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Jejunoileal diverticulosis (JID) is a rare and nonspecific symptomatic disease. It is usually an acquired condition associated with
false diverticula and integrated with colonic diverticulosis which can be diagnosed incidentally or later with complications. A
sixty-nine-year-old male presented with sudden onset generalized abdominal pain. Computed tomography (CT) imaging was
suggestive of ileal diverticulitis with localized perforation. The patient was treated conservatively with IV fluids and antibiotics
and kept nil per orem for three days and discharged after symptoms subsided. The patient returned with a similar presentation
but with a greater intensity. CT with oral contrast revealed evidence of distal ileal perforation. The terminal ileum was resected,
and a double barrel ileostomy was created. Six months later, the stoma was reversed after resecting 50 cm of proximal terminal
ileum which included all diverticula. The patient had a smooth postoperative recovery. Small bowel diverticulitis is generally
managed conservatively unless the patient’s clinical condition mandates urgent exploration. This report may add knowledge and
lead to a change in clinical practice.

1. Introduction

Jejunoileal diverticular disease is rare with a reported inci-
dence of 0.02–7.1% on imaging and 0.03–8.0% on autopsy.
It is usually found in patients over the age of 40 and is more
common in males (male/female ratio 2 : 1). Initially described
by Somerling in 1794, jejunoileal diverticulosis is rarer than
duodenal diverticulosis; however, it is associated with a four-
fold higher risk of complications including diverticulitis, fis-
tula formation, perforation, and hemorrhage [1, 2]. Most
small bowel diverticulae are asymptomatic; however, almost
10% may go on to develop complications as described, and
thus, a more aggressive surgical approach has been warranted
in such cases [3].

However, given the advanced age of patients presenting
with complicated jejunoileal diverticular disease, nonopera-
tive treatment may be a feasible option depending on the
clinical condition of the patient [3]. The current practice
related to perforated small bowel diverticulitis is resection

of the diseased bowel and primary anastomosis if the condi-
tions allow [3]. We present a case of a 69-year-old male who
presented with abdominal pain and was diagnosed with a
computed tomography scan to have a localized ileal divertic-
ular perforation and was initially managed conservatively
and discharged. He subsequently returned with recurrent
symptoms and was diagnosed with perforation requiring
operative intervention in terms of a laparotomy, bowel resec-
tion, and stoma creation with reversal three months later.
The patient had a smooth postoperative course, and the diag-
nosis was confirmed on histopathological examination.

2. Case Presentation

A 69-year-old, diabetic, South Asian male presented to the
emergency department of Hamad Medical Corporation
(HMC) in October 2019 with sudden onset generalized
abdominal pain more pronounced in the right lower quad-
rant and hypogastric region. He also had associated nausea
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and fever. On initial examination, he was afebrile and vitally
stable and abdominal examination revealed tenderness in the
right lower quadrant and suprapubic area with rebound ten-
derness. The remainder of his review of systems and physical
exam was unremarkable. Computed tomographic (CT)
examination of the abdomen showed multiple ileal diverticu-
lae with focal wall thickening of the distal ileum and sur-
rounding fat stranding and air loculi along the wall of the
distal ileum suggestive of ileal diverticulitis with localized
perforation (Figure 1). He was admitted and managed con-
servatively with IV fluids and antibiotics and kept nil per
orem. His symptoms subsided, and he was discharged three
days later.

Two days after discharge, the patient returned to the
emergency department with abdominal pain like the initial
presentation but worse in intensity. A repeat CT with oral
contrast revealed evidence of distal ileal perforation
(Figure 2).

The patient was taken for a laparoscopic exploration, and
extensive peritonitis was noted; therefore, the procedure was
converted to a laparotomy. We noted a perforation in the
ileum 50 cm from the ileocecal valve on the mesenteric aspect
of the bowel with a purulent exudate covering the terminal
ileum (Figure 3). The terminal ileum was resected, and a
double-barrel ileostomy was created. His recovery was
uneventful, and he was discharged on postoperative day 6.
Histopathological examination of the resected bowel revealed
3 diverticulae with diverticulitis along with ulceration.
Enteroscopic examination through the stoma showed multi-
ple diverticulae up to 50 cm within the proximal limb
(Figure 4). Three months postoperatively, his stoma was
reversed after resecting 50 cm of proximal terminal ileum
which included all diverticulae. Postoperative course was
uneventful, and the patient made a full recovery. Final histo-
pathology revealed diverticular disease in the resected por-
tion of the ileum with no evidence of diverticulitis.

3. Review of Literature

The literature review yielded 14 cases of small intestinal
diverticulitis presented in Table 1. All patients except two
were above the age of 70 (age ranging from 29 to 87), the
majority of whom were male (male to female ratio of
2.5 : 1). Four patients were operated on an emergency basis.
Two patients underwent surgery due to the failure of conser-
vative treatment (Case No. 8 and 10—Table 1). Three of the
patients had complicated perforated diverticulitis and were
successfully managed conservatively (Cases 3, 6, and
10—Table 1). One patient was managed conservatively and
discharged but returned 2 months later with recurring symp-
toms and was operated upon, while another patient with
recurrent symptoms was managed conservatively. Interest-
ingly, one patient had recurrent presentation after having
resection and anastomosis of jejunal diverticulitis a few years
prior (Case No. 6—Table 1). The distribution of the type of
treatment administered is displayed in Figure 1. None of
the cases reported malignancy in the studied bowel speci-
mens. Figure 5 depicts the mode of management for all cases.

Lebert et al. also reported a multicenter retrospective
study of 33 patients with jejunoileal diverticulitis over a 10-
year duration. Most of whom were female (73 percent) with
a median age of 78. Most patients had localized left side flank
pain and elevations in inflammatory factors (leukocyte count
and CRP). Thirty out of 33 patients had a positive CT scan,
which detected an inflammatory diverticulum. They used
Kaiser et al.’s modification of the Hinchey classification for
acute diverticulitis and described peri-jejunoileal inflamma-
tion or phlegmon as stage IA, confined peri-jejunoileal
abscess as stage IB, distant mesenteric abscess as stage II,
and stage III as generalized purulent peritonitis. More than
70% of patients were stage IA. Eight patients who were found
to have a severe presentation underwent emergent surgery.
Conservative therapy was effective in 18 patients, all with
moderate disease, and 5 patients underwent surgery after
conservative treatment.

4. Discussion

Jejunoileal diverticulosis was first described over 200 years
ago by Soemmering and Baille in their book titled Anatomy
of the Pathological Structure of Some of the Most Important
Parts in the Human Body in 1794 [2]. In contrast to large
bowel diverticulae, those arising in the small bowel are quite
uncommon, with the frequency of prevalence as well as the
number of diverticulae descending from the duodenum
(0.02% to 6%) to the jejunoileum (0.07% to 1%), with only
2.3-6.4% of these patients going on to develop diverticulitis
[3, 4]. Most small bowel diverticulae produce no symptoms
unless complicated by inflammation, perforation, bleeding,
small bowel obstruction, or malabsorption [5]. Complica-
tions were noted to occur in approximately 10% of individ-
uals, with jejunoileal diverticulae 3-4 times more likely to
develop complications than duodenal diverticulae [6]. Mor-
tality from perforated diverticulae is high, ranging from 21
to 40%; this has been attributed to the delay in diagnosis as
well as the inherent risks associated with the elderly age of
patients presenting with this disease [7]. Up to 60% of
patients with small bowel diverticular disease may have con-
comitant colonic diverticulae [1].

Figure 1: CT scan depicting focal wall thickening of the distal ileum
and surrounding fat stranding and air loculi along the wall of the
distal ileum (arrow).
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Small bowel diverticulae are commonly seen in elderly
males, in the sixth to seventh decade of life [8]. Acquired
small bowel diverticulae are pseudo (false) diverticulae, con-
sisting of a thin-walled outpouching formed by the mucosa
and submucosa bulging through the muscular layer as
opposed to Meckel’s diverticulae (congenital) which contain
all layers of the intestinal wall [1]. The pathogenesis has been
explained to occur in areas of muscular weakness at the
points of penetration of the vasa recta vessels along the mes-
enteric edge of the bowel [9].

There are no pathognomic signs or symptoms of ileal
diverticulitis; hence, it needs a high index of suspicion.
Patients may have diffuse acute abdominal pain or lower
abdominal pain and tenderness with right lower quadrant
features mimicking appendicitis. Fever and leukocytosis
may also be commonly associated [10, 11]. Elderly individ-
uals may pose a challenge in diagnosis due to a lack of clear
physical signs; however, in rare circumstances, patients may
present with subcutaneous emphysema due to intraperito-
neal air causing rupture of the anterior abdominal wall which
may help guide the clinician towards a diagnosis of intestinal
perforation [12, 13].

The suggested method of radiological examination for
diverticulitis is computed tomography. In a study where CT
and ultrasound (US) of the abdomen was compared, CT
was found to have a slightly greater ability to detect colonic
diverticulitis than US [14]. Bowel gas may compromise US,
therefore making detection of small bowel diverticulitis even
more challenging. Ileal diverticulitis can mimic acute appen-
dicitis; therefore, detection by CT abdomen has an additional
benefit of the reduction in negative appendectomies, thereby
preventing unnecessary surgery [1, 15]. CT with intravenous
contrast is recommended [1, 16, 17]. The use of oral contrast
in the treatment of patients with acute abdomen, however, is
debated [1, 5].

Unlike the management of colonic diverticulitis, there is
no grading system to stratify disease severity. The decision
to proceed with conservative or surgical management is an
area of controversy owing to the rarity of the condition and
therefore a dearth of literature. It is generally accepted that
any patient with perforated small intestinal diverticulae with
generalized peritonitis and deterioration of the clinical status
of the patient should undergo an operative segmental resec-
tion examination [7]. Diverticulae may be widespread
throughout the intestine; therefore, the question arises as to
how much length of the bowel needs to be resected and can
we leave behind grossly normal diverticulae in order to avoid
the risk of short bowel.

5. Conclusion

Non-Meckel’s small intestinal diverticulitis is a rare entity
and usually a disease of the elderly and thus carries a high
potential for mortality. Delay in diagnosis may also increase
the burden of morbidity and mortality. CT scans of the abdo-
men are the diagnostic modality of choice. However, in the
presence of a negative CT and complicated patient symptom-
atology, diagnostic laparoscopy may be an acceptable option.
The choice of conservative versus surgical management is a
point of debate given that patients with complicated perfo-
rated diverticulae have been successfully managed conserva-
tively. However, the risk of recurrence with a more severe
presentation needs to be kept in mind as was the case in
our patient. It is advisable to perform surgery for those
patients with evidence of generalized peritonitis and deterio-
rating clinical parameters. Recurrent symptoms after conser-
vative management may warrant surgical exploration
depending on the clinical presentation of the patient. Resec-
tion of the affected segment of the bowel loop is the current

Figure 2: CT scan revealing perforation and collection at the distal
ileum (arrow).

Figure 3: Intraoperative image depicting the site of ileal diverticular
perforation on the mesenteric border.

Figure 4: Postoperative enteroscopy depicting multiple
diverticulae.
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standard keeping in mind the risk of short bowel and its asso-
ciated concerns when determining the length of resection.
Primary anastomosis may be performed if no doubts regard-
ing bowel viability exist. Informed consent was obtained
from the patient for publishing this case report.
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Figure 5: Pie chart depicting the mode of management for all cases.
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