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Perforated Jejunal Diverticulitis: An
Uncommon Cause of Abdominal Pain
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ABSTRACT

Diverticular disease of the jejunum is a rare entity. Most patients with small bowel diverticula are asymptomatic. Patients who develop
symptoms generally report symptoms that reflect associated complications. The most common are non specific epigastric pain or
flatulent dyspepsia, mainly postprandial. Complications including haemorrhage, intestinal obstruction, diverticulitis and perforation
may be life threatening and warrants early surgical intervention. We report a case of a 68-year-old male admitted with jejunal
diverticulosis complicated by sealed off perforation and phlegmon formation who has been admitted and treated for abdominal
pain previously with different diagnosis in two occasions, once with a diagnosis of symptomatic cholelithiasis and second time with
mild pancreatitis which could be the manifestation of jejunal diverticulitis. On admission CT abdomen confirmed the diagnosis of
diverticulitis and he underwent laparoscopic assisted resection of involved segment of jejunum and jejuno-jejunal anastomosis. On
one year follow-up patient was pain free and symptom free throughout the period. The purpose of presenting this case is to evaluate
a presentation of diverticulitis which can delay the diagnosis and contribute to diagnostic dilemma.

Keywords: Abscess, Diverticulosis, Enterectomy, Jejunal phlegmon, Peritonitis

CASE REPORT

A 68-year-old male presented with a complaint of severe epigastric
pain for seven days, not related to food intake, nausea, vomiting,
jaundice or diarrhoea. He had similar albeit mild complaints
occasionally during the past year for which he underwent
laparoscopic cholecystectomy one year back and was admitted
with a diagnosis of acute mild pancreatitis eight months back.

Physical examination revealed tenderness in epigastrium and
umbilical region without any sign of peritonitis while other vital
parameters were within anormal limit. Laboratory findings (CBC, LFT,
KFT, amylase and lipase) were within normal limits. Ultrasonography
was apparently normal. CECT abdomen showed jejunal diverticulitis
with surrounding haziness and fat stranding along with small mass
formation by surrounding omentum and jejunal loops with multiple
jejunal diverticuli [Table/Fig-1-3].
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[Table/Fig-1]: An arrow shows multiple extraluminal air pockets-Diverticuli.

[Table/Fig-3]: Jejunal loop diverticulitis with surrounding haziness and fat
stranding.

The patient was subjected to diagnostic laparoscopy. About 30 cm

from the DJ flexure there was a small jejunal mass of size of 5x4 cm,  off perforation. About 7 cm of bowel was resected and functional end to

adherent to the abdominal wall on the left side with dilated proximal
bowel. This was released and was exteriorised through a 5 cm infra
umbilical incision. It was consistent with jejunal diverticulitis with sealed
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end stapled anastomosis was done, after releasing the adjacent bowel
loop which was densely adherent to the mass [Table/Fig-4]. Patient
was discharged on 4™ postoperative day. Pathology report described
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intestinal wall with a marked adventitial subacute inflammation with an
abscess formation, composed of nodular aggregates of neutrophils
and histiocytes surrounded by marked fibroblastic reaction. Mucosal
diverticulae extended through muscularis propria into the adventitia
focally. Patient was followed up after one year and he was asymptomatic
completely throughout the period.

[Table/Fig-4]: Segment of jejunal loop of 7 cm forming mass with adhesions and
exudates.

DISCUSSION

Unlike colonic diverticula, jejunal diverticula are an uncommon and
acquired condition which is found in 0.06-4.6% in autopsy [1]. Cooper
A in 1807 first reported jejunal diverticulosis [2]. Jejunal diverticula
are pseudo diverticula usually occur in proximal jejunum in multiple
numbers. Exact mechanism is unknown but, possible mechanism is
increased luminal pressure with jejunal muscular wall atrophy. Jejunal
diverticula is asymptomatic but, can present more acutely up to four
times more often than duodenal or colonic diverticula [3,4]. Patient may
present with bleeding, abdominal pain and diarrhoea. Complications
include abscess formation, perforation, mass or phlegmon formation
and intestinal obstruction [5,6], occurs in 6-10% patients [7].

Diagnosis of jejunal diverticula is often incidental finding on contrast
study or intraoperatively. Because of its rarity and non specific
symptoms acute jejunal diverticulitis is rarely considered in the
clinical differential diagnosis which make it difficult to diagnose and
possibly delay the diagnosis and when therapy is delayed, further
complications can have serious consequences [8]. Barium follow-
through and enteroclysis can be use for diagnosis. A CT scan of
the abdomen is useful to identify diverticulitis and abscess formation
following diverticular perforation. Indirect sign of diverticulitis in
CT are wall thickness, entrapped air or fat tissue inhibition [9].
Diagnostic laparoscopy is a good tool to evaluate intra-abdominal
condition and may help to reach a precise diagnosis and curative
dissection if requires. In case of jejunal diverticulitis treatment is
predominantly surgical; however, in case of locally or self-limiting
inflammation and without perforation conservative management is a
possible option [10]. It has been found that surgical management
is required in approximately 8.5% of patients with jejunal diverticula
[11]. Surgical management was first described by Gordinier HC and
Sampson JA in 1906 [12]. Treatment of jejunal diverticulitis usually
consists of resection of the abnormal segment with primary end to
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end anastomosis [13]. Although rarely reported in the literature, the
laparoscopically assisted resection seems to be safe and feasible
[14]. Novak JS et al., has described non surgical management with
percutaneous drainage for patient with diverticulitis with localised
peritonitis [15]. Walter BM et al., in his case series treated one of
the patient with diverticulitis without perforation by laparotomy and
resection of jejunum containing diverticulitis who initially failed to
improve on conservative management [16] whereas like in present
case, Jerraya H et al., preferred laparoscopic management for jejunal
diverticulitis [13] in a patient presented with acute abdominal pain
and CT showed focal area of asymmetric jejunal wall thickening with
oedema without any features of perforation. CECT abdomen and
diagnostic laparoscopy is better tool for early diagnosis [17] and
treatment of underlying cause in a case of diagnostic dilemma.

CONCLUSION

Jejunal diverticula is usually a silent disease and presents with variety
of symptoms which can mimic symptoms of other diseases, so for
clinician to reach the diagnosis is difficult. It is important for clinician
to have heightened awareness of jejunal diverticulitis because if it is
not recognised promptly in symptomatic patient then complication
can occur which can be more morbid and even lead to mortality.
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