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Diverticulitis of Cecum Mimicking Plastion
Append icitis: ADiagnostic and Therapeutié Dilemma

Zulfu Arikanoglu', Fatih Taskesen', Murat Kapan', Hatice Giimiis?, Ibrahim‘Halil Tacyildiz'

ABSTRACT

Cecal diverticulitis is an unusual condition that presents clinically similar to appendicitis. Although it is usually asymptomatic, it
may cause inflammation, bleeding, or perforation. The diagnosis is not always easy and in the majority of cases, the diagnosis is
usually made at laparotomy. There have been various controversies in the literature regarding the optimal management of cecal
diverticulitis. The aim of this study is a detailed description of this rare cause of acute abdomen. A 40-year-old female patient
presenting with acute onset pain in the right lower abdominal quadrant, nausea and fever had mild leukocytosis. Abdominal ultra-
sonography and computed tomography revealed findings suggestive of plastron appendicitis. The diagnosis of cecal diverticulitis
was established during the surgery. The patient underwent diverticulectomy and appendectomy operations. Cecal diverticulitis is
rare clinical entity that should be considered in the differential diagnosis of emergency patients admitted with the complaint of
pain in the right lower abdominal quadrant.

Key words: Cecal diverticulitis, plastron appendicitis, surgical treatment

Blastron Apendisiti Taklit Eden Cekum Divertikiiliti
OZET

Cekal divertikiilit klinik olarak apandisite benzeyen nadir bir durumdur. Genellikle asemptomatik olmasina ragmen, inflamasyon,
kanama ve perforasyona sebep olabilir. Vakalarin cogunlugunda tani zordur ve genellikle laparatomide tani konulur. Literatiirde
cekal divertikiilitin tedavisi ile ilgili cesitli tartismalar mevcuttur. Bu yazinin amaci akut karinin nadir bir nedeni olan cekal di-
vertikiiliti detayli bir sekilde incelemektir. Akut sag alt kadran agrisi, bulanti ve atesi olan 40 yasinda kadin hastanin hafif (6kosi-
tozu vardi. Abdominal ultraonografi ve tomografide plastrone apendisiti diistindiiren bulgular mevcuttu. Cekal divertikiilit tanisi
operasyon esnasinda konuldu. Hastaya divertikiilektomi ve apendektomi yapildi. Cekal divertikiilit, sag alt kadran agrisi olan acil
vakalarda ayrici tanida diistiniilmesi gereken nadir goriilen bir durumdur.

Anahtar kelimeler: Cekal divertikiilit, blastron apendisit, cerrahi tedavi

INTRODUCTION definitive diagnosis is challenging due to symptoms re-
sembling those of acute appendicitis (1, 2). Imaging
modalities like ultrasonography (US) and computed to-
mography (CT) can be implemented in diagnosis. Due
to low sensitivity of US, CT appeared to become the
most useful imaging method in the preoperative pe-
riod. In spite of the information provided by US or CT
scans, a correct preoperative diagnosis is still difficult

(3). The suffering patient is usually operated on under

As a rare clinical entity, the cecal diverticulitis is of
no certain etiology. The true prevalence of cecal di-
verticulosis is difficult to ascertain, however, the re-
ported frequency is about 1 in 300 appendectomies (1).
Although generally asymptomatic, they are likely to
become symptomatic in the presence of complications
like inflammation, perforation and bleedings. Making
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Figure 1. An abdominal US shows pericecal focal fluid
that surrounding with omentum.

emergency conditions due to rapid onset of the symp-
toms, for which reason the definitive treatment is made
during operation. No robust consensus is achieved over
the treatment modalities. The management described
in the literature contains a large amount of variations
ranging from implementation of a simple antibiothera-
py to a sophisticated right hemicholectomy (4).

We report a case of cecal diverticulitis mimicking plas-
trone appendicitis on preoperative diagnosis and per-
form a literature review.
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Figure 2. An axial abdominal CT image shows inflamma-
tory changes of the cecum and pericecal fat tissue.
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CASE

A 40-year-old woman admitted to the Emergency
Department with a five-day history of continuous right-
lower quadrant pain, nausea and fever. There was no
history of vomiting. The body temperature, the pulse
and the blood pressure were measured to be 38.5 0C,
94 beats/min and 140/90 mmHg, respectively. On physi-
cal examination, right lower quadrant tenderness and
firm mass measuring approximately 4x4 cm were noted.
Rectal examination was unremarkable. The physical ex-
amination findings related to the other organ systems
are normal. Except for leukocytosis (15200/mm3), oth-
er laboratory values were in normal ranges.

An abdominal US showed pericecal focal fluid that sur-
rounding with omentum in right lower quadrant (Fig.
1). An abdominal CT with contrast revealed a thickened
cecal wall and inflammatory changes of focal pericecal
fat tissue (Fig. 2). Taking the clinical, the laboratory
and the radiological findings together, the definitive di-
agnosis of plastron appendicitis was made clear in the
patient. Responding well to conservative treatment, the
patient was discharged from the hospital, planning a
further elective surgery under elective conditions. Two
month later, a diverticle of 10 mm diameter stemming
from the anterior surface of the caecum was detected
during laparotomy and diverticulectomy and incidental
appendectomy were performed. The patient had an un-
eventful recovery, was discharged on the postoperative
6th day and she did not take any additional therapy. The
lesion was interpreted as solitary cecal diverticulitis in
the pathologic examination.

DISCUSSION

Cases with cecal diverticulosis constitute 1-5% of those
with diverticular disease. The mean age of the patients
is around 40 years, with male predominance of 60%.
The exact cause of cecal diverticulitis is unknown. The
area which is approximately 2.5 cm from the ileo-cecal
junction is the area from which eighty percent of all
cecal diverticula stem. Moreover, half of the diverticula
tend to lie anterior to the cecal wall (4). Cecal divertic-
ula’s can remain asymptomatic for years. Only did they
produce symptoms in the presence of complications like
inflammation or perforation. The most frequent clinical
manifestations of cecal diverticulitis include abdominal
pain in the right lower quadrant, fever, and leukocytosis
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and with these symptoms a differential diagnosis should
be established not only with acute appendicitis (2, 3).
The pain induced by cecal diverticulitis, as distinct from
acute appendicitis, commences in the right lower quad-
rant and remains localized to that region. Persistence
of pain in the right lover quadrant for longer durations,
presence of less frequent nausea and vomiting, and less
severe toxic condition may help differentiate clinically
the right colonic diverticulitis (5). The differential di-
agnosis should include the tumors giving rise to pain in
the right lower abdominal quadrant, solitary cecal ul-
cer, Crohn’s disease, tuberculosis, tubo-ovarian disease,
cholecystitis, actinomycosis, amebiasis (3, 6).

Rarity of cecal diverticulitis and resemblance of the
symptoms to those of acute appendicitis confer a great
amount of challenge to establishing definitive diagnosis
in the preoperative period. The role of laboratory analy-
sis in making the definitive diagnosis is limited (7), since
that yields no significant result other than moderate-
degree leukocytosis. The clinical findings and the labo-
ratory results of our case bear resemblance to those of
acute appendicitis. Radiologic investigations prove the
most beneficial methods for accurate diagnosis in the
preoperative period. Although plain x-rays and abdomi-
nal US yield nonspecific findings for the most part, CT
is fairly useful in the diagnosis. Abdominal X-rays may
reveal a fecalith in up to 50% of cases, and opaque en-
ema may contribute to diagnosis by defining the diver-
ticulum (3). Cecal diverticulum appears as a hypoechoic
out pouching, which stems from a broadened segment
colonic wall in US. CT imaging can be used in the diagno-
sis of acute appendicitis, showing equal sensitivity and
specificity of 98%. Thinning of the colonic wall, pericolic
fatty infiltration, abscess formation and presence of ex-
traluminal air might be observed in abdominal CT, which
may also be evident in plastron appendicitis, though (3).
Even if colon barium graphy can ascertain the diagno-
sis, this diagnostic modality performed in every cases is
hardly due to the fact the clinic in these cases generally
mimic that of acute appendicitis, thereby necessitating
emergency surgery in most of the cases (8). The defini-
tive diagnosis of cecal diverticulitis is most commonly
made clear intra-operatively during exploration for
suspected appendicitis (9). We had already suspected
from acute plastron appendicitis in our case with no his-
tory of prior appendectomy based on the evaluation of
nonspecific findings from US and CT together with the
clinical findings and laboratory analysis, yet the defini-
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tive diagnosis was only established intraoperatively. The
management to be applied is subject to change on the
basis of intraoperative findings. However, debates as to
which one of the treatment methods, namely the con-
servative and radical surgical treatments, remain alive.
When the diagnosis is made before the operation, some
authors have advocated nonoperative management
with antibiotic therapy (9). Furthermore, a conserva-
tive treatment can be planned if carcinoma managed
to be ruled out or in the absence of widespread inflam-
mation (5). Some surgeons recommend surgical treat-
ment, claiming that cecal diverticulitis does not usu-
ally resolve with medical therapy and has a high rate
of recurrence with complications (9). In contrast, other
authors favor conservative treatment, stating that it is a
safe and effective treatment regimen with a low recur-
rence rate (9). Harada and et al (10), recommended also
performing an appendectomy to eliminate the appendix
as a future source of confusion. In our case, diverticu-
lectomy together with appendectomy was performed on
the elective condition.

In conclusion, cecal diverticulums are an asymptom-
atic and relatively rare clinical condition. However,
cecal diverticulitis should be included in the differen-
tial diagnosis of the cases with pain in the right lower
quadrant. The definitive diagnosis cannot always be
made, although patient’s clinical condition, laboratory
findings and imaging methods are jointly evaluated.
Preoperative diagnosis of cecal diverticulitis is impor-
tant in order to decide how to manage to this condition.
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