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Abstract

Jejunal diverticulitis with complication is a rare entity. Diagnosis
is usually made intra-operatively. A case of 46-year-old female
with acute upper abdomen is presented. Computed tomography
demonstrated jejunal perforation with abscess formation. Operative
findings revealed perforating jejunal diverticulitis with abscess
formation. Though jejunal diverticulitis is rare but should be included
in the differential diagnosis of jejunal perforation.
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Introduction

Jejunal diverticulosis is a rare condition. It is the acquired type
of diverticulosis similar to the more common colonic diverticulosis.
Risk factor for jejunal diverticulosis is unclear. Inheritance has been
reported [1]. Most cases are asymptomatic. Its incidence varies
from 0.2%-1.3% in autopsy studies [2]. However, its consequences
can be fatal in complicated case. Perforation is one of the
complications during diverticulitis [3]. The diagnosis of perforated
jejunal diverticulitis is both clinical and radiological since clinical
presentation is often non specific and not exhaustive. When abdomen
doesn’t show clear signs of perforation or diffuse peritonitis, and the
patient is haemodynamically stable, a computed tomography (CT)
of abdomen should be performed [4]. After thorough assessment
and confirmation of perforation, urgent surgery is mandatory. In
this setting, according to Hinchey’s classification of diverticulitis,
resection of the affected bowel segment with primary anastomosis is
considered the gold standard [5]. A case of perforated jejunum with
abscess was present which the diagnosis of diverticulitis was made at
surgical and pathological findings.

Case Report

A 46-year-old female with diabetes mellitus and a two-year
history of intermittent dyspepsia came to our emergency department
after 15 hours of severe acute epigastrium pain. Physical examination
revealed localized peritonitis at upper abdominal area with fever
and early signs of sepsis. She was admitted to the general surgery
department for further investigation and fluid resuscitation.

Acute abdomen series showed a disproportionately dilated small
bowel loop in the mid abdomen along with mild dilated large bowel. No
freeair was noted. Complete blood count showed 8,990/mm?®leukocytosis
with neutrophils predominated (81%). Other parameters of the blood
count, liver function tests, and urinary analysis appeared unremarkable.
Emergency CT of the whole abdomen demonstrated dilated proximal
jejunal loop with edematous wall. A thin enhanced jejunal wall defect
at mesenteric site was observed with adjacent a gas and fluid-containing
collection, indicating perforation with abscess formation. CT diagnosis
was perforated jejunum with abscess of unknown etiology.

The patient underwent emergency extended upper midline
laparotomy. Intraoperative finding was a single 8 cm diverticulum-
like, fibrin coated mass on the mesenteric site of proximal jejunum
with rupture and pus spillage about 20 ml. The Jejunectomy of the
affected segment was performed using side-to-side anastomosis
with double staple technique. The length of specimen was 18 cm.
The pathologist later confirmed the tissue diagnosis of acute jejunal
diverticulitis with hemorrhagic necrosis causing a perforation. The
rest of the hospitalization showed no immediate complication.
Jackson drain was placed for 9 days. NG tube was placed and removed
on the day 4. On the 4" post-operative day, the patient regained
appetite and step diet was start with clear water for one day, followed
by liquid diet for two days. Then soft diet and finally regular diet was
stepped until post-operative day 8". Intravenous ceftriaxone and
metronidazole were given for one week and she was discharged with
oral ciprofloxacin for the other week because the patient is relatively
immuno-compromised from diabetes. The patient was doing well
when follow up at one week and one month after discharge.

Discussion

Jejunal diverticulosis is a rare condition affecting about 1-5% in
population [6]. It occurs mostly after the fourth decades of life. In
contrast to the familiar colonic diverticulosis, it is more common in
the Asian [7]. Jejunal diverticulosis is a disease of acquired, false type
diverticulum formed in the intestinal wall. Its etiology is still poorly
understood but most accepted theory is the increase in intraluminal
pressure together with the loss of tensile strength in certain part of
the intestine causing protrusion of the mucosa outward to form a
diverticulum [8]. Weak points are often at the mesenteric site where
the blood vessels enter.
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Minority of people with jejunal diverticula are symptomatic.
These symptomatic cases were shown in case reports including;
inflammation causing diverticulitis, bleeding, obstructive symptoms,
perforation and volvulus [9-17].

Plain abdominal radiographs are often non-diagnostic.
Hypoechoic irregular lesion continuous with the jejunum suggested
diverticulum and the presence of hyperechoic tissue around the
diverticulum was highly suggestive of diverticulitis [18]. The presence
of air in the surrounding tissue also suggested a wall-offed perforation
[18]. Interestingly Beling, et al. could demonstrate active bleeding in
a jejunal diverticulum using contrast-enhanced ultrasound [11]. CT
scan is helpful for the detection of complication [15]. Kubotal, et
al. suggested that the extra-luminal air in an arrowhead-like shape
surrounded by inflammatory tissue was a helpful sign to distinguish
from other small bowel perforation [14]. Laparoscopic should be
primary diagnostic but therapeutic too [19-21].

Treatments of the colonic diverticulitis are based on Hinchey
staging system [4]. Although the guideline of jejunal diverticulitis
management itself has not been developed due to its rarity, the
Hinchey’s system is widely applied as well to small bowel diverticulosis
assessment. Non-complicated and early stages of complicated
diverticulitis are treated with antibiotics. In case of large abscess
formation > 2 cm, CT-guided percutaneous drainage may have a role.
Failure to medical treatment and/or peritonitis was the indications
for surgery. Standard operation is open segmental resection with
primary or secondary anastomosis. Diverticulectomy alone has a
high risk for anastomosis leakage, thus not recommended [22].

In conclusion, complicated jejunal diverticulitis is an uncommon
disease. It should be considered in the differential diagnosis when CT
showed small bowel perforation with abscess formation and more
common diagnoses have been excluded.
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