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Summary
A 61-year-old man attended an outpatient colorectal 
clinic for a chronic, non-specific abdominal pain, 
associated with rectal bleeding. He underwent a number 
of investigations including a CT pneumocolon, which 
revealed an incidental finding of 20 cm of additional 
sigmoid colon. This case is interesting because tubular 
sigmoid duplication is an extremely unusual condition, 
rarely diagnosed in adults; only a few cases have been 
reported of this condition in the adult population. Our 
team chose to treat this patient conservatively, in order 
to avoid putting the patient at risk of an unnecessary 
surgery.

Background
Gastrointestinal (GI) duplications are very rare 
congenital anomalies of the GI tract and have 
mostly been described in the paediatric population, 
as they are normally diagnosed in early childhood.1 
Colonic duplications are the least common type of 
GI duplications, and their diagnosis is challenging.2 
Tubular sigmoid duplication, such as the one found 
in our patient, is an even more rare subtype, with 
only a few cases reported in the literature.

Case presentation
A 61-year-old man was referred to a colorectal 
outpatient clinic by his general practitioner for 
investigation for a possible colonic malignancy. 
He had a 4-month history of intermittent, vague, 
non-specific abdominal pain, altered bowel habit 
and intermittent rectal bleeding.

The patient’s medical history included severe 
sleep apnoea, Barrett’s oesophagus, bilateral cata-
racts, anal fissure and anxiety. He also had a tonsil-
lectomy and total knee replacement in the past. His 
medication list included a proton pump inhibitor 
(omeprazole 20 mg tablet once per day) and a selec-
tive serotonin uptake inhibitor (citalopram 20 mg 
tablet once per day), and he was on night contin-
uous positive airway pressure. He is an ex-smoker 
and social drinker, with no known allergies.

On examination, the patient was noted to be obese 
(body mass index (BMI)=35.3 kg/m2). On palpation, 
his abdomen was soft, with minimal tenderness mainly 
on the right side, and there were no discernible masses. 
A digital rectal examination performed was normal.

Investigations
His laboratory results were within normal defined 
limits. On account of the patient’s history of change 

in bowel habit and rectal bleeding, he initially had 
a CT scan of his abdomen and pelvis with intrave-
nous contrast, which was found to be normal. This 
was followed by a colonoscopy, which was limited 
to the ascending colon as a result of excessive scope 
looping. In this first colonoscopy, his sigmoid dupli-
cation was not noticed.

As the initial colonoscopy was incomplete, a CT 
pneumocolon was arranged in order to visualise the 
remainder of his large bowel. This study demon-
strated a tubular structure in the pelvis arising from 
the distal sigmoid, raising the possibility of sigmoid 
duplication. To further investigate the possibility of 
this sigmoid duplication, a water-soluble contrast 
enema was arranged. This enema demonstrated a 
length of redundant sigmoid bowel (figure 1).

Further colonoscopy confirmed the diagnosis of 
a 20 cm duplex sigmoid colon, where two separate 
lumina of the sigmoid colon were seen (figure 2). 
The additional bowel was scoped, and it was 
found to be normal. The patient did not have any 
further associated duplication of the GI tract at 
a different level. During the colonoscopy, two 
polyps (one at 45 cm and one in the midrectum) 
were also detected, and on biopsy, these were 
confirmed as tubular adenomas with low-grade 
dysplasia. The patient’s case was discussed at the 
colorectal multidisciplinary team meeting, and the 
plan was for polypectomy with follow-up colo-
noscopy and for conservative treatment of the 
sigmoid duplication.

Treatment
The patient was seen in the outpatient clinic 
following his investigations, and the findings of 
his rare sigmoid duplication were explained to 
him. In particular, the consultant in charge of his 
care explained that the sigmoid duplication was 
not likely the main cause of his chronic pain, as 
discussed below. The patient was advised to take 
simple analgesia, lose weight, and minimise his 
stress levels. He was also informed that he would 
have regular follow-up and further colonoscopy.

The rationale behind this plan was that the 
patient was not experiencing any of the complica-
tions associated with his condition. Furthermore, 
the risks associated with an operative intervention 
and subsequent hospital stay were considered to be 
higher than the risk of a possible future complica-
tion related to his sigmoid duplication. The patient 
will be nevertheless regularly reviewed in the outpa-
tient colorectal department.

Case report

Tubular sigmoid duplication in an adult man: an 
interesting incidental finding
Amani Asour, Hyun-Kyung Kim, Shobhit Arya, Clive Hepworth

Rare disease

To cite: Asour A, Kim H-K, 
Arya S, et al. BMJ Case 
Rep Published Online First: 
[please include Day Month 
Year]. doi:10.1136/bcr-2017-
219474

Colorectal Surgery, BHR 
University Hospitals NHS Trust, 
Queen’s Hospital, Romford, UK

Correspondence to
Dr Amani Asour,  
​amani.​ashur@​gmail.​com

Accepted 27 October 2017

http://casereports.bmj.com/
http://crossmark.crossref.org


2 Asour A, et al. BMJ Case Rep 2017. doi:10.1136/bcr-2017-219474

Rare disease

Discussion
GI duplication is a congenital mass lesion attached to the GI 
tract that varies in site, morphology or embryological origin and 
can occur at any level from mouth to anus.1–3 Intra-abdominal 
duplications comprise 80% of all GI malformations and most 
commonly occur in the ileum  (over 50%), whereas colonic 
duplication is very rare (6%–13%).2 4

Duplex colon can be a cystic (80%) or tubular lesion (20%) 
that can share the same blood supply with the parent bowel.2 5 
Unlike cystic duplications, tubular duplications can communi-
cate with the true bowel, and the rareness of this communication 
explains the lack of symptoms and the difficulty in diagnosing 
this condition in earlier life.2 3 6

GI duplications are generally diagnosed in early childhood.2 
As such, journal articles and case reports published on the topic 
mainly discuss GI malformations in the context of the paediatric 
population. The exact incidence is unknown; however, an inci-
dence of 1 per 100 000 deliveries has been reported.2 7 8 Moreover, 
about 20% of the patients have multiple congenital duplications 
including, in some cases, multiple organ duplication.2

In general, there is no pathognomonic clinical presentation of 
intra-abdominal colonic duplication. Symptoms vary from vague 
chronic features such as colicky abdominal pain or a change in 
bowel habit, to acute symptoms of bowel obstruction, which are 
the most common.2 6 9 Obstructive symptoms can occur either 
because the duplication can cause pressure on adjacent loops or 
because of volvulus, intussusception or perforation.6 9 The risk 
of malignancy is very rare.10

Examination may reveal tenderness at the site of the malforma-
tion, and a palpable mass can sometimes be present. A palpable 
mass could not be found on examination of our patient’s 

abdomen; however, his BMI of 35.3  kg/m2 would also have 
made this finding difficult. Tubular duplications also commu-
nicate with the true bowel, and this also explains the general 
lack of symptoms associated with our patient’s duplication in 
our case.6

Only few isolated reports of tubular sigmoid duplications in 
adults are found in the literature. Roberts et al6 highlighted the 
difficulty of making the diagnosis of colonic duplications, when 
they described two cases of patients with sigmoid duplications, 
who both underwent a bowel resection for a suspected carcinoma. 
In both cases, histology confirmed the presence of a colonic 
duplication, but no cancer.6 In 2010, Mourra et al4 reviewed 
seven cases of colorectal duplication, but only one of them was a 
case of sigmoid duplication that had a preoperative diagnosis of 
colonic duplication. In 2014, Al-Jaroof et al9 reported a case of 
sigmoid tubular duplication in a 33-year-old woman who under-
went an exploratory laparotomy that confirmed the diagnosis.9 
In this particular case, the diagnosis of colonic duplication was 
in the differential diagnosis, along with a giant diverticulum, 
volvulus and duplication cyst. Finally, in 2015, Sobhani et al11 
reported a case of a 27-year-old man who was diagnosed with 
a tubular sigmoid duplication intraoperatively after he had an 
exploratory laparotomy for an acute abdomen.

The diagnosis of colonic duplications is challenging. The liter-
ature on GI duplications highlights the importance of consid-
ering GI duplications as a potential differential diagnosis in 
patients with gastrointestinal symptoms ranging from abdominal 
pain and chronic constipation to bowel obstruction, intussuscep-
tion or perforation.12–15 In order to reach a correct and accurate 
diagnosis of gastrointestinal duplication, modalities such as CT 
or MRI with barium enema or colonoscopy are recommended as 
investigative options.13 15 A water-soluble contrast enema exam-
ination is considered potentially diagnostic.15 16 In this study, the 
diagnosis of the tubular colonic duplication was made through a 
combination of CT pneumocolon, water-soluble contrast enema 
along with a second, repeat colonoscopy.

In our case, we consider that the GI anomaly was found inci-
dentally, and the patient’s symptoms were not likely associated 

Figure 1  Water-soluble contrast enema showing duplication and 
adjoining segment of sigmoid.

Figure 2  Colonoscopy showing two adjacent lumina in the bowel.
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for a number of reasons. First of all, the history of pain was 
recent and localised to the right side of the abdomen. Second, 
long-standing constipation is the most common change in bowel 
habit associated with colonic duplications, whereas our patient 
noticed increased frequency of bowel motion, up to eight times 
per day with loose stools.4 In addition to this, his colonoscopy 
showed a normal duplex sigmoid with no abnormal changes. 
Moreover, the patient’s high BMI and severe stress were more 
likely the cause of his symptoms rather than the duplex colon.

Therapeutic or preventive surgical excision is very common 
in GI duplications in paediatric population. In 1989, Holcomb 
et al1 presented 96 paediatric cases of GI duplications, out of 
which 94 underwent surgery, and only one case was asymptom-
atic and did not require surgery. Holcomb et al1 highlight the 
importance of an appropriate surgical approach that should be 
as radical as necessary to eliminate symptoms. In 2015, Sharma 
et al17 reported six paediatric cases of symptomatic enteric 
duplications that all underwent surgery underlining that enteric 
duplications often need urgent surgical intervention as massive 
bleeding or bowel perforation may occur, whereas surgical treat-
ment in asymptomatic cases is controversial despite the risk of 
malignancy.

Although the literature recommends surgical intervention, via 
either an open or laparoscopic approach, especially in the paedi-
atric population, there are no established guidelines for asymp-
tomatic colonic duplications in adults. Owing to the rarity of the 
GI duplications, the risk of malignancy has not been quantified, 
and malignant change has been reported as ‘rare’ in literature,1 10 
but it remains an indication for surgical resection in children 
indeed. However, in our opinion, when it comes to an uncom-
plicated incidental finding in an asymptomatic adult, the deci-
sion making regarding either to operate or not requires much 
consideration especially due to the lack of same cases.

The vast majority of reported colonic duplications in adults who 
underwent surgery suffered from life-threatening complications 
such as bowel obstruction. On the contrary, our patient has been 

living with his congenital abnormality for more than 60 years, and 
he has never suffered from any complication related to his anomaly. 
Even if there is a possibility that his abdominal pain is caused by his 
sigmoid duplication, surgical intervention in his case carries risks 
that outweigh the benefits. The main benefit from a surgical inter-
vention would be the prevention of future possible complications 
associated with colonic duplications, as discussed above. However, 
the patient’s comorbidities, his high BMI and his age increase signifi-
cantly the mortality and morbidity risk associated with undergoing a 
major abdominal operation and subsequent hospital stay.
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Learning points

►► Sigmoid tubular duplication is an extremely rare 
gastrointestinal (GI) abnormality.

►► Most duplications in adults are incidentally diagnosed.
►► The risk of malignancy in GI duplication is very low and 
cannot be quantified.

►► There is no established treatment for asymptomatic colonic 
duplication in adults, hence these patients may require 
frequent follow-up.

►► Follow-up and long-term studies of asymptomatic cases of 
duplex colon in adults would contribute to establishing a 
definitive treatment plan.
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