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ABSTRACT

It has been reported that duodenal diverticula are common but perforated duodenal diverticulum is a rare entity. At this time,
there is no standardized management for perforated duodenal diverticulum. In these cases, patients usually complain of vague
abdominal pain and computed tomography scan is mostly ordered used as an important diagnostic method. Diagnosis and
the severity of the disease need to be assessed before any intervention. Essentially, the perforated small bowel is treated with
surgical intervention. However, conservative treatment with broad-spectrum antibiotics and strict nil per os has been offered in
the past for stable patients. Below, we report one case of perforated duodenal diverticulum that we managed with conservative

treatment.
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INTRODUCTION

Duodenal diverticula are common and usually asymptomatic,
with prevalence at autopsy of 22%." The duodenal
diverticula are either congenital or acquired. Acquired
duodenal diverticula are the most common and they represent
pulsion diverticula due to a protrusion of mucosa, muscularis
mucosa, and submucosa through a wall weakness, formed of
the papillae of one of those layers and due to this fact, the
periampullary area is the most common site for this pathology.
(121 Complications of the duodenal diverticula include
diverticulitis, perforation, digestive bleeding, distension or
bile duct obstruction, and perforation of the diverticulum
will need a surgical management due to its high mortality
rate.B4 If surgery is considered, surgical management will be
to perform a diverticulectomy and retroperitoneal drainage.
We will review one case report of perforated duodenal
diverticulum managed conservatively in our hospital.

CASE REPORT

A 44-year-old female presented to the hospital complaining
of right upper quadrant dull, achy abdominal pain. Patient had

lunch in a restaurant and started having right upper quadrant
abdominal pain couple of hours after having lunch. The pain
is associated with nausea and bilious emesis, and anorexia.
The emesis subsided but the right upper quadrant abdominal
pain persisted that made a her come to our emergency
department. She denies radiation. She complains of subjective
chills and denies fever. Denies history of nonsteroidal anti-
inflammatory drugs use, denies prior episodes. She had
sips of water throughout the day and has lunch last night.
She does not recall when she passed gas but had a normal
bowel movement 2 days ago. She underwent abdominal
ultrasound that showed no abnormality. She subsequently
underwent computed tomography (CT) a/p which showed
thickened edematous proximal duodenum with 3 cm medial
air-fluid collection suggesting for adjacent abscess between
duodenum and head of pancreas [Figures 1-3]. She was
monitored clinically and was managed conservatively. On
hospital day 1, she underwent upper gastrointestinal series
that showed edema around the second and third portion of
duodenum. During the hospital day 2, her abdominal pain
was improving. She underwent magnetic resonance imaging
of the abdomen which again showed unchanged appearance
of edematous duodenal C-sweep with medial 3 cm abscess
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and adjacent soft tissue edema/fluid. She was stable to be
discharged home. She was advised to have clear liquid diet
at the time of discharge. She was advised to follow-up with
us in 1 week.

DISCUSSION

The most frequent location for diverticula is the duodenum
followed by the jejunum or ileum. They are found to have a
difference compared to the colonic diverticula; they are not
usually a site of inflammation because of the more sterile and
liquid content of the duodenum.8 Nevertheless, 5% of patient
can develop symptoms of acute diverticulitis complicated by
fistula, abscess formation, or obstruction of common bile
duct.®® There has been <200 cases of perforated duodenal
diverticulum reported in the literature. Most patients present
with the right upper quadrant abdominal pain, nausea,
and vomiting due to the most perforations being in the
retroperitoneum. In our case, the radiologist reported that
both CT findings were compatible with duodenal diverticular
perforation. Because the disease is rare, there is no standard
management protocol for perforated duodenal diverticulum.
In general, the surgical approach was considered the
treatment of choice. Several technical options are available,
ranging from local excision to the Whipple procedure,
depending on the location of the duodenal diverticulum
and the inflammatory status.®*! Our case was treated
with conservative management including broad-spectrum
antibiotics treatment. Laparoscopic diverticulectomy has
also been reported to reduce trauma from laparotomy and
achieve an early recovery with minimally invasive surgery.
2] Several recent cases were treated with bowel rest,
nasogastric tube and antibiotics, with encouraging results in
selected patients.[*!13] Conservative treatment may be useful
in a patient of advanced age or in a patient with multiple
medical comorbidities, provided symptoms are mild and
there is no evidence of sepsis. In our case, the patient was
stable at the time of admission and stayed hemodynamically
stable throughout the admission. Thorson et al.®! reviewed
40 studies producing 61 cases of perforated duodenal
diverticulum from 1989 to 2011. They observed a decrease in
mortality and morbidity of this disease for decades because of
improved perioperative care, development of broad-spectrum
antibiotics, advances in diagnostic tests, and/or increased
awareness of this rare disease. Of the 61 cases, 11 patients
were managed without surgery, and only one complication
was reported, an intra-abdominal abscess treated successfully
with percutaneous drainage.[®!%!1]

In conclusion, since perforated duodenal diverticulum is arare
condition and symptoms often mimic other intra-abdominal
processes, a precise diagnosis is important to manage this
disease. To diagnosis this condition appropriately, CT
abdomen pelvis can be obtained. The clinical presentation
should be considered a guide to management. In a clinically

Figure 2: Computed tomography abd/pelvis axial view

Figure 3: Magnetic resonance imaging abdomen

unstable patient, surgical intervention is needed. However,
non-surgical treatment should be considered in patients who
present with mild symptoms like in our case.!'*!>1¢]
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