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CLINICAL CASE

SURGICAL THERAPY IN HEMORRHAGIC DUODENAL-JEJUNAL
DIVERTICULA, CASE REPORT AND BIBLIOGRAPHIC REVIEW.

TERAPEUTICA QUIRURGICA EN DIVERTICULOS DUODENO-YEYUNALES HEMORRAGICOS, REPORTE
DE CASO Y REVISION BIBLIOGRAFICA.
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ABSTRACT

Introduction: Diverticula are intestinal saccular dilations; They can be classified as false or true, congenital or
acquired. Complications can be serious, bleeding is the most characteristic sign. Case report: Female, 68 years
old, the condition began with upper digestive bleeding, endoscopic studies did not show any bleeding site;
intestinal transit reported 2 duodenal diverticula. Due to multiple transfusions and hospitalizations, surgery
was scheduled. Two duodenal diverticula and multiple diverticula were found in the jejunum. Duodenal
diverticulectomies and segmental resection of the jejunum with entero-entero anastomosis were performed.
During the post-surgery period she presented intestinal fistula, which was resolved with mixed nutrition.
Discussion: Intestinal transit revealed diverticula as a probable cause of bleeding. Since there were no
minimally invasive options as determined by the guidelines, less morbid surgical treatment was provided.
Conclusions: In the absence of endoscopic or endovascular options, surgical intervention is a viable option;
however, each case must be individualized to offer the lowest morbidity and mortality rate.

Keywords: Duodenal-jejunal diverticula; Upper gastrointestinal bleeding; Diverticulectomy. (Source: MESH-
NLM)

RESUMEN

Introduccion: Los diverticulos son dilataciones saculares intestinales; pueden clasificarse en falsos o
verdaderos, congénitos o adquiridos. Las complicaciones pueden ser graves, el sangrado es el signo mas
caracteristico. Caso clinico: Femenino 68 afios, inicié padecimiento con sangrado digestivo alto, estudios
endoscoépicos no evidenciaron sitio de sangrado; transito intestinal report6 2 diverticulos duodenales. Debido
a multiples transfusiones y hospitalizaciones se programé cirugia. Se encontraron 2 diverticulos duodenales 'y
multiples en yeyuno. Se realizé diverticulectomias duodenales y reseccidon segmentaria de yeyuno con entero-
entero anastomosis. Durante posquirirgico present6 fistula intestinal, se resolvié con nutricién mixta.
Discusion: El transito intestinal evidencié diverticulos como probable causa de sangrado. Al no contar con
opciones de minima invasion como determinan las guias, se otorgd tratamiento quirdrgico menos mérbido.
Conclusiones: En caso de falta de opciones endoscdpicas o endovasculares, la intervencion quirdrgica es una
opcidénviable, sinembargo, se debe individualizar cada caso para ofrecerla menor tasa de morbimortalidad.

Palabras claves: Diverticulos duodeno-yeyunales; Hemorragia digestiva alta; Diverticulectomia. (Fuente:
DeCS- BIREME)
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INTRODUCTION

Diverticula are saccular dilations that can cover the
entire intestinal layers (true diverticula) or partially
(pseudodiverticula). The duodenum is the second most
common site of formation after the colon.Theincidence
is estimated at 22%, generally near the toilet ampulla®
and they are commonly located in the second duodenal
portion in 62%, third portion 30% and fourth portion
8%. The radiological incidence is 1 - 5% and the
incidence by autopsy is 11 - 22%. It is generally
discovered after the age of 40, there is no predominant
gender?,

They can be classified as congenital or acquired.
Congenital duodenal diverticula are a failure of
recanalization of the duodenum during
embryogenesis, leaving a diaphragm that invaginates
from the duodenal lumen, and are a rare incidental
finding. There is a theory where the pons or saccular
network can elongate over time due to the mechanical
traction exerted by peristalsis and thus form a
diverticulum ®, In most cases the discovery of these
entities is incidental in upper gastrointestinal contrast
studies or autopsy. Studies with Barium show that up to
5% of patients will have a duodenal diverticulum.When
the endoscopic era began, an increase in the frequency
of duodenal diverticula was observed by up to 20%%.

More than 90% of duodenal diverticula are
asymptomatic, a low percentage will develop
symptoms which will require surgical intervention.
They rarely cause symptoms; abdominal pain, bloating,
nausea, vomiting, and fever may occur. Related
complications are rare and may include hemorrhage,
biliopancreatic manifestations, intestinal obstruction or
perforation ", Complications of duodenal diverticula
can be serious: outpouching (possible cause of
bleeding), obstruction, infection, perforation and
duodenal fistulas. Bleeding is the most characteristic
sign, with perforation being the least common, with
less than 20 cases reported®®, Obstruction is rare and it
is less common for the Ampulla of Vater to become
obstructed. Due to its location in the periampullary
region, recurrent pancreatitis, cholangitis, and
choledocholithiasis can also develop, even after
cholecystectomy. Patients who experienced a
cholecystectomy and also have duodenaldiverticula

may present with stenosis of the Ampulla of Vater,
which may develop excessive growth of bacteria
causing bilirubinate stonesin the common duct"*.

The initial evaluation should be carried out
endoscopically, and in case of bleeding, a hemostatic
stent is injected, coagulated or placed. If it is not
controlled, a bleeding diverticulum should be
suspected and invasive studies such as arteriography,
angiotomography or scintigraphy with erythrocytes
should be performed. radiolabeled with technetium to
locate the bleeding site, followed by endovascular
therapy, with the placement of coils or foam to
coagulate the affected region®®. The last resort should
be surgical exploration; It is approached using the
Kocher maneuver. If the bleeding site is identified, the
pancreatic duodenal artery must be sutured directly
and the duodenal pancreatic artery must be ligated and
the ligation of the bleeding vessel within the duodenal
diverticulum must be completed directly. Since
cephalic pancreaticoduodenectomy is an extreme
measure to resolve significant hemorrhage, there is
very little literature that describes this procedure for the
condition*. Perforation is one of the most feared and
least common complications; traumatic perforations or
abscessrequire surgical exploration &4,

Surgical intervention is the mainstay for complicated
duodenal diverticulum; various authors propose
excision of the diverticulum and repair of the defect in
plane. If this failure occurs, duodenal exclusion must be
completed with a reconstruction with “Roux Y” taking
the bile duct to the end of the jejunal loop and the distal
pylorus towards the same branch. One of the potential
complications will be pancreatic fistula .

CLINICAL CASE

Female 68 years old. Allergies: denied. Chronic
degenerative: Type 2 diabetes, 8 years of evolution, in
adequate control. Subclinical hypothyroidism treated
with levothyroxine 25mcg daily, adequate control.
Surgical history: Salpingo-oophorectomy 45 years ago,
rightinguinal plasty 15 years ago, leftinguinal plasty 10
yearsago.
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Oncology: Questioned and denied. December 2021:
The condition began with hematemesis on one
occasion, melena for two days, associated with colicky
pain 3/10 in the mesogastrium with irradiation to the
hypogastrium. Partial analgesia to the ingestion of anti-
inflammatories, exacerbated by fasting. He denied
temperature increases, acholia, choluria, tenesmus and
hematochezia. Weight loss 9kg in 3 months. A protocol
was initiated due to upper digestive bleeding, the
following studies were performed:

Endoscopy January 3, 2022: Chronic gastropathy in the
body, erosive in the antrum. No active bleeding.
Colonoscopy January 5,2022: Ulcerated scarin

descending colon, hemorrhoidal disease.
Histopathological report January 6, 2022: Biopsy of
ileum and colon, mild edema of the lamina propria with
mild and nonspecificinflammation.

Enterotomography January 6,2022: No alterations in the
loops by this means of study.

Capsule endoscopy January 25, 2022: Erosive
gastropathyinantrum, polypin duodenum.
Abdominal scan February 17, 2022: No molecular
evidence suggesting ectopic gastric tissue.

Intestinal transit February 17,2022: Two giant diverticula
inthe 3rdand 4th portion of the duodenum (Figure 1).

Figure 1. Intestinal transit showing duodenal diverticula.

No bleeding site was found in the endoscopies,
endovascular therapy was not available, nor extension
studies for the exact localization of bleeding such as
arteriography, angiotomography or scintigraphy with
technetium-labeled erythrocytes; The patient required
transfusion of 3 - 5 erythrocyte concentrates in different
hospitalizations, for which reason a surgical schedule
was decided, with high suspicion of hemorrhagic
diverticula observed inintestinal transit.
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Two months prior to the surgical event, nutritional
therapy was initiated by the parenteral and enteral
nutritional support service (SANPyE) based on a
polymeric diet. On June 2, 2022, the surgical procedure
was performed, finding the following findings: 2
diverticula in the 3rd and 4th duodenal portion (Figure
2), 12 jejunal diverticula in the mesenteric border from
40cm from the Treitzangle (Figure 3).
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Figure 3. Multiple jejunal diverticula at the mesenteric border.
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Intestinal resection of 60 cm was performed from 40 cm
of Treitz Angle, entero-entero isoperistaltic mechanical

jejunal anastomosis, with 75 mm linear staplers;

Mechanical duodenal diverticulectomies are
performed with 55 mm linear staplers (Figure 4). He
bled 700cc, which was calculated as allowable; an

erythrocyte concentrate was transfused. Two saratogas
drains were placed, one directed to the 3rd duodenal
portion and the other to the anastomosis site. The
procedure was terminated without accidents or
incidents.

Figure 4. Mechanical diverticuloectomy.

The immediate post-surgery was completed
adequately and fasting for 5 days was indicated. A series
of esophagogastroduodenal images were performed 5
days after surgery, no contrast leaks were observed, and
a polymeric diet was started. On June 10, 2022, on the
8th post-surgical day, he presented intestinal output
due to drainage, less than 100 cc per day. It was
managed as a low-output intestinal fistula;
conservative treatment was given with parenteral and
oral nutrition for 10 days and subcutaneous
administration of octreotide 100 mcg every 8 hours for

5 days. Thirteen days after surgery, discharge was
decided as there was no systemic inflammatory
response, no elevation of inflammatory markers and low
drainage output. During outpatient follow-up, she was
reported to be asymptomatic, with no signs of digestive
bleeding, oral tolerance, regular bowel movements,
fistula without output. Histopathological report of
surgical specimen (Figure 5): Uncomplicated diverticular
disease of the small intestine, with congested subserosal
blood vessels (Figure 6).
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Figure 6. Histopathological view of intestinal diverticula.

DISCUSSION

Diverticula commonly arise from the second portion of
the duodenum, within 2 cm of the Ampulla of Vater due
to weakness of the wall ™. In our case, we located the
diverticula in the 3rd and 4th portion of the duodenum,
an unusual location. These predominated at the
mesenteric border, the site where blood vessels enter
and become intraparietal, supporting the theory that
they originated from sites of weakness in the intestinal
wall.

In most cases, the patient is asymptomatic in 90% and
may present various complications (stasis and
biliopancreatic obstruction), bleeding, diverticulitis,
and perforation, the main symptom reported by our
patient was data of upper digestive bleeding, which led
him to require multiple transfusions. They are usually
diagnosed incidentally during autopsies or
endoscopies, however, with our patient the capsule
endoscopy did not make the diagnosis; the diverticula
were evidenced by intestinal transit, making it a good
diagnostic option when suspicion is high and studies
are negative. When there is a retroperitoneal
perforation, itis usually contained and does not present
signs of peritoneal irritation; abdominal pain, nausea,
vomiting, cholestasis and pancreatitis usually occur®®”.
The patient's clinical presentation should guide the
method and management on an individualized basis.
Surgical managementis challenging; if found in the
2nd portion of theduodenum, it isrecommended to

identify papilla
inserting a catheter ©?. In our case report, there was no

intraoperatively endoscopically by

perforation or diverticulitis; it debuted as a condition of
upper digestive bleeding. During the study protocol,
diverticula were evident as a probable cause of bleeding.
The patient had multiple hospitalizations for anemia,
reflectedin asthenia, adynamia and melena.

Surgical treatment has a high morbidity and mortality
rate, so it should be chosen only in indicated cases due to
post-surgical complications. The most common
intervention to resolve this pathology is
diverticulectomy with closure in two planes. There are
interventions for more complex cases such as: pyloric
exclusion, gastroduodenostomy or gastrojejunostomy,
duodenostomy and cephalic duodenopancreatectomy
a1 We decided to perform mechanical duodenal
diverticulectomy due to the size of the diverticula;
Intestinal resection was reserved for the segment in the
jejunum with multiple small diverticula. Later, during the
same surgical event, reconstruction with side-to-side
mechanical anastomosis was performed; considering
this as a high-risk anastomosis due to the tension it could
present, and the high flow in this segment secondary to
gastric and pancreatobiliary secretions; however,
despite the nutritional prehabilitation, during the post-
surgical period we had one of the most expected
complications, intestinal fistula, which was resolved with
mixed nutrition, oral and parenteral, managed by
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SANPYE.

CONCLUSIONS

In the absence of endoscopic or endovascular options,
surgical intervention is a viable option. We must
individualize each case to offer the best medical or
surgical management with the lowest morbidity and

Authorship contribution: José Manuel Carlos Segura
Gonzalez physician assigned to the digestive surgery
service, and general surgery residents Williams
Trinidad Rodriguez of 3rd year, Ariadna Rodriguez
Reyes of 4th year and Daniela Vidal Santiago of 2nd
year at the C.M.N. Manuel Avila Camacho IMSS U. M. A.
E. Puebla, Mexico; we have participated in the
conception and design of the case report, as well as
the performance of the surgical procedure, the
collection of images, its writing and approval of the
final version.

Correspondence: Williams Trinidad Rodriguez.

mortality rate.

Thanks:

To Dr. Maria Esther Ramirez Hurtado, the Doctor assigned
to the Parenteral and Enteral Nutrition Support Service
(SANPYE), for the management of our patient during the
pre-and post-surgical period.

Funding: Self-funded.

Conflict of interest: The authors declare that they have
no conflict of interest.

Received: March 15, 2024.
Approved: May 29, 2024.

Address: Calle 2 norte, Num. 2004 CP. 72000 Col. Centro. Puebla, Puebla; México.

Telephone: (+52) 9373693696
Email: Williamstrinidad.med@outlook.com

REFERENCES

1.-Sahned J, Hung Fong S, Mohammed Saeed D, Misra S, Park IS. Duodenal Diverticulitis: To
OperateorNotTo Operate? Cureus. 2019 Nov 26;11(11):6236.doi: 10.7759/cureus.6236.

2.- Oukachbi N, Brouzes S. Management of complicated duodenal diverticula. J Visc Surg.
2013Jun;150(3):173-9.doi: 10.1016/j.jviscsurg.2013.04.006.

3.-TaH, Sandhu D, Mouchli M. An Uncommon Case of Intraluminal Duodenal Diverticulum
Complicated by Recurrent Gastrointestinal Bleeding and Small Bowel Obstruction. Cureus.
2022 Jan 18;14(1):e21391.doi: 10.7759/cureus.21391.

4.- Mason EE. Gastric surgery for morbid obesity. In: Holzheimer RG, Mannick JA, editors.
Surgical Treatment: Evidence-Based and Problem-Oriented. Munich: Zuckschwerdt; 2001.
Available from: https://www.ncbi.nlm.nih.gov/books/NBK6867/

5.- Duarte B, Nagy KK, Cintron J. Perforated duodenal diverticulum. Br J Surg. 1992
Sep;79(9):877-81.doi: 10.1002/bjs.1800790907.

6.- Kim KH, Park SH. Conservative treatment of duodenal diverticulitis perforation: a case
report and literature review. Open Access Emerg Med. 2018 Aug 30;10:101-104. doi:
10.2147/OAEM.S168487.

7.- Degheili JA, Abdallah MH, Haydar AA, Moukalled A, Hallal AH. Perforated Duodenal
Diverticulum Treated Conservatively: Another Two Successful Cases. Case Rep Surg.
2017;2017:4045970.doi: 10.1155/2017/4045970.

8.- Yarze JC. Duodenoscopic diagnosis of perforated periampullary diverticulitis. Am J
Gastroenterol.2002 Mar;97(3):769.doi: 10.1111/j.1572-0241.2002.05576.x.

9.- Bergman S, Koumanis J, Stein LA, Barkun JS, Paraskevas S. Duodenal diverticulum with
retroperitoneal perforation. Can J Surg. 2005 Aug;48(4):332. PMID: 16149371; PMCID:
PM(C3211520.

10.- Thorson CM, Paz Ruiz PS, Roeder RA, Sleeman D, Casillas VJ. The perforated duodenal
diverticulum. Arch Surg.2012 Jan;147(1):81-8.doi: 10.1001/archsurg.2011.821.

11.- Mehdi A, Closset J, Houben JJ, Taton G, Mendes da Costa P, Lambilliotte JP. Duodenal
diverticula--diagnosis and management of complicated forms: report of two clinical cases
and review of the literature. Acta Chir Belg. 1994 Nov-Dec;94(6):311-3. PMID: 7846989.

Pg. 160 |

74

CLINICAL CASE



	Página 1
	Página 2
	Página 3
	Página 4
	Página 5
	Página 6
	Página 7

