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A case of perforated duodenal diverticulum
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Though the perforated cases of duodenal diverticula are rare in the literature,
we recently treated a case of perforated duodenal diverticulum.

The patient, a 63-year old housewife, was admitted to our hospital because of
severe abdominal pain. Physical examination revealed muscle guarding at right
upper quadrant. Examination of the blood showed 16,100 white blood cells with
95 per cent polymorphonuclear leukocytes. And we performed emergency opera-
tion.

The diverticulum was found to be located in the outside of the descending
portion of the duodenum, and perforated lesion was observed in the diverticulum.
Diverticulectomy was performed and postoperative course was favorable.

The patient was discharged very much improved on the 18 th hospital day.

Because of high mortality rate of the perforated duodenal diverticulum, we
should consider a prophylactic operation of the large diverticulum which is liable
to rupture.
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Fig. 1. Roentgenogram of the abdomen

in standing position.
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Fig. 2. Operative finding.

A duodenal diverticulum is exposed.

FHIIBELXETTURL, YKo+
Bk &, WEGBREYEL, IOIE
R RV — xR T

UBREATHEOAE X1k 3x3x3cem T,
HBFRCIZ OBMEREEGBE R\ b
WP HEMEETH Y, HEICITEE R ROEE
R E BT,

it D BB LEEY T bic @=L <,
ABE18H B BEHLREE L fe.

Z 2

+ i8R =3 1710 48 Chomel & X » THJ
DTERB I EVbRY, BRI TIXVRZHK
Ffiom ek b zo@ERL L/t b




166

DETERTZHEBIEEEEOF TRIBED
RAFEOBWIMNTH LY. TIFBEED
BRI O TEESRIT R\, Sl A Hik
MRl 2% L FRx @G L, BEHERD
BAEAREL T 5, FAIc A % & 50 %A,

Nk B % &

Table 1. Age of duodenal diverticula,®

F # il £ %
20 R 2 2.0
30 2 2.0
40 16 15.8
50 29 28.7
60 39 38.6
70 13 12.9
it 101 100.0

Table 2. Site of duodenal diverticula,®

il A LCT %
koK F M 1 1.0
T 7 ] 3 3.0
B F H W 68 67.3
ok E M 23 2.7
BEALIEER & TR 6 6.0

z | 0 100.0
4t ) 3 3.0
M £l 98 97.0
F | 101 100.0
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Table 3. Complications and mortality rate of duodenal diverticula,!t>12

Fol o & F F oA O E ESR A i

CHE RO S 9 \ FET+
A Bl | T % ﬁﬁﬂiﬁtx%(mﬁ) %
RENK  FRER 7 7 1 14.3 0 0 1 14.3
22 =) 34 27 7 25.9 7 6 13 38.2
BOE M % 14 9 0 0 5 2 3 (g) 35.7
B E M % 5 3 1 33.3 2 1 1 (%) 60.0
+ B M E 4 4 1 25.0 0 0 1 25.0
H i 7 6 1 16.7 1 0 1 1 28.6
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Table 4. Indications for operation.®

1) Obstruc:ion to the biliary tract, pancreatic
ducts or the duodenum.
2) Primary diverticulitis
3) Hemorrhage
4) Perforation
a) Abscess formation
b) Peritonitis
5) Secondary inflammation of the biliary tract,
pancreas, duodenum or retroperitoneal tis-
sues.
6) Neoplastic changes
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