
A strange duodenal lesion

Key words: Inverted duodenal diverticulum. Submucosal-like
lesion. Hemorrhage.

Dear Editor:

We study the case of a 72 years old woman, with a past his-
tory of osteoarticular degenerative disease and recent non-
steroidal anti-inflammatory drug (NSAID) intake, who was ad-
mitted to our emergency department with a first episode of
tarry stools. She was hemodinamically stable with a hemoglo-
bin level of 9 g/dL. Upper gastrointestinal endoscopy (UGIE)
identified, on the posterior wall of the first portion of the duo-
denum, an elevated, oval lesion of 15 mm diameter, with regu-
lar mucosa, a central depression hematin covered and hard con-
sistency when probed with forceps biopsy (Fig. 1). Biopsies
were taken and revealed a normal architecture with mild in-
flammation in the lamina propria. Endoscopic ultrasonography
(EUS) showed a submucosal lesion, well defined by the muscu-
lar layer, without regional lymphadenopathies (Fig. 2). She was
submitted to endoscopic submucosal tumorectomy by standard
snare polypectomy (1) which was complicated with perfora-
tion. It was not possible to retrieve the specimen as it immedi-
ately passed into the distal duodenum. The patient underwent
urgent laparotomy which revealed a sacular and oval structure,
with 3 x 4 cm, opened in the extremity (Fig. 3). A diagnosis of
an inverted duodenal diverticulum was made and diverticulec-
tomy was performed. Histology of the operative specimen re-
vealed a true diverticulum, with duodenal wall constituted by
all four layers. Patient recovery was rapid and uneventful.

Discussion

The first documented report of a duodenal diverticulum was
made by Chomel in 1710 (2). These structures can be classified

into intra- or extraluminal diverticula and can have a congenital
or acquired origin (3,4). Most extraluminal duodenal diverticu-
la are acquired, consisting only of mucosal layers herniating
through the muscular wall by pulsion or tractional mechanisms,
and are a very common entity that can be present in up to 25%
of the general population with increasing age (5-7). The duode-
num is the second site after the colon regarding the frequency
of diverticula (4,7,8). Approximately 70% of them are within 2
cm of the Vater ampulla and are termed juxtapapillary (4,8).
Only 4% arise on the lateral duodenal wall (5,8). The great ma-
jority are asymptomatic and less than 10% can complicate with
inflammation, bleeding, pancreatitis, perforation, common bile
duct or duodenal obstruction (4,5,7,8). NSAIDs intake can favor
inflammation and ulceration, leading to hemorrhage (5,7,9).

This case was a true diverticulum, with all the four wall lay-
ers, probably with a congenital origin. The patient did not had
previous history of gastrointestinal symptoms and symptoms
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Fig. 1. Upper gastrointestinal endoscopy showing the inverted duode-
nal diverticulum appearing as a polypoid lesion with a central depres-
sion hematin covered.
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arose after taking NSAID, so this was probably the precipitat-
ing factor, as previously described in the literature.

The head of the diverticulum may prolapse into the lumen,
causing a misleading macroscopic appearance, resembling a
polypoid lesion, offering a true diagnostic challenge (10-15).
This phenomenon has been described with Meckel diverticula
(16) and appendiceal intussusception (17). However, references
on inverted bowel diverticula in the endoscopic literature are
limited. There are a few reported cases, concerning inverted
duodenal (5) and colonic diverticulum (10-15) diagnosed by
UGIE. This “polypoid lesion” is described as being volumi-
nous, soft, pliable, congestive, broad stalked, easily indented
when probed with forceps biopsy, dimpling at the site of in-
vagination, presenting the characteristic “pillow sign” with ra-
diating folds and disappearing with application of gentle air in-

sufflation (10-15). The first recorded inadvertent endoscopic
diverticulectomy of an inverted sigmoid diverticulum was
made in 1982 (14). It is referred that EUS may help to further
characterize these lesions (18).

In our case, the polypoid lesion was a truly misleading le-
sion. Not only the lesion did not behaved as previously de-
scribed, as it was not a soft, pliable, easily indented lesion, but
also gave a false image on the EUS, simulating a submucosal
lesion. We believe that this was related to inflammation at the
ostium of the diverticulum creating stenosis and trapping it
firmly, giving a false submucosal image.

To our knowledge no cases of an inverted duodenal divertic-
ulum simulating a submucosal lesion have ever been reported.
This case demonstrates that, despite its rarity, inverted duode-
nal diverticulum should be considered in the differential diag-
nosis of polypoid structures.
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Fig. 2. Endoscopic ultrasonography showing a “false” submucosal le-
sion, well defined by the muscular layer, without regional lymphadeno-
pathies.

Fig. 3. Laparotomy showing the duodenal diverticulum.
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