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1. Abstract
Approximately 0.06-2.3% of the population presents a Jejunal and
Ileal Diverticular (JID) disease, of whom approximately 10% develop life-threatening complications such as inflammation, perforation, bleeding, obstruction, and malabsorption [1-3, 9]. Although
only 40% of these patients remain asymptomatic, jejunal diverticulosis is usually not clinically suspected. The diagnosis of this
condition is usually made incidentally or after the onset of complications as hemorrhage, diverticulitis, or obstruction. We report the
case of a 45-year-old patient that presented, after a Stapled Trans
Anal Rectal Resection (STARR) for an Obstructed Defecation
Syndrome (ODS), a not related acute abdominal pain syndrome.
In such complicated clinical cases has been mandatory to have a
multidisciplinary approach.

2. Case Report

with no specific acute abdominal pain. At the new recovery, the
patient didn’t have a fever, and the white blood cells were normal.
The clinical observation at the admission didn’t show a peritoneal
syndrome or a positive Blumberg sign neither. According to the
anamnesis, we suspected an acute diverticulitis syndrome, and we
decided to continue the antibiotic therapy.
Two days after, the patient presented fever and abdominal pain
in the right pelvic area; the Blumberg sign became positive. The
blood values showed a slight increase of white blood cells (12.5)
and a worsening of the anemia (HB 8.5, HCT 21%).
According to the new clinical conditions, we decided to make an
abdominal CT scan that showed free air under the right diaphragm
but didn't show free liquid in the abdomen (Figure 1); the mechanical rectal suture was complete, and the CT scan didn't show free
air in the mesorectal and pelvic area (Figure 2).

We visited a 45-years-old man with a diagnosis of ODS for rectal prolapse and anemia for a 3rd degree bleeding hemorrhoidal
nodule. In anamnesis, the patient reported a diagnosis of sigmoid
diverticulosis. After routine preoperative exams, the patient was
treated to a rectal prolapsectomy with stapled trans-anal rectal resection (STARR) and submucosal hemorrhoidectomy.
The postoperative recovery was not complicated, and the patient
was discharged on the second day after surgery in good clinical
conditions, without fever, and with antibiotic therapy.
On the 4th day after surgery, the patient returned to the hospital
http://acmcasereports.com

Figure 1: CT scan that shows free air under the right diaphragm without
other signs of JID perforation.
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Figure 2: CT scan shows the absence of free air in the mesorectal and pelvic area and the integrity of the suture.

We decided to perform an exploratory laparoscopy that didn't present abnormality in the left side of the abdomen or signs of left diverticular perforation but showed the presence of an abscess in the
right paracolic gutter. Considering the abscess and the ileo-peritoneal adherences, we decided to perform laparotomy access with an
enlarged McBurney incision. We found a retrocecal no-perforated
appendicitis, the tip of which was fixed at the ileus, 20 cm to the
ileocecal valve, close to perforation.
We made a regular appendicectomy, closed the ileus hole, did an
abdominal washing, and then was positioned drainage in the right
paracolic gutter.
On the first postoperative day, the patient was in good general conditions without pain and fever; the blood analysis values were in
the Range. On the third postoperative day, the patient had a regular
bowel transit.
On the fifth postoperative day, the patient had a high fever (39.5°),
leukocytosis (19.000) with neutrophilia (89%), low hemoglobin
(7.5, HCT, 21%), and the bowel transit was blocked. Free air persisted in the upper part of the abdomen at the control CT scan,
without free fluid; simultaneously, bilateral pleural effusion was
found.
Under the infectious disease specialist (IDS), we started a triple
antibiotic therapy with metronidazole, ciprofloxacin, and meropenem; before starting the antibiotic treatment, we performed a
blood culture with a negative result.
The day after, the patient presented fever and frontal headache; anamnesis had reported an episode of frontal sinusitis almost seven
months before, for which he necessitated a hospitalization.
So was performed a rhinoscopy that was positive for multidrug-resistant Streptococcus Pneumoniae; the antibiotic therapy was not
modified but was added betamethasone in aerosol and intravenous.
A few hours later, the patient didn't present fever, and he remained
apyretic for the next 24 hours.
On the ninth day after surgery, the patient presented fever again
(39°C), with white blood cells and PCR increased. The IDS, in
consideration of the pleural effusion and the abdominal distension,
advised continuing the therapy with the antibiotic association and
the betamethasone.
The patient was apyretic for the next 72 hours, so he was dishttp://acmcasereports.com

charged in good clinical conditions with an antibiotic and cortisone home therapy.
The histological exam showed appendicitis with serosal and not
mucosal inflammation, such as the inflammation was coming from
the peritoneum and not from the appendix.

3. Discussion
JID represents 18% of all small bowel diverticula, but they are
most likely to become symptomatic in a patient’s lifetime compared to other small bowel diverticula [4, 5].
Although the true etiology of jejunal diverticula is unknown, this
condition is believed to develop from a combination of intestinal
motility disorders, focal weakness of the muscularis, and high segmental intra-luminal pressures [6, 7].
These patients exhibit a constellation of symptoms that range from
early satiety, bloating, chronic upper abdominal discomfort, and
vague abdominal pain to a syndrome of bloating, steatorrhea, and
malabsorption [8].
The diagnosis of a perforated diverticulum is rarely made preoperatively; in the emergency setting, abdominal CT is the modality
of choice with findings that include thickening or inflammation of
the jejunum and mesentery, localized abscess formation, air-fluid
collection in contiguity with SB loops, free peritoneal air, and occasionally visualization of the diverticulum [10, 11].
This case report is an example of a delayed diagnosis due to a
rare condition as the simultaneous presence of two different and
not related surgical diseases in a young adult patient without other
risks; in these cases, a delayed diagnosis could make the prognosis
worse [3, 4, 12].
This patient had just been operated on with a STARR technique for
an Obstructed Defecation Syndrome, so he took antalgic and antibiotic therapy, which hid the symptoms and delayed the accurate
diagnosis; moreover, the anamnesis of diverticular disease moved
the attention on acute diverticular inflammation.
Our patient, relying on the operation and especially on the histological examination, had a Jejunoileal Diverticulum (JID) that
has perforated itself and created localized peritonitis close to the
appendix, a clinical presentation like common appendicitis.
In this case, the exploratory laparoscopy was resolutive because
the CT scan didn't show the real side of the bowel perforation.
2

Volume 8 Issue 6 -2022

Case Report

In our case, another element of confusion for the diagnosis was
the intermittent fever, which was probably caused by the association of peritonitis, frontal sinusitis, and pleural effusion, with the
presence of multidrug-resistant bacteria, so this inflammatory syndrome needed an association of antibiotic and cortisone therapy
to get out.
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This case is an example of a rare and under-diagnosed condition
that may require immediate surgical intervention. In general, we
recommend approaching a new clinical case considering the operation he did before and considering the possibility of a different
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aided by modern imaging modalities, particularly Computed Tomography (CT) [13]. However, we report, as in the literature [1416], that sometimes an exploratory laparoscopy is better to show
the actual damage and to perform a resolutive operation.
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