Reminder of important clinical lesson

"Department of Internal
Medicine, Nassau University
Medical Center, East Meadow,
New York, USA

“Department of Radiology,
Nassau University Medical
Center, East Meadow, New
York, USA

*Department of
Gastroenterology, Nassau
University Medical Center, East
Meadow, New York, USA

Correspondence to

Dr Deepthi Chaitanya Kagolanu,

deepthi.lank@gmail.com

Accepted 11 May 2018

| '.) Check for updates

To cite: Kagolanu DC,
Subhani M, Novick D, et al.
BMJ Case Rep Published
Online First: [please
include Day Month Year].
doi:10.1136/bcr-2018-
225116

CASE REPORT

Jejunal diverticulitis in a healthy 91-year-old man

Deepthi Chaitanya Kagolanu,' Miral Subhani," Daniel Novick,* Kaleem Rizvon®

SUMMARY

A 91-year-old African American man was admitted with
sudden onset diffuse abdominal pain which radiated to
the right flank. CT of the abdomen with contrast showed
diverticula in the jejunum with adjacent inflammation
and microperforation that was contained. Conservative
therapy similar to colonic diverticulitis was effective.
Although rare, our case highlights the importance

of having an early and high suspicion for jejunal
diverticulitis when patients present with non-specific
abdominal symptoms in order to avoid perforation.

BACKGROUND

Diverticulosis of the large bowel is seen in greater
than 65% of patients by the age of 85 years and
diverticulitis is seen in 15%-20% of those who have
diverticulosis.! Small bowel diverticulitis is not seen
as commonly as colonic diverticulitis.? It usually
presents at an age over 40 and may coexist with
colonic diverticulum. Small bowel diverticulum
occurs more often in the duodenum than in the
jejunum or ileum and is mostly an incidental finding
on imaging.’ We are presenting a case of an elderly
man in his 90s who presented with acute small
bowel diverticulitis and was successfully treated
with management similar to colonic diverticulitis.

CASE PRESENTATION

The patient is a 91-year-old man without any
significant past medical history who presented with
an acute onset of abdominal pain for 2days. The
abdominal pain was present in all four quadrants
and radiated to the right flank area. The pain was
associated with nausea, vomiting, decrease in appe-
tite and abdominal distention. He denied fevers,
chills, diarrhoea, constipation, haematochezia,
melanotic stools, weight loss and prior similar
episodes. At presentation, he was haemodynam-
ically stable with positive physical examination
findings of mild distress due to pain and diffuse
abdominal distention with tenderness to palpation
in the flanks bilaterally.

INVESTIGATIONS

He was found to have macrocytic anaemia with a
haemoglobin level of 12.8 g/dL and a lactate level
of 3.0mmol/L. There was no evidence of leucocy-
tosis and faecal occult blood test was negative. An
abdominal X-ray was initially performed for the
possibility of an acute abdomen. Although there was
no evidence of free air, several non-specific non-di-
lated air-filled loops of bowel were identified. Distal
descending colon and sigmoid colon appeared to

have narrowed lumen without a discrete transi-
tion point. Subsequently, a CT of the abdomen and
pelvis was performed with oral and intravenous
contrast that showed evidence of small bowel diver-
ticula with inflammation and a contained microper-
foration (figure 1). Radiographic evidence of wall
thickening of the distal gastric antrum, pylorus and
proximal small bowel was attributed to inflamma-
tion of the jejunal diverticulum (figures 2 and 3).
Large bowel appeared unremarkable.

TREATMENT

The patient was given nothing per os, started on
intravenous hydration and was treated with intra-
venous ciprofloxacin and metronidazole.

OUTCOME AND FOLLOW-UP

Clinically, the patient improved as pain was well
controlled and regular diet was tolerated within
2 days. Currently, the patient is doing well without
any complications.

DISCUSSION
Small bowel diverticulum are mostly acquired and
asymptomatic. Approximately 42% of documented
cases were found incidentally via radiographic
imaging. The incidence of small bowel diverticulitis
diagnosed via autopsy is 0.6%-2.3% and it is more
commonly located in the duodenum rather than
jejunum or ileum.* The overall incidence of jejunal
diverticulum may be underestimated as most diver-
ticulum present with symptoms when obstruction
or malabsorption occur with underlying inflam-
mation or when complications such as abscess or
perforation happen.’ ® Our patient was atypical in
that he presented with abdominal symptoms and at
a much later age than most reported cases.
Acquired diverticula in the jejunoileum arise from
the mucosal and submucosal layers and protrude
through the muscular layer next to the mesenteric
vessels.! Although the origin of jejunal diverticula
has not been well defined, some of the aetiologies
proposed include overgrowth of the natural gut
bacteria in the setting of altered peristaltic motion
in the small intestine and high intraluminal pres-
sures.’ © Jejunoileal diverticula may exist as an
independent lesion or with multiple diverticula in
the colon, duodenum and in the urinary bladder.
Patients with jejunoileal diverticulosis were found
to be four times more likely to experience acute
complications when compared with duodenal
diverticulosis.” Up to 10% of the patients may expe-
rience complications ranging from fistula formation
to perforation and peritonitis with eighteen times
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Figure 1 Small air bubbles with adjacent inflammation and stranding
suggesting microperforation secondary to diverticula in the region.

higher likelihood of perforation than duodenal diverticulitis.®
The small bowel diverticulum in this case was found in the
proximal jejunum. It was diagnosed early enough in this elderly
patient before the microperforation was able to expand and lead
to a poorer prognosis.

The most common diagnostic imaging modalities include
CT abdomen and pelvis, endoscopic retrograde cholangiopan-
creatography and CT enteroclysis.* Radiographic findings
for small bowel diverticula are found to be similar to colonic
diverticula. Based on prior case reports, acute diverticulitis in
the small bowel has been identified with evidence of asymmet-
rical wall thickening next to the diverticulum surrounded by fat
stranding. Other non-specific radiographic findings that have
been previously documented include gas or stool filled mass
with surrounding oedema and/or free air in the mesentery rather
than in the peritoneum.” Our patient’s radiographic findings
were consistent with prior published cases.® Although most cases

Figure 2 Sagittal view: Air entry in a linear direction into the wall
suggesting an out pouching in the proximal small bowel, specifically the
jejunoileum.

Figure 3  Axial view: Air entry in a linear direction into the wall
suggesting an outpouching in the proximal small bowel, specifically the
jejunoileum.

to date were diagnosed retrospectively on CT studies, magnetic
resonance enterography is the newly emerging mode of imaging
for small bowel diverticulitis.

Currently, there is limited clinical literature to establish stan-
dard guidelines for small bowel diverticulitis management. Most
case reports with uncomplicated jejunal diverticulitis showed
effective conservative approaches similar to colonic diverticu-
litis management including bowel rest, intravenous antibiotics
and initial parenteral nutrition with slow advancement to oral
nutrition.” Saberski ez al'® described a rare case of uncompli-
cated jejunal diverticulitis that was diagnosed and managed with
a laparoscopic wash out followed by intravenous antibiotics and
bowel rest. The patient in this case did not require a segmental
resection.’ Overall, recent literature has shown that it may take
up to 72hours for perforation to occur; therefore, it may be
reasonable to initially monitor improvement in patients for up
to 3 days with conservative management.''

Initial exploratory laparoscopic and open surgical interven-
tions were reported in cases with symptoms of acute abdomen
secondary to unknown aetiology and in patients whose symp-
toms mimicked acute appendicitis. Emergent surgical manage-
ment has been described in cases where patients initially
presented with complications including abscess formation and/or
perforation and in those who failed conservative approaches."!
Surgery usually involves resection of the diseased segment and
primary anastomosis thereafter.’ '> While the study by Schloer-
icke et al supported tangential resection of diverticulum when

Learning points

» Small bowel diverticulitis, specifically jejunal diverticulitis, is a
rare entity that is currently managed based on case reports.

» As jejunal diverticulitis can be highly lethal due to a high risk
of perforation, early diagnosis is crucial.

» Early imaging assists in identifying complications including
gangrene, bleeding, obstruction and perforation.

» Our case supports the initial use of conservative management
similar to colonic diverticulitis, even in the setting of
perforation.
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