
International Journal of

Critical Care and Emergency Medicine
Case Report: Open Access

C l i n M e d
International Library

Citation: Gálvez-Valdovinos R, Santillan EMY, López-Ambriz G (2016) Efficacy of Early 
Laparoscopic Surgery in Acute Abdomen Secondary to Perforated Jejunal Diverticulitis. Int J 
Crit Care Emerg Med 2:020
Received: February 27, 2016: Accepted: September 10, 2016: Published: September 12, 2016
Copyright: © 2016 Gálvez-Valdovinos R, et al. This is an open-access article distributed under the 
terms of the Creative Commons Attribution License, which permits unrestricted use, distribution, 
and reproduction in any medium, provided the original author and source are credited.

Gálvez-Valdovinos et al. Int J Crit Care Emerg Med 2016, 2:020

Volume 2 | Issue 2

ISSN: 2474-3674

Efficacy of Early Laparoscopic Surgery in Acute Abdomen Secondary 
to Perforated Jejunal Diverticulitis
Ramiro Gálvez-Valdovinos*, Ernesto Marin Y Santillan and Gustavo López-Ambriz

Laparoscopy and Robotic Service, Hospital Angeles León, Mexico

*Corresponding author: Ramiro Gálvez-Valdovinos, Laparoscopy and Robotic Service, Hospital Angeles León, 
Guanajuato, Mexico, E-mail: vgalvez@angelesleon.com

examination showed a left basal hypoventilation. Upon inspection 
of the abdomen, without the presence of previous surgical scars, 
distended abdomen slightly. Auscultation of abdomen presented 
diminished of bowel sounds. Percussion was not carried out by pain. 

Abstract
A 39-year-old man with abdominal pain, fever and general poor 
state. Physical examination showed fever, Tachycardia, Left basal 
hypoventilation and acute surgical abdomen. A Abdominal X-Ray 
showed accumulation of calcifications in mesogastric. The laboratory 
test showed leukocytosis and the abdominal CT-Scan showed the 
cause of the acute surgical abdomen. The laparoscopic surgery 
was recommended and performed. A 12-inch angle of Treitz was 
found perforated diverticulum which was covered with omentum. 
Forty inches of jejunum including the perforated diverticulum were 
resected. The patient was discharged from the hospital on the 
sixth postoperative day. The pathological evaluation revealed a 
perforated jejunal diverticulum and diverticulosis yeyunal.
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Introduction
Usually jejunal diverticula disease are asymptomatic. When 

presented symptoms are nonspecific. The preoperative diagnosis of 
diverticulitis jejunal in cases of acute abdomen is difficult, given the 
uncharacteristic clinical symptoms and the low prevalence of this 
process [1]. The most common acute complications are perforation, 
bleeding and intestinal obstruction, these complications when they 
occur jeopardize the patient’s life and need a rapid and precise to 
diagnosis not to delay the laparoscopic surgery. The prevalence of 
diverticula increases with age and reaches its peak in the 6th and 7th 

decade of life, and in this communication is important to underline 
that the particularity of this case is that it refers to a patient of 39 
years age.

Case Report
A 39-year-old man was admitted to the emergency room with 

abdominal pain located in mesogastric and irradiated to upper 
quadrant and left flank, fever of 102.2 F, state generates attack since 
three days. The digestive past medical history was not significant. 
Physical examination disclosed; the temperature was 101 F, pulse 
rate was 111, and blood pressure was 110/70 and respiratory rate 
18 breaths/min. The patient tended to lie still with their knees 
flexed as doing so provides some alleviation of their pain. The chest 

         

 

Calcifications 

Figure 1: Abdominal X Ray accumulation of calcifications in mesogastric level 
and displayed multiple dilated loops of small bowel.
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can be found in all parts of the digestive tract. The most famous is 
Meckel’s diverticulum, the most common congenital anomaly of the 
gastrointestinal system [1]. In the small intestine diverticulum are 
very rare, with an incidence ranges from 0.06% to 1.3% [2]. The most 
common part of the small bowel to be affected by diverticula is the 
proximal jejunum (75%), followed by the distal jejunum (20%) and 
the ileum (5%) [3]. They are usually multiple and can vary in size 
from a few millimeters until reaching large dimensions. They remain 
asymptomatic in 60-70% of cases and cause symptoms or surgical 
complications in the 10-19% [4]. Diverticulitis jejunal or ileal, with 
or without perforation, occurring in 2.3-6.4% of cases, and is usually 
secondary to an acute inflammatory reaction necrotizing. Yeyunal 

Abdominal palpation reveled a generalized abdominal tenderness and 
rebound tenderness. A complete blood count revealed a leukocytosis 
(19,000) and a left shift. Abdominal X-ray showed accumulation 
of calcifications in mesogastric level and displayed multiple dilated 
loops of small bowel (Figure 1). The CT-scan of abdomen showed 
the cause of the acute surgical abdomen (Figure 2). Multiple small 
bowel diverticula were identified with surrounding pockets of free 
air and fluid adjacent to the jejunal diverticula. The laparoscopic 
surgery was recommended and performed. The Pneumoperitoneum 
was performed with direct technique followed by the placement 
of the first trocar 5 mm at the level of the umbilicus. Laparoscopic 
exploration showed the peritoneal cavity contained a moderate 
amount of diffuse serous exudate. Three ports are needed in order 
to “run” the small bowel adequately. Usually a central trocar with 
two additional ports is used to allow optimal triangulation. A 12-
inch angle of Treitz was found perforated diverticulum which was 
covered with omentum. It was plastered together by recent fibrinous 
adhesions. On laparoscopic examination appreciate 40 inches 
proximal jejunum affected by diverticula (Figure 3). Forty inches 
of jejunum including the perforated diverticulum were resected. A 
big number of the non-inflamed adjacent diverticula were removed 
in the resected segment. An side-to-side anastomosis with cutting 
linear stapler was then performed. The surgery was completed by 
closing the mesenteric, aspirated, peritoneal lavage irrigated and 
placing a Jackson-Pratt drain. Pathological analysis of the resected 
specimen revealed a perforated diverticulum (Figure 4) and 40 inches 
of proximal jejunum affected by diverticulosis. The patient was 
discharged from the hospital on the sixth postoperative day and her 
remaind well since then.

Discussion
Diverticula are mainly localized in the large intestine, but 

         

Figure 2: Coronal CT shows multiple small bowel diverticula were identified 
with surrounding pockets of free air and fluid adjacent to the jejunal diverticula 
with black arrow.

         

 

Figure 3: Small bowel resection, clip marks the perforated diverticulum. Arrows 
mark the multiple diverticula.

         

Diverticulum 

Figure 4: Histological section of the wall of the small intestine in the presence 
of a ruptured diverticulum, with mucoid material in abundant light and diffuse 
acute inflammatory infiltrate in the serosa muscular propiay addition to fibrosis. 
Hematoxylin and eosin stained section, magnification X8.
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diverticula is false diverticula, that is to say, they lack the muscle layer, 
which appear through a mechanism of compulsion in the mesenteric 
border of the bowel wall [5,6]. The clinical symptoms of diverticulitis 
jejunal perforated mimic other pictures of acute abdomen, and often 
the initial clinical examination does not suggest the need for emergent 
surgical intervention [7]. This delay in the indication of laparotomy 
correlates with mortality [8]. Usually cause a peritonitis localized, 
since the diverticulum is isolated by the mesentery adjacent to it, the 
leaves mesenteric contribute to contain the peritoneal contamination, 
which usually lead to a delayed diagnosis in the elderly or debilitated 
may lead to sepsis, multiorgan failure, and death [9]. Diagnosis is 
often difficult and the diagnosis is performed mainly by imaging 
studies. The overall mortality of the history of the diverticulitis 
jejunal perforated is 24%, this has reduced to 14% when performed 
bowel resection with primary anastomosis [10]. These figures had 
been maintained in the last decades, in connection with the advanced 
age of the patients and delay diagnosis and therapeutic, although in 
the recent publications reported a mortality of 0%, attributable to 
the improvement in the perioperative care [11]. The X-ray of the 
abdomen can give information about the air-fluid levels, the existence 
of open and dilated bowel loops in the abdomen [12], in our case 
the X-ray showed accumulation of calcifications in mesogastric level 
and displayed multiple dilated loops of small bowel. In the meta 
analysis by Spasojevic, et al. [11] found that CT-scan showed a correct 
diagnosis was made in 77.1%. Tomographic findings described 
in the literature are as follows; free fluid in the abdominal cavity, a 
diverticula containing contrast air-liquid contents in the jejunal wall, 
mass lesion containing extraluminal air bubbles, a dilated small bowel 
loop with hyperenhancing and thickened wall, the involvement of 
the surrounding tissue and hyperdense appearance of the mesentery 
[12,13]. If perforation occurs, the free intraperitoneal air and fluid, if 
inflammation develops, loculated collection with high density. In our 
case the report read as follows; Multiple small bowel diverticula were 
identified with surrounding pockets of free air and fluid adjacent 
to the jejunal diverticula. Laparoscopy has a high sensitivity for 
identifying data from direct and indirect perforated diverticulum 
[14]. Upon entering the peritoneal cavity is visualized the free fluid 
the peritoneal aspect sero-purulent, and with fibrin, the swelling that 
is formed with the greater omentum and the site of the perforation 
is easily identified. If it gets difficult to find the perforation it is 
recommended to scan carefully all the loops of small intestine, then 
you must start the exploration of the ileocecal valve following in 
ascending order until you reach the ligament of Treitz and in this way 
it can detect the presence of other small bowel diverticula [15]. There 
is a discrepancy regarding the treatment of other diverticula yeyunales 
not inflamed coexisting [16]. The resection of the entire segment of 
bowel affected, is based on the potential risk of future complications 
due to diverticula remaining, but it would not be justified in elderly 
patients and debilitated. Recently, it has been suggested the possibility 
of conservative treatment of diverticulitis jejunal perforated, by means 
of intravenous antibiotic therapy, percutaneous drainage and control 
with the CT-scan of the intra abdominal collections, which offers the 
advantage of performing elective surgery afterwards, reducing the 
morbidity of a bowel resection extensive in the context of an intra-
abdominal sepsis [17]. This conservative attitude requires a clinical 
diagnosis accurate, which is often difficult preoperatively, and a study 
using CT-scans to check that the inflammatory process is localized. 
However, the conservative treatment is expensive for the hospital 
stay, not free of complications and that the patient requires an urgent 

surgery. There is a general agreement that the treatment of choice for 
diverticulitis jejunal perforated is resection of the affected segment 
with primary anastomosis, either via laparotómica or laparoscopic 
[18]. Once the diagnosis should prepare the patient for surgery, 
without delay early surgery. In patients whose medical conditions 
do not ensure emergency surgery must admit for improving critical 
conditions and the surgeon will assess when and how to perform safe 
surgery.
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