
details of which are unclear. He entered the internal medicine ward 
of our hospital and was diagnosed with bowel obstruction and 
conservatively treated with a long tube. At the 4th hospital day, 
he suffered from severe abdominal pain with muscular defense. 
Computed tomography revealed a dilated small intestine and intra-
abdominal free air and ascites. After laparotomy, a perforated jejunal 
diverticulum was identified at 30 cm along the anal side from the 
ligament of Treitz. Adhesiolysis and exteriorization of the perforated 
jejunal diverticulum using a tube were performed, as the status of 
the patient was too serious to tolerate resection of the small intestine 
including the perforated lesion. The patient eventually recovered and 
left the hospital on Day 37 after the operation. This report presents 
a rare surgical case of perforated jejunal diverticulum due to small 
bowel obstruction in an adult patient with alcoholic psychosis and 
dementia.
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INTRODUCTION 

Small intestinal diverticulum is rare, and the incidence ranges from 
0.05% to 6.0%[1]. These diverticula are most frequently seen in the 
proximal jejunum, and the prevalence in the proximal jejunum, distal 
jejunum, and ileum are 75%, 20% and 5% respectively[2]. 
    Small intestinal diverticulum, except for Meckel’s diverticulum, 
are mostly acquired diverticulum. Pseudo-diverticulum is thought to 
arise due to outpouching of the mucosa and submucosa through the 
muscle coat at the point where the mesenteric vessels penetrate the 
intestinal wall. They occur commonly on the mesenteric side of the 
jejunum and are frequently seen in elderly males[3].
    Although jejunal diverticulum is usually asymptomatic, it may 
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ABSTRACT
We herein describe a surgical case of perforated jejunal diverticulum 
in an adult patient with alcoholic psychosis and dementia. A 70-year-
old Japanese male presented with vomiting and abdominal pain 
in a mental hospital. He had undergone a distal gastrectomy, the 
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cause abdominal pain, nausea, vomiting, and malabsorption. It may 
also lead to acute fetal complications, such as perforation, intestinal 
hemorrhage, and obstruction[4].
   We herein report a rare surgical case of perforated jejunal 
diverticulum due to small bowel obstruction in an adult patient with 
alcoholic psychosis and dementia. 

CASE REPORT
A 70-year-old Japanese male presented with vomiting and abdominal 
pain in a mental hospital. He had previously undergone a distal 
gastrectomy, the details of which are unclear. He was transferred 
to our hospital for further examination and treatment of these 
symptoms. An abdominal X-ray examination revealed the apparently 
dilated loops of the small intestine (Figure 1a). Abdominal computed 
tomography (CT) also revealed the dilated small intestine, including 
the presence of gas and fluid (Figure 1b). He entered the internal 
medicine ward of our hospital, where he was diagnosed with bowel 
obstruction and conservatively treated with a long tube. At the 4th 
hospital day, he suffered from severe abdominal pain with musclar 
defense. CT revealed the dilated small intestine and intra-abdominal 
free air and ascites (Figure 2a, 2b). He was then introduced to our 

surgical department, where he was diagnosed with perforation of the 
small intestine and panperitonitis.
    A physical examination revealed abdominal distension with 
tenderness and musclar defense. A previous operation scar was 
identified on the upper middle abdomen. Laboratory investigations 
revealed a white blood cell count of 1.500/mm3 and a hemoglobin 
level of 11.6 g/dL with a hematocrit value of 34.6% and a platelet 
count of 247,000/mm3. His serum albumin level was 2.8 g/dL. The 
renal and liver function test results were all within the normal limits. 
His C-reactive protein level was 20.0 mg/dl. Coagulation studies 
revealed a prothrombin time of 13.9 seconds and an activated partial 
thromboplastin time of 28.3 seconds. 
    A laparotomy incision was created in the upper middle abdomen, 
and a 3-cm-diameter perforated jejunal diverticulum was identified. 
Approximately 1,000 mL of yellow brown muddy fluid was noted 
and drained (Figure 3, 4). The cause of the bowel obstruction was 
tight adhesion between the jejunum at 130 cm along the anal side 
from the ligament of Treitz and the scar from the previous operative 
incision. This diverticulum was located on the mesenteric side of 
the jejunum, located 30 cm along the anal side from the ligament of 
Treitz. Given that the wall of the perforated diverticulum lacked a 
muscular layer, this diverticulum was a pseudo-diverticulum of the 

Figure 1 An abdominal X-ray examination revealed the apparently dilated loops of the small intestine. (a). Abdominal computed 
tomography (CT) also revealed the dilated small intestine including gas and fluid (b). 

Figure 2 CT showed the dilated small intestine, with intra-abdominal free air at the liver surface (a white arrow) and in the sac of the incisional 
hernia (b, white arrow head), and ascites (a, b). 
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Figure 3 After the removal of the adhesion between the jejunum at 130cm 
along the anal side from the ligament of Treitz and the previous operative 
wound (black star), a caliber change in the jejunum was identified (black 
cross). A perforated jejunal diverticulum was observed (black arrows) at 
30cm along the anal side from the ligament of Treitz, and the hole of the 
perforated jejunal diverticulum was also identified (black arrow head). 

Figure 4 The wall of the perforated diverticulum was thinner than the 
nearby normal jejunal wall and lacked a muscular layer. 

jejunum. Adhesiolysis and exteriorization of the perforated jejunal 
diverticulum using a tube were performed, because the status of the 
patient was too serious to tolerate the resection of the small intestine 
including the perforated lesion. Especially, it was hard to maintain his 
circular status for long time. 
    The patient tolerated the procedure with great difficulty and was 
sent to the intensive care unit for his serious condition.
    The patient eventually recovered, and the tube was removed on Day 
14 after the operation. The wound of the removed tube was closed on 
Day 30 and he left the hospital on Day 37 after the operation.

DISCUSSION
The incidence of jejunal diverticulum ranges from 0.5%[5] to 2.3%[6] 
in radiographic examinations and from 0.26%[7] to 4.6%[8] on 
autopsy. This condition is believed to develop from a combination 
of abnormal peristalsis, intestinal dyskinesis, and high segmental 
intra-luminal pressures. Krishnamurthy et al suggested that intestinal 
dyskinesia due to abnormality of the smooth muscle or myenteric 
plexus results in diverticula formation[9]. Kongara et al believed that 
irregular intestinal contractions increased the intraluminal pressure, 
resulting in diverticula formation through the weakest point[10]. 
The cause of the perforation in the present case is speculated to be 
unusually increased intra-luminal pressure of the jejunum due to 
worsening of the adhesional ileus. 
    Though diverticula are generally asymptomatic, they are 
occasionally accompanied by life-threatening symptoms, such 
as malabsorption, diverticulitis, hemorrhaging, obstruction, and 
perforation[11]. Perforation occurs in 2.3%-6.4% of patients with 
jejunal diverticulosis[12], and 10% of patients with small bowel 
diverticulosis may require surgical intervention for complications[13]. 
Roses et al reported that the mortality rate from perforated jejunal 
diverticula can be high as 21% to 40%, according to some reports, 
particularly in patients who are old or have a delayed diagnosis[12]. 
    Novak et al reported the possibility of non-surgical management 
for perforated jejunal diverticula if the perforation causes only 
localized peritonitis and the patient remains stable[14]. This is a 
relatively new idea, and the evidence supporting a good outcome 
with this strategy is limited to case reports such as the present one[14]. 
The current treatment of choice for perforated jejunal diverticula 
that is causing generalized peritonitis or compromising the patient’s 

condition is prompt laparotomy with segmental intestinal resection 
and primary anastomosis[15]. In this case, the patient also received a 
prompt operation because of the generalized peritonitis.
    This report presents a rare surgical case of perforated jejunal 
diverticulum due to small bowel obstruction in an adult patient 
with alcoholic psychosis and dementia. Although some reports 
have indicated that alcohol consumption is a risk factor for colonic 
diverticulosis[16,17], there are no reports of an association between 
jejunal diverticulum and alcohol consumption. 

CONCLUSION
In cases of a perforated jejunal diverticulum with panperitonitis, an 
emergency laparotomy are recommended.
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