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INTRODUCTION

Jejunal diverticulum is an uncommeon condition which
was first described by Cooper in a 65 year old man in
1807". Rosedale and Lawrence® reported an incidence of
0.06% in 5000 routine autopsies. Rankin and Martin®
recorded three cases of jejunal diverticulosis in 966 small
bowel resections (0.31%), Khatri et al” reported 4 cases
among 40431 hospital admission (0.01%). Edward® found
9 cases of diverticulosis of jejunum in 2820 autopsies
(0.32%).

Recently, authors experienced a case of congenital je- |

junal diverticulum in a 4 year old male child complicated
by perforation. Herein we report this rare intestinal
malformation with brief literature review,

A CASE REPORT

A 4 year old male was admitted to the hospital with
chief complaints of severe abdominal and both shoulder
pain. He had intermittent abdominal pain one day ago
which was aggrevated progressively. On the physical ex-
amination, the patient showed a acutely ill appearance,
but general conditions were good. Vital signs were: blood
pressure 110/70 mmHg, pulse rate 100/min., respiration
rate 25/min., body temperature 36.8°C and body weight
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29 kg. Abdomen was slightly distended and tender
without rebound tenderness. Incision scar due to previous
herniorraphy at the right inguinal area one year ago was
noted. CBC findings were; Hb. 12,3 gm%, Hct 37%, and
WBC 14,500/mm with neutrophilic predominancy.
Urinalysis was within normal limits. Simple abdomen
revealed free air in both subdiaphragmatic areas and
dilated small bowel lumen by gas. Chest PA was
nonspecific. Family history was not contributary,
Emergency operation was done under the impression of
upper gut perforation.

At laparotomy a diverticulum was found at the 70 cm
distal to the treitz ligament with perforated hole about 0.5
cm in diameter surrounded by fibrinous exudates.
Segmental resection and end to end anastomosis were
done. Other intestinal loops were within normal limits.
Postoperative course was uneventful. Postoperative
X-ray of small bowel series showed no other diverticulum.

Grossly the segment of jejunum attached with large
diverticulum at the antemesenteric border, measuring 8
cm and 4.5 cm in longitudinal length, respectively, was
submitted. Serosal surface of diverticulum showed
grayish white fibrinous exudates, Cut surface exhibited a
large opening of diverticulum to the lumen of jejunum,
measuring 3 cm in diameter, and hemorrhagic necrosis at
the mid portion of diverticulum where it was perforated.
The wall of the diverticulum was thin but had muscular

layers. Serosal surface also showed focal hemorrhage and
fibrinous exudates (Fig. 1).

— 302 —



—FAE 224l AHY FHAA 1 BT

—t "". 1 ; 7
Fig. 1. Resected segment of jejunum showing large  Fig. 2. Marked thinning of diverticular wall with under-
diverticulum at the antemesenteric border with developed muscular layers. (H&E, x 30)
hemorrhagic necrosis and perforation in the mid
portion.
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Fig. 3. Well developed lymphoid follicles with flattened Fig. 4. Mucosa of perforating site revealed congestion,
inner muscular layers and scattered outer hemorrhage with fibrinous exudates and infiltra-
muscular bundles in surrounding fatty tissue (ar- tion of inflaimmatory cells. (H&E, x100)

row heads). (H&E, x40)
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Microscopically intestinal mucosa was well developed
with lymphoid follicles but muscular wall showed
underdeveloped, irregular and thinned (Fig. 2). Internal
muscular layer was thinned and outer muscular layer wer
incompletely developed, showing scattered muscular
bundles in surrounding fatty tissue (Fig. 3). Mucosa of
perforating site exhibited necrosis and hemorrhage with
fattened mucosa and infiltration of inflammatory cells.
Serosa was covered with fibrinous exudates. There was
no evidence of other aberrant element of digestive tracts
(Fig. 4). With above features this case was interpreted as
congenital jejunal diverticulum complicated by perfora-
Hom.

COMMENTS

Fraser” indicates the frequency of diverticula in the
gastrointestinal tract occurs in order of colon, duodenum,
esophagus, stomach and jejunum. So jejunal diverticulosis
is a very rare malformation and was reported 0.015-0.32%
in the literature in bowel resection cases or 0.33% in
autopsy cases when by the sufflating technic into jejunum.
[Iacquir-admme:dudedfrmtheahwempunﬂd
cases congenital jejunumal diverticulosis is VEry uncom-
M.

Jejunal diverticulosis is found most commonly im-
mediately distal to 96 cm from Treitz ligament, and the
size varies from a few milimeters to large outpouching
(8-9 cm in diameter) but average are 1-4 cm. in
di 7-14)

The great majority of jejunal diverticula give rise to no
symptoms and those found incidentally in the course of
roentgenographic examination, abdominal exploration or
at necropsy. However, the triads of obscure abdominal
pain, anemia and dilated loops of jejunum suggest for je-
junal diverticulosis. Uncomplicated and asymptomatic
diverticulosis of jejunum does not require surgical treat-
ment. The resection with end-to-end anastomasis is the
procedure of choice in the surgical treatment of jejunal
diverticulosis'*!", Baskin and Mayo'® reported that in
their series of 87 patients with jejunal diverticulosis, nine
(10.4%) developed complications that required surgical
treatment. The complications included: acute or chronic
obstruction, acute or chronic hemorrhage, foreign body or
tumor within a diverticulum, internab fistula, perforation,
intussusception, volvulus, pneumoperitoneum and
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macrocytic anemia. Commonest complication was stated
as intestinal obstruction.

There are two types of diverticula in the small bowel:
congenital and acquired. Congenital type is usually
solitary, and situated at the antemesenteric border with all
the coates of the intestinal wall. On the other hand ac-
quired diverticula occur on the mesenteric border and lack
the muscular coats consisting of mucosa and
submucosa®®!!, We considered this case as congenital
type because it was solitary, and located at the
antemesenteric border with muscular layers.

Etiology of congenital diverticulua is still obscure but
two theories are dominated. The one is enteric duplication
theory because duplication arises in the dorsal
(antemesenteric) portion of the gut and gas well defined
muscular wall with well developed mucosa'®, In addition,
ectopic gastric mucosa may be found and lumen may or
may not communicated with gut at one or more sites.
Those findings strongly indicate that congenital diver-
ticulum is arising from enteric duplication. The other
theory is inherent defect in the smooth muscle or connec-
tive tissue of the intestine although clear evidence of such
defects in congenital type is lacking.” This case revealed
flattened inner muscles and incomplete external museles
with abnormal scattered muscular bundles in surrounding
fatty tissue also suggested that inherent defecis in the
muscular layers also played some roles in diverticulosis.
Therefore, it was considered that two mechanisms played
important role in the pathogenesis of diverticular disease.

SUMMARY

A Rare case of congenital jejunal diverticulum com-
plicated by perforation in a 4 year old Korean male was
reported with discussion of its clinical manifestation and
pathogenesis.
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