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Ileocecal Duplication Cyst 
 

Congenital duplications of the gastrointestinal tract are rare and usually detected in the first 

two years of life or prenatally. The clinical presentation depends on location, size, and  

presence of ectopic gastric or pancreatic mucosa. Intestinal duplications lead to volvulus, 

intussusception, bowel obstruction, bleeding or perforation. They can occur anywhere in 

the GI tract with the ileum, ileocecal and duodenum segment as the most common sites. 

Most alimentary tract duplications are cystic (80% 90%), with the remainder being tubular. 

The presence of gastric or pancreatic mucosa can lead to peptic ulceration, perforation, 

and hemorrhage. Most of the intestinal duplications share a common muscular wall and 

blood supply with the native bowel, especially those located in the abdomen, where they lie 

in the mesenteric border. The management of duplication cysts consists of resection of the 

segment harboring the duplication with anastomosis unless the duplications encompass a 

long segment of bowel. Ileocecal duplications are more frequently cystic lesions of varying 

size, share a common blood supply and wall with the ileum for a few centimeters from the 

valve and compress the cecum. These malformations manifest a clinical picture usually 

characterized by early presentation, occlusive feature and potentially deadly outcome. In 

many reports duplications in the ileocecal area have been managed with resection of the 

ileocecal valve. Removal of the ileocecal valve can lead to bacterial overgrowth, reduced 

intestinal transit time and impaired absorption with symptoms like diarrhea, malnutrition, 

and electrolyte imbalance. This has prompted management of ileocecal duplication cysts 

performing excision of the cyst together with the common wall of the ileum and restoring 

ileal wall continuity with transverse anterior enterorrhaphy preserving the functional ability 

of the ileocecal valve. 
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Fecal Microbiome Transplant 
 

Fecal microbiome transplant (FMT) also known as stool transplantation is the infusion of 

human stool, obtained from a healthy donor with no risk factors for transmissible diseases 

into the gastrointestinal tract of a disease patient. FMT purpose is to normalize the gut flora 

of the recipient. The human GI microbiota is considered a tissue, not an organ, and is used 

in FMT to implant in a recipient s GI tract. Routes of instillation for FMT includes retention 

enemas (most common route), colonoscopy and nasojejunal tubes. Enema administration 

is effective, cheap, and safe and carries fewer procedural or institutional admission costs. 

FMT has been used effectively to manage patients with refractory/recurrent 

pseudomembranous enterocolitis and Clostridium difficile infection with a  success rate of 

81% following a single infusion and 94% following a second infusion. No significant 

adverse events were noted other than mild infusion-related diarrhea and discomfort. FMT 

has also been used successfully in cases of inflammatory bowel disease (ulcerative colitis 

and Crohn disease) reducing symptoms, reversing disease and stopping medication, 

though its use is actually reserved for clinical trials. FMT in the management of 

inflammatory bowel diseases causes that 76% of subjects experience improvement in 

symptoms and 63% achieve clinical remission. Other conditions that could benefit from 

FMT include anorexia nervosa, constipation, diabetes mellitus, eosinophilic disorders of 

the GI tract, food allergies, irritable bowel syndrome, obesity, neurodegenerative and 

neurodevelopment disorders, and systemic autoimmunity disorders.  Treatment may 

consist of a single dose of FMT or multiple doses depending on the condition and 

response of the patient during treatment. Common treatment-related symptoms include 

bloating/flatulence, abdominal pain/cramping, diarrhea, blood in stool, and fatigue. The 

absence of consensus in regards to volume, route, donor screening, safety measures, and 

the potential lack of medical supervision in children is still being discussed and studied. 
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Subcostal Hernias 

 

Subcostal hernia is a very rare entity presenting as an isolated defect or a complex 

multisystem defect, the exact etiology of which is still unknown. They more probably occur 
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secondary to traumatic abdominal wall weakness or previous surgery, than congenital. 

They most commonly appear in the left subcostal region as a small protruding defect of 2 

cm. Protrusion through the hernial content includes stomach and/or small/large bowel. 

There is risk of incarceration due to the small ring of defect. Associated conditions 

identified in the few case reports include left absent kidney, deformed thoracic cage, 

cardiac malformations, agenesis of the müllerian ducts & left ovary, and aplasia cutis 

congenita. The pathogenesis includes failure of the ectoderm to develop adequately in the 

area of the hernia that may lead to underlying embryologic defects as a result of disrupted 

inductive interactions between the abdominal wall layers, which occur during normal 

development The diagnosis can be confirmed with US, MRI or simple physical 

examination. The hernial defect has a sac. Management is straightforward and consists of 

surgical closure of the hernia defect using the surrounding rim of open external abdominal 

fascia. Recurrence is rare and the prognosis is good. 
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