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INTRODUCTION 

Upto twenty-five percent patients demonstrate duodenal 

diverticula. Chromall in 1710, first reported about 

duodenal diverticulum and was first documented by 

Morgagni in 1762 and first radiologically demonstrated 

in 1913. It is the second most common diverticula after 

colon followed by jejunum, ileum and stomach.
1,2

 

Duodenal diverticulum is usually classified into primary 

and secondary diverticulum, the latter usually results 

from chronic duodenal ulceration.
3
 Primary diverticula 

usually occur between 50 to 60 years of age.
1,3,4,5,6

 These 

primary diverticula again are classified into external and 

intramural diverticula. There is no sex predilection in the 

incidence of diverticula.
1,2,3,4,6

 Only 100 case of 

Intramural duodenal diverticulum, a rare anatomical 

abnormality are documented till date.  Majority patients 

with diverticula are asymptomatic.
1,3,5,7,8,9

 Some patients 

usually present with postprandial abdominal pain, 

discomfort with or without vomiting, rarely 

gastrointestinal bleeding and weight loss.
1,3,5

 Here we 

presented a case presented with postprandial abdominal 

discomfort. 

CASE REPORT 

52 years old patient presented with recurrent postprandial 

abdominal discomfort as well as occasional bleeding. His 

hematological biochemical parameters, routine stool and 

urine examinations were within normal limit. He was 

advised for upper gastrointestinal endoscopy. Endoscopic 

picture showed presence of a septum at the junction of 1st 

and 2nd part producing two channels. Scope was 

negotiated through lateral channel towards 2nd part, but 

not through medial channel. So barium meal of stomach, 

duodenum and follow through was advised. This barium 
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meal study demonstrated the presence of a filling defect 

stating from the 2nd part with presence of two channels 

on both sides of filling defect. In the medial channel there 

was hold-up of barium looking like pedunculated polyp, 

but through the lateral channel barium reached jejunum, 

it was diagnosed as a case intramural duodenal 

diverticulum. 

 

Figure 1: Barium meal of stomach and duodenum 

showed Hold up of barium in duodenum looking like 

pedunculated polyp. 

 

Figure 2: Barium meal of stomach and duodenum 

showed two channels in the duodenum pushing 

barium through both the channels. 

 

Figure 3: Endoscopy of duodenum showed junction of 

the proximal part of diverticulum in the duodenum. 

 

Figure 4: Endoscopic picture showed passage of scope 

through one channel to the third part. 

 

Figure 5: Endoscopic picture showed the passage 

through the other channel. 

DISSCUSION 

If we see the method of development of duodenum in the 

foetal life, it shows the following stages: In the fifth week 

of gestation, second to fourth part of duodenum becomes 

obliterated by proliferation of duodenal epithelium. But 

since early sixth week, vacuolization starts producing two 

separate channels, lateral and medial. At the eight week, 

both the channels coalesce. Abnormality in the 

communication and channelization produces the 

following types of congenital duodenal abnormalities, 

like, duodenal atresia, duodenal stenosis, intraluminal 

duodenal diverticulum, obstructing mucosal diaphragm 

and duodenal duplication. Intraluminal duodenal 

diverticulum results from incomplete canalization of one 

or both channels. As a result, one duodenal channel ends 

blindly and attaches to a small part of duodenal wall. So, 

in these patients, there will be hold up of food in the 

diverticulum. If the amount of food will gradually 

increase in the diverticulum, patient may vomit. Patient 

usually presents in the adulthood with postprandial 

abdominal bloating with or without vomiting. Our patient 

also presented in adulthood with postprandial abdominal 

distension with recurrent vomiting. This patient usually 

requires endoscopic therapy unless he or she is too frail to 
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tolerate it. Definitive treatment is laparoscopic removal of 

diverticulum or duodenostomy if patient cannot tolerate 

therapeutic endoscopic procedure by means of electro 

cautery. During endoscopic treatment of this intramural 

diverticulum care must be taken not to injure the papilla. 

If the attachment is not circumferential endoscopic 

resection with electrocautery snare is the procedure of 

choice. But if the attachment is circumferential, 

endoscopic inversion of the diverticulum followed by 

partial resection to produce an opening of at least 1 cm. in 

diameter at the blind end is the definite method of choice. 

CONCLUSION 

Though this is a rare condition, but, its diagnosis is of 

immense importance, because, it can produce 

complications like, severe bleeding, obstruction, 

perforation and rarely, neoplasm. So, urgent intervention 

is always required in case of accidental diagnosis of 

intraluminal duodenal diverticulum. 
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