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SUMMARY

Introduction: Diverticulum of the cecum is a very rare cause of
acute abdomen and can be very hard to tell apart from appendici-
tis prior to surgical intervention. Indication for surgery is taken
on the presumptive diagnosis of appendicitis. The incidence of
diverticular disease is increasing worldwide due to the aging trend
of the general population.
Case report: We are presenting a case of a 47 years old adult
with cecal diverticulitis, in which case acute appendicitis was
the most obvious diagnostic before surgery. Appendectomy and
diverticulectomy were performed, followed by a double layer
cecoraphy and peritoneal drainage. The macroscopic aspect of
the resected diverticulum is consistent with extended parietal
necrosis involving all of its layers. In the histopathological
examination of the resected diverticulum, findings of distinct
acute necrosis, vascular thrombosis, and presence of muscular
layer were determined into the diverticular wall.
Discussion: Most of the patients with cecal diverticulitis are 
misdiagnosed on admission as appendicitis due to symptoms of
acute abdomen; thus, they undergo surgery without any further
investigation. This is mostly because of the rare incidence of the
disease, and to the fact that it mimics the symptoms of an acute
appendicitis.
Conclusion: The preoperative diagnosis of cecum diverticulitis is
hard to be made only relying on clinical symptoms. Radiological
imaging is the only investigation able to point the diagnosis in the
right direction. Histopathology is the ultimate investigation for the
diagnosis of this illness. Ultrasonography, CT scan and
colonoscopy can make the difference by pointing to the real 
diagnosis and thus preventing the intraoperative surprise. There is
a debate on what kind of surgical treatment should undergo these
patients, with a large spectrum of choices like appendectomy,
diverticulectomy up to right hemicolectomy, correlated with intra-
operative findings.
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RÉSUMÉ

Diverticulite rare du caecum induisant un faux diagnostic
d’appendicite

Introduction: Le diverticule du caecum est une cause très rare de 
l'abdomen aiguë et peut être très difficile à mettre le diagnostic 
d'appendicite aiguie avant l'intervention chirurgicale. L’indication
chirurgicale est prise en se basant sur le diagnostic présomptif de
l'appendicite. L'incidence de la maladie diverticulaire est en 
augmentation dans le monde entier à cause du vieillissement de la
population générale.
Rapport de cas: Nous présentons le cas d'un adulte de 47 ans
avec diverticulite du caecum où l’appendicite aiguë était le diag-
nostic  le plus évident avant la chirurgie. L’appendicectomie et la
diverticulectomie ont été réalisées suivies d'une cécoraphie à 
double couche et le drainage péritonéal. L'aspect macroscopique
du diverticule réséqué est compatible avec une nécrose pariétale
élargie impliquant toutes ses couches. Lors de l'examen histo-
pathologique du diverticule réséqué, les résultats de la nécrose
distincte aiguë, la thrombose vasculaire et la présence de 
la couche musculaire ont été déterminées dans la paroi diverticu-
laire.
Discussion: La plupart des patients souffrant de diverticulite du
caecum sont mal diagnostiqués à l'admission avec l'appendicite en
raison de symptômes de l'abdomen aigu; ils sont soumis donc à la
chirurgie sans autre investigation. C’est surtout à cause de la rare
incidence de la maladie et du fait qu'elle imite les symptômes d'une
appendicite aiguë.
Conclusion: Le diagnostic préopératoire de la diverticulite du 
caecum est difficile à mettre en se basant seulement sur les symp-
tômes cliniques. L’imagerie radiologique est la seule méthode
capable à indiquer le diagnostic. L’histopathologie est la plus
importante pour le diagnostic de cette maladie. L'échographie, la
tomodensitométrie et la coloscopie peuvent faire la différence en
montrant le vrai diagnostic et prevenant ainsi une surprise en
intra-opératoire. 
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INTRODUCTION

DD
iverticulum of the cecum is a very rare cause of
acute abdomen and can be very hard to tell
apart from appendicitis prior to surgical inter-

vention. 
Most of the patients with cecal diverticulitis are misdiag-

nosed on admission as appendicitis due to symptoms of acute
abdomen; thus, they undergo surgery without any further
investigation. This is mostly because first of all, of the rarity
of the disease, and second of the fact that it mimics the
symptoms of an acute appendicitis.

It has a prevalence of 0.004 to 2.1%, affecting more often
the Asian people and it represents 3.6% of all colonic 
diverticular disease.

Thus is rare in Western societies where left sided 
localization prevail, probably related to diet (1), the right-
sided diverticulitis is mostly reported in association with
rather young age group population and has an incidence of
1-2%.

The right-sided diverticulitis is more common than left-
sided diverticulitis in Far-eastern countries, with the 
incidence of right-sided diverticulosis as high as 60%. (2)

Diverticulum of the cecum is a clinical entity which was
originally defined by Potier (1912). Patients with this disease
are usually asymptomatic but in as many as 25% could 
manifest symptoms associated with complications such as
bleeding, perforation, and diverticular inflammation. The
incidence of diverticular disease is increasing worldwide due
to the aging trend of the general population.

CASE REPORT

We are presenting a case of a 47 years old adult with cecal

diverticulitis, in which case acute appendicitis was the most
obvious diagnosis before surgery. 

From his medical history, it resulted that his complaints
started 24 hours ago, with abdominal pain in the lower right
quadrant, accompanied by lack of appetite, without nausea or
vomiting. The clinical presentation was similar to that 
of acute appendicitis, with abdominal pain, fever, and leuko-
cytosis. The physical examination showed pain at sudden
decompression of the right iliac abdominal wall.

The biochemical parameters were measured and showed
white blood cells at 20.170/mm3 and the other parameters in
normal boundaries. 

The emergency abdominal ultrasonography did show a
cecal mass, described as inflammatory, in the right lower
quadrant and a minimal amount of free fluid around cecum
(fig. 1). 

Pulmonary and abdominal X-Ray did not find anything
pathological. 

The decision was made to perform emergency operation
since the patient had leukocytosis and clinical signs of 
peritonitis. 

The abdomen was opened with Mc Burney incision. 
Minimal free fluid in serous quality was seen in 

exploration around cecum, that also reveals the appendix,
measuring around 7 cm, showing no signs of inflammation.
The cecum wall was slightly inflamed and at 5 cm from the
emergence of appendix there was a 3 cm tall and 2 cm wide
root cecal diverticulum in a pre-fistulae status, with parietal
necrosis. (fig. 2) 

Appendectomy and diverticulectomy were performed,
followed by a double layer cecoraphy (fig. 3) and peri-
toneal drainage.

The macroscopic aspect of the resected diverticulum is
consistent with extendend parietal necrosis with all layers

Il y a un débat sur quel type de traitement chirurgical doit être
appliqué à ces patients à spectre large de choix comme 
l'appendicectomie, la diverticulectomie, jusqu'à l’hémicolectomie
droite en corrélation avec les résultats intra-opératoires.
Mots clefs: diverticule du caecum, diverticulectomie, appendicite

Figure 1 - Ultrasound reveling inflammatory mass in cecal
region

Figure 2 - Intraoperative aspect of cecal diverticulum
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interested, as shown below (fig. 4).
Patient's post-surgery evolution was without complica-

tion, with early mobilization, oral food intake starting 12
hours after and bowel transit reestablished in 48h. He was
discharged from hospital on the 4th day with complete 

âsurgical healing. 
In the histopathological examination of the resection piece,

findings of distinct acute necrosis (fig. 5), vascular 
thrombosis (fig. 6), and presence of muscular layer (fig. 7)
were determined in the diverticular wall. Finding the 
muscular layer has proved that this was a ”true” diverticulum,
consistent with cecal localization.

DISCUSSION

The diverticulum of the cecum is a quite rare condi-
tion with a higher prevalence especially among males and
young population (ages 35–45).

Most of the patients with cecal diverticulitis are 
misdiagnosed on admission as appendicitis due to symptoms
of acute abdomen; thus, they undergo surgery without any
further investigation. This is mostly because of the rare 
incidence of the disease, and second the fact that it mimics
the symptoms of an acute appendicitis.

Figure 3 - Intraoperative aspect of cecoraphy

Figure 4 - Diverticulum
resected

Figure 5 - Microscopic aspect of necrosis

Figure 6 - Microscopic aspect of vascular thrombosis Figure 7 - Microscopic aspect of muscular layer
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The clinical symptoms are triggered by the same 
mechanism of obstruction and stasis in diverticulum,
caused by fecaloma, as it is the case with appendicitis.

Clinical symptoms most commonly met in acute
diverticulitis study by Cristaudo et al are grouped in the
table 1 (3).

Patients with this disease are usually asymptomatic but
in as many as 25% of cases they could manifest symptoms 
associated with complication such as bleeding, perforation,
and diverticular inflammation.

Sometimes the main symptom is an inflammatory cecal
mass of uncertain etiology.  Poon and al, in a large retro-
spective study, has found 50% of the patients presenting
cecal mass with diverticulitis, 40% with appendicitis and
only 6% with cecal carcinoma (4). 

A rare cause of acute abdomen is the perforation of a
solitary cecal diverticulum. Less than 1000 cases have been
described since Potiers' first description of perforated cecal
diverticulum in 1912. (5)

Imaging investigation has been involved potentially in
diagnosis of cecal diverticulum. Ultrasound investigation,
corroborated or not with CT scan greatly increased the 
accuracy of the pre-operative diagnosis. 

Chouet et al proved the accuracy of ultrasound in 
diagnosing cecal diverticulitis. In a prospective study of 934
cases with indeterminate right lower abdominal pain, 
ultrasound had a sensitivity of 91.3% and a specificity of
99.5% in differentiating right-sided diverticulitis from 
appendicitis (6). 

Ultrasound can be extremely useful in diagnosing acute
right side colonic diverticulitis. Ultrasound evaluation of the
right colon and the cecum may help a correct diagnosis and
can differentiate it from acute appendicitis, perhaps by
pointing the diagnosis and treatment in the right direction
consecutively (7). 

When the illness is not in its acute form, the sensitivity
and the specificity of the CT scan with intravenous and 
intrarectum contrast can increase up to 100% the accuracy of
the preoperative diagnosis. Differential diagnosis that 
distinguished diverticulitis from colonic carcinoma can be
made by CT scan, an inflamed diverticula and a preserved
enhancement pattern of the thickened colonic wall being the
two most statistically significant CT findings.

About surgery, there is no standard procedure for the 
treatment of solitary cecal diverticulitis. There is a debate
about what kind of surgical treatment should undergo these
patients, with a large spectrum of choices like appendectomy,
diverticulectomy to right hemicolectomy, correlated with

intraoperative findings (8).
When the diagnosis is secured, the procedure of 

diverticulectomy combined with appendectomy is the rule. 
In case of carcinoma suspicions, right hemicolectomy is

the election surgical technique.
Adjuvant appendectomy without resection of the lesion

should be considered only in uncomplicated patients whose
diagnosis is in doubt. (9)

The conservative management versus diverticulectomy
are choices to be made only in case of a certain diagnosis and
after careful assessment of the clinical and biochemical 
evolution of illness. In case of not complicated cecum 
diverticulitis, appendectomy and antibiotics without 
diverticulectomy is the safe and wise treatment strategy. (10)

On-table cecoscopy is a modern and effective means of
diagnosing between acute diverticulitis and malignant
tumors of the right colon. It can reduce the number of
colonic resection in patients with not complicated 
diverticulitis of the right colon by intraoperative exclusion
of carcinoma. (11)

There is a debate about what kind of surgical treat-
ment should undergo these patients, with a large spectrum
of choices like appendectomy, diverticulectomy up to right
hemicolectomy. Decision should consider risk factors 
correlated with intraoperative findings. (12)

There is an aggressive trend in the treatment of 
inflammatory pseudo tumors of the cecal wall, like right
hemicolectomy. That is because, in the view of the 
possibility of underlying carcinoma and in absence of a
proper preoperative investigation, those surgeons had
opted to ”be safe than sorry”.

The conservative management versus diverticulectomy
are choices to be made only in case of a certain diagnosis
and after careful assessment of the clinical and biochemical
evolution of illness. (13)Nevertheless, when malignancy
cannot be clinically excluded, and the cecal mass could not
be safely identified as inflammatory, then the right hemi-
colectomy is the rule.

CONCLUSIONS

The preoperative misdiagnosis of cecal diverticulum is
very frequent, sometimes in spite of use of radiological
imaging. Histopathology has the final word in order to
certainly diagnose this illness.

Some other diseases implied in the differential diagnosis
are: acute appendicitis, Crohn's disease (especially in ileo-
colic localization), malignant tumors, tuberculosis, ureteral

Presenting symptom Percentage No. of patients
Right-sided abdominal pain 85% 11
Diarrhea 38% 5
Anorexia 23% 3
Constipation 15% 2
Nausea 8% 1
Fever 8% 1

Table 1 - Presenting 
symptoms of patients 
with confirmed cecal 

diverticulitis.
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colic, pelvic inflammatory disease. The clinical presentation
of a patient with cecal diverticulitis consisting in fever and
abdominal pain in the right lower quadrant mimics an acute
appendicitis.

White blood cell levels are almost every time elevated. 
Ultrasonography and CT scan can make the difference

by pointing to the real diagnosis and thus preventing the
intraoperative surprise. 

The conservative management versus diverticulectomy
are choices to be made only in case of a certain diagnosis
and after careful assessment of the clinical and biochemical
evolution of illness. 

If we are sure of the diagnosis the diverticulectomy,
combined with appendectomy, is the rule. 

In case of carcinoma suspicions, right hemicolectomy
is the election surgical technique.
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