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The authors report a case of perforated jejunal diverticulitis that was managed nonopera-
tively in a 60-year-old man. Nonoperative management of perforated jejunal diverticulitis
is uncommon but possible, and necessitates close follow up to ensure complete resolution.
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Introduction

Jejunal diverticular disease is a rare condition, with a preva-
lence of only 0.06% to 1.3%, and complications such as diver-
ticulitis, perforation and abscess formation being even rarer
[1]. Most cases of perforated jejunal diverticulitis in the litera-
ture describe operative management with small bowel resec-
tion and anastomosis [2,3]. In this case report, we present a
patient with perforated jejunal diverticulitis who was success-
fully managed with nonoperative management.

Case report

A 60-year-old man presented to the emergency department
with a 3-day history of colicky abdominal pain. He reported

associated constipation for the same duration but had been
passing flatus. He also had nausea, vomiting and dizziness,
but denied any recent fevers. His past medical history was sig-
nificant for hypercholesterolaemia only, and he had no previ-
ous surgical history.

On arrival to the emergency department, he was nor-
motensive, not tachycardic and afebrile. His abdomen was dis-
tended but soft, tender in the left flank, and had no signs
of peritonism. The patient had raised inflammatory markers,
with a white cell count of 17.7x10%/L and a C-reactive protein
of 94.9 mg/L, and normal renal function with a creatinine of
92 umol/L and estimated GFR of 78.

Computed tomography (CT) of the abdomen and pelvis
(Fig. 1) showed a thickened loop of jejunum with marked
inflammatory fat stranding in the left hemiabdomen with
several diverticulae. A mural defect was seen with extralu-
minal protrusion of fecalised enteric contents into the ad-
jacent mesentery. There were small locules of extraluminal
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Fig. 1 - Imaging on initial presentation A. Axial view of perforated jejunal diverticulitis. B. Coronal view of perforated jejunal
diverticulitis, with a mural defect and a protusion of faecalised enteric contents in adjacent mesentery. C. Sagittal view of

perforated jejunal diverticulitis.

gas around the defect but no free gas in the peritoneal cav-
ity. Small volume of pelvic free fluid was also noted. The
patient was promptly commenced on intravenous ceftriax-
one 1 g daily and metronidazole 500 mg twice daily and
kept nil by mouth. A nasogastric tube was inserted and left
on free drainage. Given the patient had normal vital signs
and no evidence of generalized peritonitis, it was decided
to trial nonoperative management with close observation in
hospital.

Over the next 24 hours, the patient’s abdominal pain im-
proved, bowels opened, and the inflammatory markers re-
duced (white cell count of 4.7 x 10°/L and C-reactive protein of
25.6 mg/L). Hence, the patient continued to be managed non-
operatively with intravenous antibiotics and a slow upgrade
in diet. He was discharged from hospital after 5 days with a
course of oral amoxicillin and clavulanic acid.

The patient represented 2 weeks later with a recurrence of
their abdominal pain. However, he had no clinical evidence of
sepsis or peritonitis, and inflammatory markers were uncon-
cerning (white cell count of 9.2 x 10%/L and C-reactive pro-
tein of 18.0 mg/L). A repeat CT of the abdomen and pelvis
(Fig. 2) displayed a reduction in size of the localized perfora-
tion, measuring 5.6 x 5.5 mm, compared to 6.7 x 6.2 mm two
weeks prior. There was a reduced degree of inflammatory fat
stranding and less prominent mesenteric lymph nodes in the
left upper quadrant of the abdomen. There was no new per-
foration seen, and the previous pelvic free fluid was no longer
present. As a result, the patient was monitored for 24 hours in
hospital and discharged home with analgesia.

The patient was followed up a month after their last pre-
sentation to hospital in the outpatient clinic. He reported ab-
sence of abdominal pain, tolerance of diet, and normal bowel
motions. A CT of the abdomen and pelvis (Fig. 3) showed com-
plete resolution of the perforated jejunal diverticulitis, with no
evidence of small bowel thickening or fat stranding. The pa-
tient was subsequently discharged from the clinic.

Discussion

Due to the rarity of jejunal diverticular disease, the natu-
ral history of the disease is not well known in comparison
to colonic diverticular disease. Jejunal diverticular disease is
usually asymptomatic, and clinical presentations are usually
vague, with nonspecific symptoms such as intermittent ab-
dominal pain, constipation, diarrhoa, and dyspepsia [1]. About
10%-30% of patients with jejunal diverticular disease present
with complications such as perforation, intestinal obstruction
and bleeding [2].

There is currently no consensus on management of perfo-
rated jejunal diverticular disease, especially regarding when
nonoperative management may be a safe and effective alter-
native to operative management, or the duration of follow up
that should be provided [3]. Case reports currently make up
the bulk of the literature about this topic, and most case re-
ports describe segmental small bowel resection and anasto-
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Fig. 2 - 2 weeks after initial CT-scan. Localised perforation of jejunum reduced in size, no new perforation seen.

Fig. 3 - 6 weeks after the initial CT-scan. Resolution of previous perforated jejunal diverticulitis.
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mosis as the primary treatment option for perforated jejunal
diverticulitis [4-7].

Our case is uncommon as the patient was success-
fully managed with nonoperative management, consisting of
bowel rest and broad-spectrum intravenous antibiotics. Leigh
et al compiled 23 cases of perforated jejunal diverticulitis from
2010 to 2019, of which only 3 cases were managed nonoper-
atively [2]. Likewise, Zafouri et al compiled 14 cases of perfo-
rated jejunal diverticulitis from 2015 to 2021, with only 2 cases
(both of which were included in Leigh et al) that were managed
nonoperatively [3].

Cases of perforated jejunal diverticulitis that have been ini-
tially managed nonoperatively usually had stable vital signs,
localized peritonitis and a diagnosis of contained perforation
confirmed with CT, as with our case [8-10]. However, there is
a risk that such patients may fail nonoperative management.
The same 2 cases in Leigh et al and Zafouri et al. eventually
proceeded from nonoperative management to surgical resec-
tion within 2-6 days from initial presentation as their clini-
cal condition worsened [11,12]. Our case report demonstrates
clinical and radiological evidence of resolution of perforated
jejunal diverticulitis 6 weeks after nonoperative management
.Similarly, Levack et al. [10] described a case that was managed
nonoperatively with resolution of inflammation on imaging 6
weeks later, which was the third case identified by Leigh that
was initially managed nonoperatively. This should inform fol-
low up plans after patients with perforated jejunal diverticuli-
tis are managed nonoperatively.

Conclusion

Perforated jejunal diverticulitis is a rare cause of an acute ab-
domen. The most common treatment described in the litera-
ture is surgical resection, yet nonoperative management can
be achieved in appropriately selected patients. Within the lit-
erature, our case represents the second case managed non-
operatively with complete resolution after 6 weeks. Patients
that are managed nonoperatively are at risk of developing re-
currence or worsening of their symptoms, as with our case,
and may require operative management. Thus, we would ad-
vise close follow up (both inpatient and outpatient) of patients
with perforated jejunal diverticulitis who are managed non-
operatively.

Patient consent

All patient data was anonymized and consent was obtained
for scientific work and publication.
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