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ABSTRACT
Cecal diverticulitis is a rare cause of right lower-quadrant abdominal pain. As its symptoms mimic those of acute appen-
dicitis,  the  final  diagnosis  in  the  patients  is  generally  confirmed  after  surgery.  Herein,  we  report  a  45-year  man  who  was
admitted to the department of emergency with lower right abdominal pain. Cecal diverticulitis was diagnosed on computed
tomography (CT) images, and a conservative treatment approach was recommended. He was hospitalised, and intravenous
antibiotics and hydration were administered immediately. Oral feeding was interrupted. After five days of intensive medical
care, the patient was discharged without any further complications. Based on my experience, I advise that CT can be used to
differentiate cecal diverticulitis from the acute appendicitis. In uncomplicated cases, conservative approaches are advised.
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INTRODUCTION

Cecal  diverticulitis  a  rare  diagnostic  entity,  accounting  for
about 3.6% of all the colonic diverticulosis cases with a inci-
dence in the median age of 44 years and a male-to-female ratio
of 3:2.1 The most important complication is diverticulitis which
usually presents in a manner similar to that of acute appen-
dicitis. It is hardly differentiated on imaging such as abdominal
ultrasound (US) and computed tomography (CT), but surgery
reveals the diagnosis of cecal diverticulitis.2,3 Both US and CT
have been shown to confer high diagnostic accuracy and may
play  a  role  in  preoperative  diagnosis.  CT  scans  are  very
common and accessible. Therefore, the preoperative accuracy
rate of CT scan in distinguishing acute appendicitis from cecal
diverticulitis  has  been  reported  to  have  a  sensitivity  and
specificity of 98%.1,3

We,  herein,  report  a  case  of  cecal  diverticulitis  that  was
correctly detected on preoperative CT and discuss the litera-
ture in the light of diagnostic and treatment options.
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CASE REPORT

A 45-year man was admitted to the emergency department
with right lower abdominal pain that persisted for two days. He
denied vomiting, nausea, and loss of appetite. No co-morbidi-
ties or surgeries were reported in his medical history. On evalu-
ation, his heart rate was 80 beats/min, blood pressure, was
140/85 mmHg, and he had fever with a body temperature of
37.5°C.

Physical  examination revealed tenderness in  the right  iliac
fossa associated with guarding and local peritonitis. All the
other systems were normal. Diagnostic abdominal US imaging
revealed no intraperitoneal fluid, but the appendix was not
visualised due to the presence of gas. Based on this result, CT
scans of the abdomen were ordered, indicating solitary cecal
diverticulosis and inflammation of the pericolic mesenteric fat
tissue and colon (Figure 1). His laboratory findings were: White
blood cell  count,  13.5 × 109/L,  and C-reactive protein,  220
mg/L.

Based on the diagnosis of cecal diverticulitis, he was hospi-
talised and decided to continue with a conservative treatment
approach.  Oral  food  intake  was  stopped,  and  intravenous
fluids, antibiotics, and analgesics were administered for five
days. He was discharged on the fifth day without any symp-
toms. Colonoscopy was performed in the 6th week of the follow-
up. Figure 2 shows the colonoscopy findings. No pathology was
detected. He had no disease or symptoms in the third-year
after hospitalisation.
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Figure 1: (a) Axial, (b) coronal CT images showing diverticulum (yellow
arrow), and (c) normal appendix on CT axial image 3.2 mm in size which
was reported as normal.

Figure  2:  Endoscopic  images  showing  cecal  diverticulum.  Arrow
reveals the display of an endoscopic view with a round-shaped mouth
of diverticulum.

DISCUSSION

In clinical practice, it is generally difficult to differentiate cecal
diverticulitis from the acute appendicitis based on clinical and
laboratory findings. Cho et al. emphasised the importance of
clinical  symptoms  such  as  nausea  and  vomiting  which  are
reported less-frequently in patients with cecal and right-sided
colonic  diverticulitis  (26.7%)  compared  to  the  frequency  in
patients  with  appendicitis  (51%).4  In  classical  appendicitis,
complaints  of  pain  and  rebound  tenderness  at  McBurney's
point are demonstrated. In contrast to this finding, Lauridsen

and Ross reported that the patients with diverticulitis present
with the complaints of pain and rebound tenderness that are not
clearly localised.5 As leukocytosis can be detected in 58% of the
patients with cecal diverticulitis and in 90% of the patients with
appendicitis,  leukocytosis,  and  elevated  C-reactive  protein
levels  may  confer  less  specificity  for  determining  the
correct diagnosis.6  Despite these results, some case reports
have revealed that moderately elevated levels of leukocytes
and higher percentages of lymphocytes may be indicators of
cecal diverticulitis.7 The patient denied any prodromal symp-
toms such as nausea and vomiting, the pain originated in the
middle of the abdomen, and his leukocyte elevation was mild.

The  US  is  a  user-dependent  imaging  system  therefore,  the
sensitivity and specificity may increase proportionally to the
experience of the user. As cecal diverticulitis is a rare disease,
prior encounters with such cases are the most important compo-
nent for its diagnosis. In addition, I observed the presence of gas
that  blurred  the  optimum  conditions  of  US  imaging.  Thus,
obesity, abdominal tension, and gas may negatively affect accu-
rate evaluation. Based on this, I proceeded with a CT scan. In the
literature,  almost  75%  of  the  reported  cecal  diverticulitis
cases involve  a  misdiagnosis  of  the acute appendicitis,  and
only 6% involved the correct diagnosis before any surgery.8

CT images have more detailed anatomical information to distin-
guish right colonic diverticula, specifically in the cecal region
from acute appendicitis with 98% sensitivity and specificity.9 In
the  clinical  routine,  we  do  not  perform CT  scans  for  all  the
patients.  If  the  physical  examination  and  hematological
findings do not differentiate between acute appendicitis and
cecal diverticultis, a CT scan for further evaluation is suggested.
Diagnosis based on the findings of the CT scan and the surgery
was cancelled.  Depending on this,  we suggest obtaining CT
images in cases of unclear US results and blood tests.

The  treatment  of  cecal  diverticulitis  consists  of  a  variety  of
approaches  from  conservative  management  to  aggressive
surgery. Conservative treatment with antibiotics may result in
recurrences at the rate of 25%. If surgery is needed, divertic-
ulectomy,  ileocecal  resection,  or  right  hemicolectomy  with
primary anastomosis may be options depending on the oper-
ative findings.10 The patient was correctly diagnosed preopera-
tively on a CT scan, underwent conservative medical treatment,
and  was  followed  up  without  any  recurrences  for  the  three
years.
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