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Fig. 1 Plain abdominal x-ray showed “double Fig. 3 Endoscopic examination revealed the
bubble sign” and positive shadow (arrow) in the duodenal diaphragm and an intact mucosal bar in
right lower abdomen. the descending duodenum. There was a small

aperture (arrow) leading to the distal duodenum
in the center of the mucosal bar.

Fig. 4 Drip infusion cholecystocholangiogram.
Common bile duct was markedly stretched
below. Note the positive shadow outside the bile
duct or the gallbladder.

Fig. 2 Preoperative upper gastrointestinal series.
Note the duodenal diaphragm appearing as a
radiolucent ring (arrow) in the dilated descend-
ing duodenum.
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Fig. 5 The schema of the operative findings. A
large “wind sock” like duodenal diaphragm oc-
cupied the dilated lumen of the descending duode-
num. There was a small aperture in its fundus,
and orifice of the pancreatic duct was found on
the oral surface of the diaphragm.
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Fig. 6 Operative findings and its schema. This
photo shows the findings of the duodenal lumen
when two duodenotomy were performed at the
proximal of the diaphragm (P) and the distal of
the diaphragm (D). The duodenal diaphragm
was stretched markedly by a plastic rod inserted
to the diaphragm from distal to proximal. Note a
tube passing through the aperture (arrow) of the
diaphragm.
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Fig. 7 The histological findings of the excised
duodenal diaphragm. Both surfaces of the
duodenal diaphragm were covered with normal
duodenal mucosa and there was no muscular
layer. (H.E. stain, X40)
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An Adult Case of Congenital Duodenal Diaphragm

Tooru Yusa, Yuuji Funayama, Ryuuji Nakamura, Kazunori Takeda, Masao Kobari and Seiki Matsuno
The First Department of Surgery, Tohoku University School of Medicine

Duodenal diaphragm is a rare congenital disease and it is usually diagnosed in infancy. We report here an adult
case of this disease. The patient was a 24-year-old woman. She had a history of frequent vomiting from infancy, but
had not received any special treatment. When she visited a hospital complaining of abdominal pain in July 1989, a
diagnosis of duodenal diaphragm was made from an upper gastrointestinal barium series and endoscopy. The
diaphragm was safely excised, and the postoperative course was uneventful. The orifice of the accessory pancreatic
duct was found on the oral surface of the diaphragm, and the papilla of Vater was located near the anal portion of
the diaphragm. It is important to confirm the opening of the bile duct and pancreatic duct by secretin injection or a
gallbladder compression test, to prevent injury to the opening when excising the duodenal diaphragm.
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