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Abstract

Diverticular disease of the Jejunum is a rare entity. Most patients 
with small bowel diverticula are asymptomatic. Patients who de-
velop symptoms generally report symptoms that reflect associated 
complications. The most common are nonspecific epigastric pain 
or flatulent dyspepsia, mainly post prandial. Complication rates as 
high as 10-12% for duodenal diverticulosis and 46% for jejunal di-
verticulosis have been reported. Although there is no consensus on 
the management of asymptomatic jejunal diverticula disease, some 
complications are potentially life-threatening and require early sur-
gical intervention.
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Introduction

Jejunal diverticulosis is uncommon amongst the overall di-
verticula occurring from the stomach to the rectosigmoid. 
They tend to be large and multiple and pathologically be-
long to the pseudodiverticula, resulting from a mucosal and 
submucosal herniation through the muscular layer of the 
bowels’ wall in places of minor resistance to the intralumi-
nal pressure such as the anatomic points where blood ves-
sels penetrate the intestinal wall. They are generally asymp-
tomatic but complications often occur as age advances with 
changes in the anatomy and physiology of the affected area. 
A wide spectrum of symptoms appear from mild epigastric 
or peri-umbilical discomfort, anaemia, bacterial overgrowth 

with flatulence, malabsorption syndrome, fatigue and weight 
loss, to more serious complications such as diverticulitis, 
acute inflammation, intestinal obstruction and perforation 
with localized abscess causing abdominal pain with or with-
out signs of peritonitis.

The management of jejunal diverticulosis with perfo-
rated diverticulitis usually requires surgical referral. When 
the patient are stable, trial of nonsurgical management with 
intravenous antibiotics and other supportive measures along-
side percutaneous CT-guided aspiration of localised intra-
peritoneal collections maybe suitable and avoid the need for 
laparotomy. The disease should always be taken in consider-
ation in the presence of non specific GI symptoms, especial-
ly in the elderly population. We herein report the case of a 
63-year-old Caucasian man presenting with one-day history 
of generalised abdominal pain, on a background of a chronic 
abdominal discomfort, pain and dyspepsia. Our patient un-
derwent a laparotomy which revealed multiple small jejunal 
diverticula and two larger adjacent diverticula arising on the 
mesenteric border of the proximal jejunum. Both diverticula 
were inflamed and perforated. We also review the literature 
for this rare disease.

 
Case Report

A 63-year-old Caucasian man arrived at the emergency de-
partment with one-day history of generalised abdominal 
pain on a background of a chronic abdominal discomfort, 
dyspepsia, pain, flatulence and borborygmi. No significant 
past medical history was noticed. OGD endoscopy and colo-
noscopy performed in the last two years were clear. The pa-
tient was admitted with right-side abdominal pain, localised 
at the lower right quadrant, rebound tenderness, pyrexia, 
significantly raised white cell count, inflammatory mark-
ers hypoalbuminemia and a raise to serum amylase. Chest 
and abdominal X-rays displayed only a few small intestinal 
air-fluid levels but not pneumoperitoneum. The patient was 
taken to the operating theatre on the first 24 hours consid-
ering appendicitis. A right paramedian incision exploratory 
laparotomy was performed which identified several small 
jejunal diverticula and two larger adjacent diverticula arising 
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on the mesenteric border of the proximal jejunum (Fig. 1). 
Both diverticula were inflammed and perforated containing a 
collection of pus (Fig. 2). A careful proximal and distal to the 
diverticula bowel mobilisation was performed, followed by 
a resection of the affected segment, using a gastrointestinal 
anastomosis stapling device. The rest of the diverticula were 
preserved. A side to side jejuno-jejunal stapled anastomo-
sis was created, followed by a copious peritoneal lavage. A 
Jackson-Pratt drain was left near the anastomosis. Pathology 
report described large diverticula and multiple foci of diver-
ticulitis with perforations. The patient did well postopera-
tively and was discharged on the sixth day.

Discussion
  
The disease was first described by Sommering in 1794 and 
later by Astley Cooper in 1809. Gordinier and Shil performed 
the first operation for diverticula in 1906 [1, 2]. The inci-
dence of jejunoileal diverticula in studies of the small bowel 
by enteroclysis is 2-2.3% which is comparable to autopsy 
data presenting an incidence of 1.3-4.6% [3, 4] Incidence in 
radiographic findings is 2.3% [5]. Duodenal diverticula are 
approximately 5 times more common than jejunoileal diver-
ticula. The prevalence increases with the age and the disease 
presents a peak incidence at the sixth and seventh decades 
with a male predominance [6].

The jejunal diverticulosis is usually multiple and prob-
ably present due to the larger size of the vasa recta at this 
area [4]. The aetiology is unclear. Studies have focused on 
abnormalities of the smooth muscles or of the myenteric 
plexus in order to explain intestinal dyskinesia. Manometric 
studies in such patients have also shown functional abnor-
malities. The results support the hypothesis that irregular 
intestinal contractions generate increased segmental intralu-
minal pressure, favouring the diverticula formation through 
the weakest point of the bowel [7, 8]. Despite small bowel 

diverticulosis seems to be acquired, two cases of familiar 
predisposition have been reported [9, 10]. The majority of 
patients are asymptomatic for life. However 30% develop 
symptoms, experiencing epigastric pain, abdominal discom-
fort, post prandial flatulence, epigastric cramping pain and 
fever are usually reported [3]. Anemia due to chronic occult 
gastrointestinal bleeding, iron or B12 deficiency has often 
been reported and commonly attributed to malabsorption 
syndrome with diarrhoea and steatorrhea. Malabsorption 
could be justified by the nonsynchronous peristaltic move-
ment of the bowel, the dilation of the diverticula, the stasis 
of the intestinal content and the bacterial overgrowth [11].

Considering that jejunal diverticulosis is asymptomatic 
for a long time in most of the cases, diagnosis is usually 
made when the disease becomes symptomatic or compli-
cated. The diagnosis is often missed or delayed. It is a chal-
lenging disorder from a diagnostic perspective, with no truly 
reliable diagnostic tests. The literature has shown that com-
puter tomography scan has variable reliability, while barium 
swallows are the gold standard for diagnosis [12]. Computer 
tomography may identify localized intestinal wall thicken-
ing due to inflammation or edema, abscesses, free abdominal 
fluids and pneumoperitoneum. Multislice CT seems to be 
promising in diagnosing jejunal diverticulosis and appears 
more specific than enteroclysis concerning small bowel dis-
eases and may identify the enterolith inside the diverticulum 
or protruding into the intestinal lumen [13]. Endoscopic pro-
cedures, such as single- or double-balloon enteroscopy and 
wireless capsule endoscopy, are useful in diagnosing small 
bowel disorders, however these procedures are expensive, 
present low availability and cannot be used in the emergency 
setting, such as intestinal obstruction or perforation [14, 15].

Complications of jejunal diverticulosis warranting sur-
gical intervention occur in 10-30% of patients and the most 
common acute complications include diverticulitis, bleed-
ing, enterolith formation, intestinal obstruction and perfora-
tion [16-18], however, some patients respond to the tempo-
rary interruption of the enteral nutrition, to a gastrointestinal 
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Figure 1. Intraoperative findings. Multiple inflamed diverticula 
arising at the mesenteric border of the jejunum.

Figure 2. Intraoperative findings. Perforated diverticulum aris-
ing at the mesenteric border of the jejunum.
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relief with a nasogastric tube and to the administration of 
empirical, wide-spectrum antibiotics [19, 20]. Another series 
of perforated diverticulitis treated conservatively with anti-
biotic administration and CT-guided drainage of abdominal 
abscesses have also been presented [21]. Instigating factors 
for perforation were shown to be related to a necrotizing 
inflammatory reaction in 82% of cases, followed by blunt 
trauma (12%) and foreign body impaction (6%). Cocaine 
sniffing has also been reported as a risk factor [22, 23]. The 
incidence of jejunal diverticulitis with or without perforation 
ranges from 2-6% [24].

The current treatment of choice for perforated jejunal 
diverticula causing peritonitis is exploratory laparotomy and 
resection of affected intestinal segment with primary anasto-
mosis. The extent of the bowel resection depends upon the 
length of the bowel that is affected by the diverticula and the 
patient’s peri-operative condition [25]. If diverticula are ex-
tensive, resection may have to be limited to include only the 
segment containing the perforated diverticulum and to leave 
a segment of small bowel that still contains non-perforated 
diverticula in order to avoid short bowel syndrome [26].

Recently, the total laparoscopic approach has been used 
as a valid surgical strategy, even in cases of complicated di-
verticulitis [27]. Laparoscopy becomes a valid diagnostic ap-
proach as it is rapidly convertible in laparotomy and it can 
function as a guide in order to avoid unnecessary laparoto-
mies [28]. Our case in this paper presented symptomatology 
mimicking acute appendicitis and a decision was taken to 
perform prompt exploratory laparotomy due to the extent of 
the clinical and haematological findings and the individual 
Surgeon’s experience.

Conclusions

It is seen that complicated jejunal diverticula are quite rare 
and that one of the most common complication is perfora-
tion. The treatment of choice is surgical excision of the af-
fected jejunal segment. However, conservative management 
has been reported in selected patients to alleviate symptoms 
and inflammation before proceeding to an elective resection 
and primary anastomosis. If affected diverticula are not re-
sected complications will reoccur. It is important to be famil-
iar with this entity and take it in consideration in cases of un-
explained gastrointestinal symptoms, because any treatment 
delay may contribute to an unsuccessful clinical outcome for 
patients.
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