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An appendiceal diverticulitis patient presenting with acute
appendicitis symptoms
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ABST RACT
Appendiceal diverticulitis is a very infrequent cause of pain in the right
lower quadrant of the abdominal area. To have good management, it is
essential to understand its clinical evolution, whether it is symptomatic
or discovered incidentally during an appendectomy or barium enema. So
far, few cases of appendiceal diverticulitis in different people have been
reported. It is important in this case to avoid misdiagnosis in the form of
another disease, especially acute appendicitis and/or possible
complications. In this report we present the case of a 45-year-old man
who came to the emergency room with symptoms of acute appendicitis.
CT scan showed suspicious mass-like tissue in the appendiceal region,
while pathological examination showed inflammation with no
malignancy. An open appendicectomy was performed in this patient and
appendicular diverticulitis was established as the final diagnosis.
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Introduction

Case report

In 1893, the pathologist Kelynack fist described the
appendiceal diverticular disease as a "greatly distended
appendix, totally shut off from the cecum, having two
distinct diverticular processes directed between the folds of
the mesentery" [1,2]. Appendiceal diverticulitis (AD) is a
rare condition, with a prevalence rate between 1.4 % and
3.7%, as reported by several authors [3,4]. Despite the
similarity between AD symptoms and early acute or
chronic appendicitis, recognizing the differences between
AD and appendicitis is important, as these similar
symptoms could be signs of serious diseases such as
neuroendocrine tumors (carcinoids) and mucinous
adenomas, tubular adenomas, and adenocarcinomas. It is
also important to note that the risk of being perforated is four
times higher in AD [5,6]. Although some technologicalbased methods such as CT scan and sonography are helpful
in diagnosis, the relation of these valuable facilities with the
expression of technicians is inevitable [6,7]. Thus, there are
no definite factors and precise algorithms for AD
recognition, and its diagnosis must be completed
intraoperatively and histopathologically.

A 45-year-old Iranian male presented to the emergency
department with a 5-day history of periumbilical and
epigastric pain, shifting to the right lower quadrant and not
accompanied by nausea and vomiting. Moreover, the
patient did not suffer from fever, constipation, diarrhea,
and weight loss and claimed that those periodically 5-day
pains suddenly emerged since 5-years ago. Our further
investigations showed that he did not have any past
medical history. The abdominal examination revealed right
lower quadrant tenderness and a positive psoas sign but no
guarding and rebound tenderness. Further investigation
and professional treatment were done after admitting the
patient to the department of general surgery. Abdominal
ultrasonography showed intensive fat haziness with a 7mm
diameter non-compression blind loop, distended bowels, a
minimal fluid collection, and a non-vascular hypoechoic
region in the ceco-appendiceal region. The patient was
advised to have a CT scan. The CT scan showed suspicious
mass-like tissue in the appendiceal region (Figures 1-2).
Therefore, the patient underwent a colonoscopy on
suspicion of malignancy. Colonoscopy reported an
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edematous area with inflammation in the appendiceal
orifice and ileocecal valve, but no mass was detected.
During the colonoscopy, samples taken from the different
parts of the colon were sent for pathological examination,
and the pathology report showed inflammation with no
malignancy.

abnormal (8 cm x 2 cm) was removed. During this process,
tissue thickening was seen in the ileocecal region, and due
to suspicion of malignancy, right hemicolectomy (RHC)
was performed for the patient. After ileocolic anastomosis,
the abdomen was closed. The patient had an uneven
recovery. On postoperative day 1, his vital signs were
within normal limits, and after five days, he was discharged
home. The post-operative histological examination showed
appendiceal diverticulitis, which is characterized by
acutely inflamed pseudodiverticula (herniated mucosa and
submucosa through the muscularis propria), associated
with per diverticulitis per appendicitis, suggesting
perforation (Figures 3-4).

Figure 1. Mass-like lesion in abdominal CT scan, axial
view

Figure 3. Microscopic view of appendix tissue

Figure 2. Mass-like lesion in abdominal CT scan,
coronal view
Blood tests analyzed presented a high level of ESR =
51 (usually should be under 15 in males) and CRP = 38
(usually under 6 in males). In addition, a white blood cell
count of 6900 g/dL with a neutrophil differential of 68.1%
was obtained during other laboratory studies within normal
limits.
Further, due to the suspicion of mass and malignancy,
an open appendectomy operation was performed.
Detection of extensive adhesions around the appendix
showed chronic appendiceal inflammation. The adhesions
were lysed, and the perforated appendix which was grossly
110

Figure 4. Microscopic view of appendix tissue

Discussion
So far, few cases of appendiceal diverticulitis in
different people (with and without specific past medical
history and various ages) have been reported as case
reports [8-10]. So, given the importance of the issue and
the importance of paying attention to this disease, we have
reported a new case in this article. Based on the number of
layers herniating through the standard wall, appendiceal

Miss diagnosis of appendiceal diverticulitis

diverticulitis could be classified into two groups:
congenital and acquired [2,10]. In the acquired form, also
known as pseudodiverticula, mucosa with submucosa
herniates through the wall, being the most common
form. In contrast, mucosa and submucosa and the
muscular layer herniate through the wall in the congenital
form, which is a true diverticulum on the mesenteric
border of the appendix; this type (congenital) is very rare
[11,12].
AD's risk factors comprise age> 30 years, male gender,
Hirschsprung's disease, and cystic fibrosis [13].
The postoperative pathology report showed acute
suppurative diverticulitis of the appendix with per
appendicitis. Thus, according to Phillip's appendiceal
diverticular disease classification, this case was diagnosed
as type 2 [14,15] (Table 1).
Table 1. Phillip classification of appendiceal diverticular
disease
Type

Classification

1.

Primary acute diverticulitis, with or without
acute peri-diverticulitis

2.

Acute diverticulitis secondary to acute
appendicitis

3.

Diverticulum without inflammation

4.

Diverticulum with acute appendicitis

5.

Chronic peri-diverticulitis with acute
appendicitis

Although CT scan images or ultrasonography could be
used to diagnose preoperatively in some cases, they did not
help diagnose the disease in our patient. So, the
postoperative pathology report, which is the most accurate
way to diagnose similar cases and pathologies [2,11,14],
has also been applied by us.

Conclusions
This article is about a 45-year-old man who went to the
emergency room with a misdiagnosis of primary acute
appendicitis instead of appendicitis diverticulitis. This
case is an instance to show how symptomatology could
help us, making a more definite diagnosis than
radiographic findings in such patients. Although the
decisive treatment for both of them is an appendectomy,
each has its complications, which makes preoperative
diagnosis more important. For instance, appendiceal
diverticulitis may be more associated with a higher risk of
perforation and appendiceal malignancies. Therefore,
surgeons should be aware of these distinct possibilities,
which means better radiographic differentiation and the
use of more complex clinical indicators for a preoperative
diagnosis as complete as possible.
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Abbreviation
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