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Jejunal diverticular disease complicated with 
spontaneous perforation: A rare case of 
acute abdomen and literature review

Introduction

Jejunal diverticular disease (JDD) is rare and found in 0.3 to 
4.5% of intestinal diverticula [1]. Its incidence is higher in males, 
with a prevalence in those who are over 60 years old [2,3]. Most 
patients are asymptomatic and the rule for diagnosis has been 
incidentalomas found on imaging exams, in explorations of the 
abdominal cavity which are performed for elective or urgent 
surgeries and in autopsies [2,4]. However, in around 10% of cas-
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Introduction

Introduction: The jejunal diverticular disease is an uncommon 
clinical pathology. In general, these diverticula are an incidentaloma 
found on imaging exams that can be seen in elective surgeries for 
other purposes. In a minority of cases it causes symptoms which re-
sult from serious complications such as perforation.

Case report: A 56-year-old male patient, previously healthy and 
without comorbidities, was admitted to the emergency department 
due to abdominal pain which had started 24 hours ago, without im-
provement. On examination, the patient was in pain and in Moham-
medan prayer’s position in bed and had a distended abdomen with 
signs of peritoneal irritation. An abdominal tomography showed 
massive distension of intestinal loops and free fluid in the peritoneal 
cavity. He underwent exploratory laparotomy which showed multiple 
diverticula in the jejunum and one of them was perforated. Segmen-
tal enterectomy with primary anastomosis was performed.

Conclusion: Complicated jejunal diverticular disease should be 
ranked among the differential diagnoses in acute perforating abdo-
men. Segmental jejunal resection is the treatment of choice.

Keywords: small bowel diverticulum; jejuno-ileal diverticula; diver-
ticulitis; perforation; acute abdomen; surgery.

es, patients may present some type of complication such as: ab-
dominal pain resulting from an inflammatory process, bleeding, 
obstruction and perforation with risk of death [2]. The authors 
present here a case report of surgical resection of the jejunal 
segment for diverticular disease, complicated by perforation, in 
an adult male patient, conducted in a single center with experi-
ence in digestive surgery.
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Figure 1: Abdominal tomography axial section: Presence of free 
fluid in the abdominal cavity (Red Arrow). Gastric distension (Yel-
low arrow).

Case report

A 56-year-old male patient, who was previously healthy, was 
admitted to the emergency room of Hospital da Cidade – Salva-
dor – Bahia – Brazil due to diffuse abdominal pain that started 
24 hours before admission, with progressive worsening and in-
tensity 9, on a 0-10 scale. During physical examination he was 
tachycardic (HR > 90 bpm), tachypneic (RR > 20), normotensive, 
in antalgic position and had distended abdomen with diffuse 
pain on decompression and poor response to opioid analgesics. 
He did not have systemic inflammatory response syndrome 
(SIRS) and laboratory tests, including white blood cell count and 
pancreatic enzymes were normal. The radiological routine for 
acute abdomen was not clarifying and thus, contrasted Com-
puted Tomography (CT) of the abdomen was performed, show-
ing: Free fluid in the abdominal cavity and important jejunal and 
gastric distension (Figures 1 & 2). The distension of the small 
intestine made it impossible to access the abdominal cavity by 
laparoscopy. Exploratory Laparotomy (EL) was performed which 
showed large amounts of enteric fluid in all abdominal quad-
rants, significant edema of the small bowel loops and multiple 
jejunal diverticula (Figure 3). One of them was perforated and 
located 30 cm from the Treitz angle (Figure 4), which was de-
fined by segmental enterectomy of approximately 20cm (figure 
5). Primary lateral-lateral anastomosis was performed using a 
linear stapler for intestinal reconstruction and cleaning of the 
abdominal cavity until clear return of the aspirate. There was a 
postoperative period in the intensive care unit (ICU) for 3 days, 
due SIRS and necessity of the clinical and laboratorial surveil-
lance. During that time, nutritional therapy with Total Parenteral 
Nutrition (TPN) was started early. After improvement in abdom-
inal distension and removal of the nasogastric tube on the 7th 
day after surgery (POD), an oral liquid diet without residues was 
introduced. There were no postoperative complications or need 
for surgical re-approach. Finally, the patient was discharged on 
the 11th POD with a mild oral diet, without complaints and with 
a normal bowel rhythm. There was no readmission.

Figure 2: Abdominal tomography sagittal section: Massive disten-
sion of intestinal loops (Red arrows).

Figure 3: Multiple diverticula in jejunum (black arrows). Loop ede-
ma (yellow arrow).

Figure 4: Perforated jejunal diverticulum (black arrow).
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Figure 5: Segment of the resected jejunal loop with a perforation 
site of the diverticulum (black arrow).

Discussion

The jejunal diverticular disease is an uncommon pathology, 
with an annual incidence ranging from 0.3% to 2.3% [5]. The 
first reports are from 1794, by Sommerling [1] and some au-
thors quote autopsy findings ranging from 0.2 to 1.3% [4]. The 
etiology is poorly understood and theoretically there is an ab-
normality in the neuromotor innervation causing intestinal dys-
kinesia. However, it is uncertain [6]. With an abnormal increase 
in intraluminal pressure in weak points of the small intestine, 
false diverticula are formed with pulsation due to the penetra-
tion of blood vessels in the wall [7].

Symptoms

Many people with jejunal diverticular disease do not know 
they have it because they are asymptomatic or have nonspecific 
symptoms such as: dyspepsia, diarrhea, occasional nausea and 
vomiting, among others [2,8]. In 10% of cases, the symptoms 
can be relevant, causing digestive hemorrhage, acute perforat-
ing abdomen, sepsis and even death [2,9].

Acute and chronic complications of diverticular disease of 
the jejunum

Inflammation and perforation are the most common acute 
complications of this disease [10]. The pathophysiology of the 
inflammatory event may be limited and without clinical reper-
cussions, but there is a risk of evolution to ulcer, necrosis and 
perforation of the diverticulum in 2.3% to 6.4% of cases, with 
serious consequences [13,14]. Anatomically, the fundus of the 
jejunal diverticulum is close to branches of the mesenteric ves-
sels and this can lead to acute and chronic hemorrhagic com-
plications. However, it is much less frequent than inflammation 
/ diverticular perforation [10]. Other complications reported 
in the literature are: Intestinal obstruction caused by a volu-
minous diverticulum with liquid content in its interior causing 
extrinsic compression of the intestinal loop, acute volvulus or 
even intestinal intussusception and malabsorption of vitamin 
B12 caused by stasis in the diverticular lumen and bacterial 
overgrowth which can generate megaloblastic anemia in the 
long term [10]. In our case report, the patient was admitted due 
to sudden, severe abdominal pain, which did not improve with 
analgesics at home, and when he arrived at the hospital, he had 
a tense, distended abdomen, with signs of peritoneal irritation 
and was in Mohammedan prayer’s position in bed. Classic signs 
of a perforating acute abdomen. 

Diagnosis

In our opinion, it is uncommon to suspect diverticular dis-
ease of the jejunum in oligosymptomatic patients with dyspep-
tic complaints and even in complications. Perforation, acute 

and/or chronic bleeding is not usually part of the differential 
diagnoses. Exception is found in radiological history that al-
ready highlighted DJD as a previous incidentaloma. In this case 
report, the patient had a clinical picture of a perforating acute 
abdomen and our main suspicion was a perforated peptic ulcer 
disease. The surgical approach would not be changed, but the 
patient and family would get clear explanation about the pos-
sibility of resection of the intestinal loop segment, anastomosis 
and risk of dehiscence.

Treatment

For asymptomatic patients with jejunal diverticular disease, 
the literature recommends parsimony in conduction, avoiding 
initial resections, which can often be extensive in cases of multi-
ple diverticula [10-12]. We corroborate this fact, since the high-
est incidence of this pathology is in the elderly. Performing re-
sections in asymptomatic patients as a preventive manner can 
cause unnecessary surgical morbidity if we consider that the 
minority will present complications due to the natural history 
of the jejunal diverticular disease. For cases with some type of 
complication, such as our patient, who had a perforating acute 
abdomen, surgical treatment is mandatory and should not be 
postponed. 

Conclusion

Complicated jejunal diverticular disease should be part of 
the differential diagnoses in patients with acute abdomen in 
emergency, especially when there is suspicion of perforation in 
hollow viscera. In those cases with free cavity perforation, seg-
mental surgical resection and primary anastomosis seem to be 
a safe strategy.
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