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PICTURES IN DIGESTIVE PATHOLOGY

Duodenal diverticulitis is an uncommon though clini-
cally significant complication that may be mistaken for 
other differently managed disorders.

An 82-year-old male with a history of hypertension and 
left hemicolectomy for colonic adenocarcinoma presented 
with pain in the epigastrium and right hypochondrium of 
12 hours duration. He had fever at 38.7 °C, and the physi-
cal examination revealed tenderness in the right hypochon-
drium with a positive Murphy’s sign. His CBC showed 
16.7 x 109 cells/L (88% neutrophils). An abdominal sono-
gram, supplemented with a CT scan, revealed duodenal 
diverticulitis around the ampulla and gallbladder inflam-
mation by contiguity (Fig. 1).

The clinical picture remitted completely following anti-
biotic therapy (amoxicillin-clavulanic) for 7 days. Follow-
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up sonograms and CT scans showed improved diverticuli-
tis in the absence of other intra-abdominal complications. 
The patient was discharged symptom-free but returned on 
two occasions with the same diagnosis, which led to di-
verticular resection and cholecystectomy. After 6 months 
the patient remains asymptomatic.

The duodenum is the second most common site of di-
verticula in the digestive tract (1-2%), after the colon 
(5-60%) (1-3). Most common complications include 
diverticulitis (20-25%), bleeding and perforation; bile 
obstruction and obstructive pancreatitis are more un-
common (4). Duodenal diverticulitis remains underdiag-
nosed because, in the absence of pathognomonic data, it 
is usually mistaken for other intra-abdominal conditions 
(4). The picture is usually associated with other gastro-
intestinal manifestations, hence the benefit of reduced 
differential diagnoses such as cholecystitis, retrocecal 
appendicitis, perforated duodenal ulcer, pancreatitis, 
pancreatic pseudocysts and neoplasms, infected enteric 
duplication cyst, and duodenitis from trauma or Crohn’s 
disease (1,2). CT is the ideal diagnostic test for upper GI 
tract diverticula (4). Surgery is the definitive therapy with 
diverticulectomy or duodenal resection.
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Fig. 1. A. Abdominal sonogram showing a stone-free gallbladder with thic-
kened walls and a large diverticulum in the first portion of the duodenum, 
consistent with duodenal diverticulitis. B. Tomographic image of acute diver-
ticulitis with increased peridiverticular attenuation touching the gallbladder.
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