
IAJPS 2019, 06 (09), 12248-12252                   Durr e Nayab et al                    ISSN 2349-7750 
 

 
 

w w w . i a j p s . c o m  
 

Page 12248 

 
        CODEN [USA]: IAJPBB                        ISSN: 2349-7750 

 
  INDO AMERICAN JOURNAL OF 

 PHARMACEUTICAL SCIENCES 

        http://doi.org/10.5281/zenodo.3464283                              

Available online at: http://www.iajps.com                                  Research Article 

PERFORATED JEJUNAL DIVERTICULUM TREATED BY 

EXTERIORIZATION IN AN ADULT PATIENT WITH 

ALCOHOLIC PSYCHOSIS: A RESEARCH STUDY 
1Dr. Durr e Nayab, 2Dr Ibrar Ahmed, 3Dr Hafiz Muhammed Zafarullah 

1Woman Medical Officer, BHU, Manzorabad, Wazirabad  
2BHU Bareela Sharif Gujrat 

3MO DHQ Vehari 

Abstract: 

This report shows an uncommon careful instance of punctured jejunal diverticulum because of little inside impediment 

in a grown-up patient with alcoholic psychosis and dementia. This research study is around a 70-year old Japanese 

male. In this research study, a careful instance of punctured jejunal diverticulum in a grown-up patient with alcoholic 

psychosis and dementia. He was given regurgitating and stomach torment in a psychological medical clinic. He 

entered the inward medication ward of our emergency clinic and was determined to have gut hindrance and 

moderately treated with a long cylinder. He had experienced a distal gastrectomy, the subtleties of which are vague. 

Figured tomography uncovered an expanded small digestive tract and intra-abdominal free air and ascites. At the 

fourth clinic day, he experienced serious stomach torment with solid safeguard. Adhesiolysis and exteriorization of 

the punctured jejunal diverticulum utilizing a cylinder were performed, as the status of the patient was too genuine to 

even consider tolerating resection of the small digestive tract including the punctured sore. After laparotomy, a 
punctured jejunal diverticulum was recognized at 30 cm along the butt-centric side from the tendon of Treitz. The 

patient in the end recuperated and left the emergency clinic on Day 37 after the task. 
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INTRODUCTION: 

Little intestinal diverticulum, aside from Meckel's 

diverticulum, are for the most part gained 

diverticulum. In this report an uncommon careful 

instance of punctured jejunal diverticulum because of 
little entrails check in a grown-up patient with 

alcoholic psychosis and dementia. Little intestinal 

diverticulum is uncommon, and the frequency ranges 

from 0.05% to 6.0% [1]. The commonness of Small 

intestinal diverticulum in the proximal jejunum, distal 

jejunum, and ileum are 75%, 20% and 5% respectively 

[2]. These diverticula are most habitually found in the 

proximal jejunum. Pseudo-diverticulum is thought to 

emerge due to out-pouching of the mucosa and sub-

mucosa through the muscle coat at the point where the 

mesenteric vessels infiltrate the intestinal divider. 

They happen generally on the mesenteric side of the 
jejunum and are often found in older males [3]. 

Jejunaldiverticulum leads to intense fetal 

complexities, for example, puncturing, intestinal 

drain, and block and stomach torment queasiness, 

spewing, and mal-absorption. Jejunal diverticulum is 

typically asymptomatic [4]. 

 

RESULTS: 

This research study was around a 70-year-old Japanese 
male. He was given spewing and stomach torment in a 

psychological medical clinic. He was moved to our 

emergency clinic for further examination and 

treatment. He had recently experienced a distal 

gastrectomy, the subtleties of which are vague. He 

entered the inside prescription ward of our clinic, 

where he was determined to have gut block and mini-

alistically treated with a long cylinder. Stomach 

registered tomography (CT) uncovered the widened 

small digestive tract, including the nearness of gas and 

liquid (Figure 1b). A stomach X-beam examination 

uncovered the obviously enlarged circles of the small 
digestive tract (Figure 1a). At the fourth clinic day, he 

experienced extreme stomach torment with muscular 

barrier.  

 

 
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). 

 

A physical examination uncovered stomach distension with delicacy and muscular safeguard. He was acquainted with 

our careful division, where he was determined to have aperture of the small digestive system and panperitonitis. CT 

uncovered the enlarged small digestive system and intra-stomach free air and ascites (Figure 2a, 2b).  
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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). 

 

A past activity scar was distinguished on the upper 

center guts. His C-receptive protein level was 20.0 

mg/dl. Coagulation studies uncovered a prothrombin 

time of 13.9 seconds and an enacted halfway 

thromboplastin time of 28.3 seconds. The renal and 

liver capacity test outcomes were all inside as far as 

possible. Lab examinations uncovered a white platelet 

check of 1.500/mm3 and a hemoglobin dimension of 

11.6 g/dL with a hematocrit estimation of 34.6% and 

a platelet tally of 247,000/mm3. His serum egg whites 

level was 2.8 g/dL. The reason for the gut block was 

tight grip between the jejunum at 130 cm along the 

butt-centric side from the tendon of Treitz and the scar 

from the past usable entry point. A laparotomy entry 

point was made in the upper center belly, and a 3-cm-

distance across punctured jejunal diverticulum was 

distinguished. Around 1,000 mL of yellow darker 

sloppy liquid was noted and depleted (Figure 3, 4).  

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

muscular layer. 

 

The mass of the punctured diverticulum did not have 

a solid layer; this diverticulum was a pseudo-

diverticulum of the jejunum. This diverticulum was 
situated on the mesenteric side of the jejunum, found 

30 cm along the butt-centric side from the tendon of 

Treitz. The status of the patient was too genuine to 

even think about tolerating the resection of the small 

digestive tract including the punctured injury. 

Particularly, it was difficult to keep up his roundabout 

status for long time. Adhesiolysis and exteriorization 

of the punctured jejunal diverticulum utilizing a 

cylinder were performed. The cylinder was evacuated 

on Day 14 after the activity. The injury of the 

evacuated cylinder was shut on Day 30 and he left the 
medical clinic on Day 37 after the task. The patient 

endured the technique with extraordinary trouble and 

was sent to the emergency unit his genuine condition. 

The patient in the long run recuperated. 

 

DISCUSSION: 

The rate of jejunal diverticulum is accepted to create 

from a blend of anomalous peristalsis, intestinal 

dyskinesis, and high segmental intra-luminal weights. 

The reason for the aperture in the present research 

study is theorized to be surprisingly expanded intra-

luminal weight of the jejunum because of declining of 
the adhesional ileus. The frequency 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 dissection. Krishnamurthy et al 

recommended that intestinal dyskinesia because of 

variation from the norm of the smooth muscle or 

myenteric plexus results in diverticula formation [9]. 

In spite of the fact that diverticula are commonly 

asymptomatic, they are once in a while joined by 

hazardous side effects, for example, malabsorption, 

diverticulitis, discharging, obstacle, and perforation 

[11]. Kongara et al accepted that unpredictable 

intestinal constrictions expanded the intraluminal 

weight, bringing about diverticula arrangement 
through the weakest point [10]. Roses et al revealed 

that the death rate from punctured jejunal diverticula 

can be high as 21% to 40%, as indicated by certain 

reports, especially in patients who are old or have a 

deferred diagnosis [12]. Aperture happens in 2.3%-

6.4% of patients with jejunal diverticulosis [12], and 

10% of patients with little inside diverticulosis may 

require careful intercession for complications [13]. 

Crafted by Novak et al gives a moderately new 

thought, and the proof supporting a decent result with 

this methodology is restricted to research studys, for 
example, the present one [14]. Novak et al detailed the 

likelihood of non-careful administration for punctured 

jejunal diverticula if the aperture causes just limited 

peritonitis and the patient remains stable [14]. This 

report exhibits an uncommon careful instance of 

punctured jejunal diverticulum because of little inside 

deterrent in a grown-up patient with alcoholic 

psychosis and dementia. For this situation, the patient 

got a brief activity in view of the summed up 

peritonitis. The present treatment of decision for 

punctured jejunal diverticula that is causing summed 

up peritonitis or bargaining the patient's condition is 
quick laparotomy with segmental intestinal resection 

and essential anastomosis [15]. Although, a few 

reports have demonstrated that liquor utilization is a 

hazard factor for colonic diverticulosis [16,17], there 

are no reports of a relationship between jejunal 

diverticulum and liquor utilization. 

 

CONCLUSION: 

 It is concluded by the results that an immediate 

laparotomy are needed in research study of a 

perforated jejunal diverticulum with panperitonitis. 
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