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Abstract:

Jejunal diverticula are a rare entity and usually asymptomatic. However, they may cause chronic non-specific 
symptoms or rarely lead to acute abdomen. The condition is difficult to diagnose because patients generally 
present with symptoms that mimic other diseases. It is important for clinicians to have awareness of this 
entity. The authors report a case of jejunal diverticulitis in a 65 year old male that was initially treated with 
conservative management but eventually required surgical intervention. 
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Introduction

Jejunal diverticula are rare with an incidence of less than 1.5% [1]. Pathologically, they are pseudodiverticula 
of the pulsion type, resulting from increased intra-luminal pressure and weakening of the bowel wall. Most 
cases of jejunal diverticulosis remain asymptomatic. Few complications such as chronic abdominal pain, 
malabsorption, haemorrhage, diverticulitis, obstruction, abscess formation and rarely diverticular perforation 
have been reported in 10 to 30% of patients [2-4].

Case Report

A 65 year old male presented with off and on pain in the upper abdomen since last 2 and half years. There 
was a history of dyspepsia, belching, discomfort and vomiting after meals. Since last 7 days the pain increased 
in severity along with absolute constipation and visible bowel loops in the upper abdomen. He developed high 
grade fever with chills and coffee brown copious vomiting since last 2 days.

On examination he had a toxic look. He was dehydrated, febrile and anaemic with a coated tongue. He had a 
temperature of 101°F, pulse 105/min, blood pressure 90/50 mm Hg, respiratory rate 16 breaths/min and an 
oxygen saturation of 95%. Abdominal examination revealed a generalized tenderness and signs of peritonitis 
with absence of bowel sounds. Per-abdominal examination showed rigidity and rebound tenderness with visible 
bowel loops. Ryle’s tube aspiration was haemorrhagic. 
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Laboratory investigations revealed Hb 8.6 g/dl, TLC 18200 cells/mm3, DLC P80L20, Urea 18.6 mg/dl and 
Creatinine 1.1mg/dl. General blood picture showed presence of toxic granulations and features of macrocytic 
anemia. Serum protein levels were markedly reduced. Abdominal X-ray displayed multiple dilated loops of 
small bowel. CT scan of the abdomen and pelvis revealed thickening of the duodenum and dilatation of the 
proximal jejunum. Multiple small bowel diverticula were identified with surrounding pockets of free air adjacent 
to the jejunal diverticula suggestive of perforation.

A midline exploratory laparotomy revealed several variable sized diverticula present from duodeno-jejunal 
junction to 35 cm of jejunum; four of which were situated at the mesenteric border and two at the anti-mesenteric 
border. The entire segment of jejunum containing multiple diverticula was inflamed, edematous and adhered 
badly with each other and the surrounding adnexa with the development of gangrene. After mobilization, the 
jejunal loop containing the diverticula was excised and end-to-end anastomosis was carried out in a single layer 
using vicryl 2-0. The abdomen was irrigated and a drain was left near the anastomosis site.

Grossly, there was a 5-cm segment of small bowel with multiple diverticula [Fig.1]. The diverticular wall consisted 
only of mucosa. There was no muscularis propria in the wall of the diverticulum. There was inflammatory cell 
infiltration in the layers [Fig.2] with no evidence of malignancy. Post-operative period was uneventful with 
improvement in his hemoglobin levels and correction in the macrocytic picture within 2 months of surgery.

Fig.2: Low power view of the diverticulum (H&E x 400).

Fig.1: Resected segment of jejunum showing multiple diverticuli.

Discussion

Jejunal diverticula are the least common type of small bowel diverticula [1]. The actual incidence of both types 
of diverticula is not known because these lesions are usually asymptomatic. Autopsy studies reveal an incidence 
between 1.3% and 4.6%, whereas radiologic studies show an incidence between 0.02% and 2.3% [1,5]. 
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Jejunal diverticula make up only 8% of all small bowel diverticula and are associated with diverticula of other 
areas, with colonic involvement observed in up to 50% of cases [6]. Duodenal diverticula are 5 times more 
common than jejuno-ileal. Duodenal diverticula occur in equal numbers of men and women, while a slight male 
preponderance is noted in jejuno-ileal diverticula. Most cases of duodenal diverticula are observed in patients 
older than 50 years, while jejuno-ileal diverticula are commonly observed in patients aged 60-70 years [1]. 

Although the true aetiology of jejunal diverticulosis is unknown, it is believed to develop from a combination of 
abnormal peristalsis, intestinal dyskinesis, and high segmental intra-luminal pressure. These pulsion-type false 
diverticula occur along the mesenteric border of the intestine, where blood vessels pierce the muscularis layer 
of the bowel wall, causing weak areas to develop. These weak areas lead to herniation of mucosa, submucosa, 
and serosa while excluding the muscularis layer. 

Usually, this disorder is asymptomatic until it presents with associated complications. Complications warranting 
surgical intervention occur in 8 to 30% of patients and include pain, bleeding, diverticulitis, intestinal 
obstruction, constipation, nausea, vomiting, perforation and localized abscess with or without signs of peritonitis, 
malabsorption, anemia, biliary colic, volvulus orenteroliths [6]. Jejunal diverticulitis occurs with a frequency of 
2.3% in patients with known diverticulosis [4]. The aetiology is thought to be secondary to luminal obstruction 
leading to bacterial stasis and a localized inflammatory reaction. Diverticulitis may be further complicated by 
perforation with peritonitis, mechanical obstruction or fistulisation. 

Jejunal diverticulosis often presents a diagnostic dilemma. Abdominal radiographs and/or chest radiographs 
may demonstrate evidence of perforation, such as free air under the diaphragm or peritoneum; evidence of 
intestinal obstruction, or evidence of ileus, including multiple air-fluid levels and bowel dilatation. CT scan may 
identify thickening, inflammation or localized abscess formation [2,3]. Endoscopic procedures, such as double-
balloon enteroscopy and capsule endoscopy, are useful in diagnosing small-bowel disorders [7]. However, 
these procedures cannot be used during emergency. Diagnostic laparoscopy can be very useful in investigating 
patients with a complicated symptomatology avoiding the need for unnecessary laparotomy. Enteroclysis is 
thought to be the best diagnostic tool for visualizing this disease because the positive pressure that results from 
instillation of barium and insufflation causes the diverticula in the bowel lumen to become prominent. Laboratory 
studies tend to be nonspecific, but an elevated WBC count with shift to left favours diverticulitis or perforation.

Management of jejunal diverticula depends on the presenting symptoms. It is recommended that asymptomatic 
diverticula found incidentally during laparotomy for other reasons should be left alone [7,8].  Surgery is 
required in approximately 8.5% of all patients with jejunal diverticula, although it increases to 40% in patients 
with symptoms or complications [9]. Localization of the diverticula may be difficult during laparotomy because 
they are frequently hidden between the mesenteric leaves. Resection of the surrounding small bowel with 
primary anastomosis is recommended for complicated diverticula. Extensive resection of multiple diverticula 
may lead to short bowel syndrome. Simple diverticulectomy is not recommended because it has been linked to 
postoperative leakage, sepsis, and death.

The mortality rate of complicated jejunal disease reported earlier ranged between 21% and 30% [8]; 
however, some recent reviews indicate a reduced rate between 0% and 5% probably due to improvement in 
the intensive care management and antimicrobial treatment [4]. 
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Conclusion

Jejunal diverticula are rare and usually asymptomatic. However, they may lead to chronic non-specific abdominal 
symptoms or rarely, as displayed by this case, can present as acute abdomen. Jejunal diverticulosis in the 
elderly can lead to significant morbidity and mortality and so should be suspected in those presenting with 
crampy abdominal pain and altered bowel habits. Once diagnosed, conservative medical management should 
be instituted to alleviate symptoms and reduce the risk of complications. Rarely, jejunal diverticular disease may 
present as intestinal perforation, for which surgical repair is the treatment of choice.
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