plane. No evidence of intrinsic septations/calcification or any solid component was noted. No obvious enlarged lymph nodes were noted, and no post-contrast enhancement was seen in the lesion, suggesting a mesenteric cyst/ benign cyst.
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	The constellation of symptoms is inclusive of chronic dull, aching abdominal pain and a palpable abdominal lump in the right lumbar region similar to the size of approximately 8x8cm. There were no signs of obstruction, no history of yellowish discolouration of the skin, no history of diarrhoea or haematochezia, no history of menstrual irregularities or signs of sepsis. 
Based on the signs and symptoms, the differentials point towards any cystic abdominal lesion, including enteric duplication cysts arising from the bowel wall (or attached to it), benign mesenteric cysts and ovarian cysts (benign). 
Enteric duplication cysts are a rare entity that presents with early onset and is mainly present in the paediatric age groups. These cysts appear similar on radiological imaging in adults and clinical examination. Although these cysts can be present anywhere, the most common sites for enteric duplication cyst are ileum. On laparotomy, a shared bowel wall and common blood supply would be seen, necessitating resection of the surrounding bowel segments as well. Mesenteric cysts would also present with similar clinical and radiological findings; only histopathological findings differentiated the diagnoses in this case. An ovarian cyst also made it to the list based on the epidemiological frequency in a young female with pain in the abdomen and an abdominal mass. The features that do not point in its favour are the normal blood work showing no tumour markers and no menstrual irregularities in the patient. No formal diagnostic algorithm favoured a single diagnosis during the preoperative work-up. 
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	The patient underwent an exploratory laparotomy under general anaesthesia. Intraoperatively, a well-defined cystic mass measuring approximately 120mm x 70mm x 60mm was identified in the paracaecal region. The mass exhibited no communication with the bowel or mesentery and was associated with thin, flimsy adhesions. The cyst and its wall were excised and sent for histopathological examination (HPE). Gross examination revealed a single grey-white cystic structure measuring 7.5 x 7.5 x 2 cm. The external surface appeared smooth and shiny, with prominent vessels. Upon incision, 50 ml of clear serous fluid was released. The cut surface displayed a single unilocular, smooth-walled cyst, with no solid contents observed. The cyst wall thickness ranged from 0.1 cm to 0.8 cm. The entire specimen was processed in four sections.

Microscopic examination revealed that the cystic lesion was lined by a single layer of columnar or cuboidal epithelium resembling gastrointestinal mucosa. The cyst wall consisted of smooth muscle and connective tissue. No significant atypia, mitotic activity, or necrosis was observed. These findings were consistent with a diagnosis of a foregut duplication cyst.Postoperative recovery was uneventful. On postoperative Day 5, the patient was discharged with spirometry, chest physiotherapy and instructions to ambulate with an abdominal binder. At the two-week follow-up, the patient reported complete resolution of abdominal pain and vomiting. She remained symptom-free during subsequent follow-up visits till date. 
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Fig.1. CT image showing well defined mass in abdomen
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Fig.2. A fluid filled cystic lesion present
In paracaecal region
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Fig3. Cyst excised en bloc with all its layers intact
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Enteric Duplication cysts are uncommon congenital anomalies, encountered majorly in the pediatric population, with an approximate prevalence of approximately 1 in 4500 births (1). They usually remain asymptomatic in adults, but can otherwise have a wide clinical presentation ranging from mass per abdomen to dysphagia, cough, neck mass, stridor etc (5). These anomalies have their origins along the alimentary tract, anywhere from the  tongue to the anus. The most common site reported in literature is the ileal region, and these cysts share a common wall and blood supply as the alimentary tract. This devious anatomical connection mandates surgical excision of the adjacent bowel segment along with the duplication cyst. Isolated enteric cysts are a rarer subtype of enteric cysts, with a unique blood supply and distinct walls, with less than 20 reported cases in adults worldwide to date. These cysts also at times show a metaplastic change with gastric or pancreatic tissue (6). In our case, the isolated duplication cyst had its own vascular pedicle with no luminal communication with the adjacent alimentary segments, and was histopathologically reported as a foregut duplication cyst in the paracaecal region. The combination of the age, anatomical location, anatomical variant (isolated with unique blood supply) makes this a unique presentation. 
A brief review of literature of similar studies reveals that the most common presenting complaint is abdominal pain or an abdominal mass, while radiological findings such as CT provide a strong clinical suspicion thereafter. 
Duplication cysts can be recognized on CT as smoothly rounded, fluid filled cysts, or tubular structures with thin, slightly enhancing walls in or adjacent to the wall of part of the alimentary tract. In our case, based upon CT and sonographic findings, mesentric cyst was impression. Diagnostically, all Isolated EDCs have a double layer smooth muscle in their wall, as observed on Histopathological examination (6). 
There is no algorithm for the management of asymptomatic duplication cyst, whereas surgical excision is a treatment modality; hence, in our case, the patient underwent surgical excision with all its walls and layers intact with no bowel resection.
The vague clinical presentation shows the need for adaptations in our existing diagnostic and treatment algorithms for such presenting complaints. 
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· Isolated duplication cysts, which have their own blood supply and no communication with the normal bowel, represent an extremely rare form of gastrointestinal duplication. In this report, we present the case of an adult female diagnosed with a non-communicating foregut isolated duplication cyst presented in paracaecal position.
· The treatment involves surgical management with en-bloc resection without the resection of the adjacent bowel owing to an isolated or independent blood supply of the cyst.
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