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A 23−year−old Caucasian woman under−
went investigations for symptoms of epi−
gastric pain and gastroesophageal reflux.
She was treated with a proton pump
inhibitor for a few months without any
improvement in symptoms. Abdominal
computed tomography and endoscopic
ultrasound examination revealed a para−
duodenal cystic lesion on the antimesen−
teric side of the second part of the duode−
num. This lesion was echo−poor, was more
than 6 cm in length, and was composed of
multiple layers similar to those of the
intestinal wall. The diagnosis was a duo−
denal duplication. Examination with a
side−viewing Olympus TJF−160 duodeno−
scope revealed a soft and depressible
mass (Figure 1). An incision was made
with a needle−knife papillotome (Micro−
knife XL; Boston Scientific Microvasive,
Spencer, Indiana, USA) on the proximal,
dependent portion of the cyst. The cyst
was cannulated with a sphincterotome
(Cotton Cannulatome II PC Double Lu−
men; Wilson−Cook Medical, Winston−
Salem, North Carolina, USA). The incision
was extended until an opening of 1.5 cm
was obtained. One month later, a second
endoscopy was performed and the du−
plication cavity was found to be totally
collapsed. The previous incision was now
about 2 cm long and was extended for an−
other 1 cm (Figure 2). One month after
discharge, the patient was well and symp−
tom−free.

Duodenal duplication is rarely diagnosed
in adults. The most common clinical man−
ifestations are intestinal occlusion, pan−
creatitis, perforation, or bleeding but
symptoms can also be nonspecific, as in
our patient [1]. Traditionally, duodenal
duplication has been managed surgically
and complete resection is the classic
treatment. Only a few cases of endoscopic
treatment of duodenal duplication have
been reported [1± 4]. Duodenal duplica−
tions are benign lesions, although two
cases of malignant transformation have
been reported in the literature, probably
related to the presence of ectopic tissue
inside the cyst, which was not found in

our case [5, 6]. In conclusion, endoscopic
treatment of duodenal duplication is an
effective procedure which results in rapid
relief of symptoms and avoids the mor−
bidity associated with a laparotomy.
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Figure 2 Endoscopic view at the second en−
doscopy, after extending the incision with a
standard sphincterotome. Normal mucosa
can be seen inside the duodenal duplication.

Figure 1 Endoscopic view of a bulging, de−
pressible mass on the antimesenteric side of
the second part of the duodenum.
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