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appendectomy. Therefore, we will report the unusual case of a patient, 
who was submitted to surgery for suspected appendicitis and during 
the intraoperative period it was observed that he had diverticulitis of 
cecum.

Case report
Patient, 42 years old, male, reported a lancinating pain in the lower 

right quadrant of the abdomen for 48 hours, associated with episodes 
of unmeasured fever and chills, denying vomiting, adynamia and 
changes in bowel habit. Physical examination revealed the presence 
of localized tenderness and painful decompression in right lower 
quadrant of abdomen, described as a Blumberg signal.

A hemogram showed 9,800 leukocytes per mm​3​. The patient 
had undergone a surgical procedure. It was initially performed 
as a Davis incision, which revealed hyperemia of the vermiform 
appendix and inflammatory mass surrounding a perforated cecum. 
So, the surgical team changed to xipho-pubic incision in order 
to perform a ileotiflectomy. The bowel transit was reconstructed 
by side-to-side ileotransverse anastomosis. The patient recovered 
well in the postoperative staying and was discharged after 6 days. 
Histopathological examination revealed: diverticular disease of the 
colon with diverticulitis and perforation associated with lymphoid 
hyperplasia of the cecal appendix.

Discussion
The solitary diverticulum of the cecum has a congenital origin, 

appearing during the sixth week of embryonic development. It is 
considered a true diverticulum because it is formed by all the layers 
of the wall of the intestine. This abnormality is usually asymptomatic 
and only manifests itself after an inflammation, hemorrhage or 
perforation.​1–3

Cecal diverticulitis is a rare cause of acute abdomen. The 
common presentation is a lower right quadrant abdominal pain and 
it is commonly misdiagnosed as acute appendicitis. Such mistake is 
responsible for more than 70% of cecum perforation in patients with 
cecum diverticulitis who had undergone a surgical procedure due 
to acute appendicitis preoperatively. Therefore, diverticulitis of the 
cecum is most often diagnosed intraoperatively.​2,4

Some clinical manifestations can be used as conner stones that 
may help in suspicious case of cecal diverticulitis. Pain usually has 
a longer history and its onset is primarily in the right iliac fossa, 
where it remains. In acute appendicitis, the pain usually begins in the 
abdominal central region and then irradiated to the right iliac fossa. In 
addition, vomiting, nausea and anorexia are more common in acute 
appendicitis.

About 50% of the cecal diverticulum are found in the anterior 
cecal wall and can cause peritonitis. When the diverticulum is located 
in the posterior wall, it can generate great inflammation and simulate 
carcinoma. These diverticulum are usually approximately 2.5 cm 
from the ileocecal junction.​5

Patients with abdominal pain in the right iliac fossa with probable 
diagnosis of appendicitis usually are not submitted to radiological 
examinations for confirmation. Computed tomography (CT) and 
Ultrasonography can be requested to differentiate these two diagnosis, 
with CT being more sensitive and more specific for the diagnosis 
of diverticulitis of the cecum than Ultrasonography. Thus, in case 
of suspected cecal diverticulitis in the preoperative period, the best 
examination to be asked for confirmation is Computed Tomography.​
3,4,6

The treatment of this disease is preferably surgical. However, if 
would be possible for the team perform the diagnosis before a surgical 
procedure and the disease is not complicated with perforation or 
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Introduction
Cecum diverticulosis is an uncommon condition in the Western 

world, its prevalence is based on several factors, such as nationality, 
culture and eating habits, with approximately 85% of the diverticula 
occurring in the descending and sigmoid colon. However, cecal 
diverticula present an incidence of more than 71% in Asian countries. 
They are divided into two types: the real ones, which have congenital 
origin, appearing during the sixth week of development, and the false 
ones, which do not involve the muscular layer. The progression of 
the cecal diverticulum is usually asymptomatic; however, symptoms 
can be found in 10-20% of patients according to complications 
such as inflammation, bleeding, perforation and bowel obstruction. 
In this context, the main complication of the cecal diverticulum is 
cecal diverticulitis, which was first described by Potier in 1912. Its 
signs and symptoms are very similar to those of appendicitis, such 
as abdominal pain in the right iliac fossa, nausea, vomiting, fever 
and leukocytosis, being the same the main differential diagnosis. 
In addition, it is important to note that the diagnosis of cecum 
diverticulitis is sometimes performed during the intraoperative 
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peritonitis, it could be successfully treated with antibiotic. In cases 
where surgery is indicated for suspected acute appendicitis and cecal 
diverticulitis is diagnosed during surgery, treatment is controversial, 
and a incidental appendectomy and postoperative antibiotic therapy 
may be done.​2,4,6

There are four grades to characterize diverticulitis, depending on 
how the inflammation in the site is. Grade I refers to the inflamed 
diverticulum; grade II to inflammation in the cecum, grade III to the 
abscess and local fistula and grade IV to diffuse peritonitis and rupture 
or perforation of the abscess. If grade I treatment is appendectomy and 
diverticulectomy, if it is grade II, grade III or grade IV treatment is 
limited to ileocecostomy or right hemicolectomy. However, in cases 
of grade I, grade II and grade III, in which the diagnosis is made 
preoperatively, it may be considered conservative treatment.​5,7

In conclusion, although cecal diverticulitis is a rare condition 
in Western countries, it should always be a differential diagnosis in 
cases of pain in the right iliac fossa, especially in cases of suspected 
acute appendicitis with unusual clinical features. Thus, in these cases, 
it is necessary to request complementary imaging tests to perform 
the correct diagnosis in the preoperative period and, in this way, to 
perform the most appropriate treatment according to the grade of 
diverticulitis.
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