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Inflammation and infection 

Sigmoid diverticulitis mimicking a urinary bladder tumor: A rare 
case report 

Selma Khouchoua *, Kaoutar Imrani , Sara Cherkaoui , Nabil Moatassim Billah , Ittimade Nassar 
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A B S T R A C T   

Urothelial cell carcinomas represent the vast majority of urinary bladder tumors. 
However, many inflammatory and non-neoplastic conditions can mimic a urinary bladder malignancy. In that matter, diverticulitis can progress into colovesical 

fistula formation with a bladder wall abscess that can mimic a pseudo mass. Nonetheless, the presence of a bladder wall mass, usually requires pathologic exam-
ination. We report the case of a 60 year old woman with recurrent urinary infections due to a focal bladder mass revealing a colovesical fistula as a complication of 
sigmoid diverticulitis.   

1. Introduction 

Diverticulosis is a very common condition, most likely to occur in the 
sigmoïd. Diverticulitis represents a complication that ranges from 
inflammation, perforation to infection. Urothelial cell carcinomas on the 
other hand, represent the vast majority of urinary bladder tumors. 
However, many inflammatory and non-neoplastic conditions can mimic 
a urinary bladder malignancy among which diverticulitis represents a 
very specific subset. 

2. Case presentation 

We report the case of a 60 year old woman, with no past medical 
history presenting with recurrent urinary infections, and an episode of 
hematuria. The patient was febrile with abdominal tenderness on 
physical examination, laboratory results on the other hand showed 
elevated white blood cell count 16,940/mm3 and urinary analysis found 
evidence of infection and isolated Escherichia Coli. Initial abdominal 
ultrasound found no signs of hydronephrosis or obstruction, however a 
large dome bladder mass was found bulging in the bladder lumen. 
Therefore, a CT work up was performed, suggesting the presence of a 
urinary bladder tumor for which the patient underwent a trans urethral 
resection. Cystoscopy found a polypoid pediculated mass of the urinary 
dome with no extension to the trigone. Histopathological analysis came 
back negative for any malignant lesion. It revealed a chronic non- 
specific cystitis with inflammatory changes and no evidence of carci-
noma in situ. 

The patient reported persistent hematuria later complicated with 

pyuria, fever and signs of sepsis. Subsequently, an abdomino pelvic CT 
was performed at our institution. 

It showed a diffuse thickening of the urinary bladder wall with a 
focal, ill-defined mass of the left aspect of the dome, protruding into the 
bladder lumen. This mass showed soft tissue density, a central low 
attenuation component with an air-fluid level and surrounding fat 
stranding (Fig. 1). It presented a close contact with the adjacent sigmoid 
colon. 

The sigmoid colon presented diffuse circumferential wall thickening 
with many diverticuli in this segment, along with major paracolic fat 
stranding (Fig. 2). This fat stranding was extending to the bladder where 
the intervening fat plane between the bladder dome mass and colon was 
absent. Both the air-fluid level within the mass and the presence of a gas 
locule in the inflamed tissue between the colon and bladder were in 
keeping with a fistula. Gas was also noted in the bladder, although no 
contrast was seen in the sigmoid colon at the excretory phase and after 
the patient was put in a prone position(Figs. 3 and 4). 

The diagnosis of a sigmoid diverticulitis with a colo-vesical fistula 
and abscess formation was made. The patient then had a sigmoid colon 
resection and a bladder repair. 

Histopathological analysis of both the sigmoid colon and vesical 
sample unsured there was no underlying malignancy. 

3. Discussion 

The vast majority of urinary bladder tumors are commonly urothelial 
cell carcinomas.1 

However many conditions can cause a focal wall thickening or a 
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bladder mass mimicking a malignancy. These inflammatory pseudo tu-
mors or non-neoplastic wall masses are important to recognize to avoid 
misdiagnosis and treatment delays.2 Although imaging features can 
overlap with malignant bladder lesions, a systematic approach and 
analysis of possible extra vesical findings allow the diagnosis to be 
readily made. Extrinsic inflammatory changes associated with diver-
ticulitis can cause fistula formation to the bladder or focal wall bladder 
abnormalities.3 

Regarding colonic diverticula formation, it is thought to involve a 
bowel wall abnormality and increased intra luminal pressure.4 The most 
common site of colonic diverticula development is the sigmoid colon. 
Diverticulitis is caused by obstruction of the neck of the diverticulum 
resulting in inflammation, possible perforation and infection. Local in-
flammatory changes may progress into abscess formation or fistulas 
typically on the left wall of the bladder. 

Clinical presentation can be non-specific with abdominal unremit-
ting pain and tenderness, fever and possible changes in bowel move-
ment. In most instances the diagnosis of a colo-vesical fistula can be 

suspected given the presence of pneumaturia, faecaluria and recurrent 
urinary tract infections.5 

Imaging and particularly computed tomography, is the most sensi-
tive imaging modality to make a confident diagnosis.6 

It features imaging findings of both diverticulitis and colo-vesical 
fistula. Colonic diverticulosis most frequently involving the sigmoid or 
left colon, with segmental wall circumferential wall thickening con-
taining diverticula associated with peri colonic fat stranding. CT dem-
onstrates bladder thickening or mass typically on the left wall. The mass 
can be of soft tissue density which can be misdiagnosed as a primary 
bladder tumor. Imaging findings also include bladder wall thickening 
adjacent to the colonic segment and paracolic fat stranding.2,6 

The presence of gas in the bladder lumen and within the bladder 
mass help clinch the diagnosis. Like in our case the mass had a central 
low density attenuation with an air fluid level. Less frequently the tract 
itself can be directly visualized. In that matter, oral contrast adminis-
tration can be helpful to confirm the diagnosis with opacification of the 
bladder.7,8 

Fig. 1. Axial CT images (A & B) at the portal phase showing diffuse bladder wall thickening (white arrow) with focal ill-defined mass (yellow arrow) of the left aspect 
of the dome, protruding into the bladder lumen. This mass is of soft tissue density, with a central low attenuation component and an air-fluid level (white asterisk) 
and surrounding fat stranding (white arrow head). (For interpretation of the references to colour in this figure legend, the reader is referred to the Web version of 
this article.) 

Fig. 2. Axial (A) and sagittal (B) CT images diffuse circumferential wall thickening (white arrow) of the sigmoid colon with many diverticuli (yellow arrow), along 
with major paracolic fat stranding (white arrow). (For interpretation of the references to colour in this figure legend, the reader is referred to the Web version of 
this article.) 
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Other disorders can be among the differential of a non-neoplastic 
bladder mass such as inflammatory pseudo tumors, endometriosis and 
Crohn’s disease. In these cases, clinical presentation, patient’s history 
and specific radiologic appearance especially extra vesical findings 
make it easy to diagnose.2 

Surgical resection of the fistulous tract and the abnormal bowel 
segment is the treatment of choice.9 Further colonoscopy is advised to 
ensure there is no underlying malignancy. 

Good knowledge of this particular non-neoplastic bladder tumor is 
important to recognize and every clinician and radiologist should be 
aware of this entity. Colo vesical fistulas as a complication of diverticulis 
is common, however, mass and abscess formation on the bladder wall 
can be misleading. Computed tomography is the modality of choice to 
diagnose diverticulitis and its complications. Therefore, imaging plays a 
pivotal role to avoid misdiagnosis and ensure prompt management and 
treatment. 

4. Conclusion 

This case highlights the imaging features of diverticulitis compli-
cated with colovesical fistulas as a rare cause of non-neoplastic bladder 
tumors. It appears important for every clinician and radiologist to be 
aware of this entity. While common presentation of diverticulitis can be 
easier to recognize and biopsy of all bladder lesion is well-established, 
good knowledge of possible fistulisation and pseudo bladder mass for-
mation, warrants early detection and avoids misdiagnosis to initiate 
appropriate treatment management. 
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Fig. 3. Coronal (A), sagittal (B & C), showing fat stranding with a gas locule in the inflamed tissue between the colon (yellow arrow) and bladder where the 
intervening fat plane between the bladder dome mass (yellow arrow head) and colon is absent (white arrow). Note the gas in the bladder (white asterisk). (For 
interpretation of the references to colour in this figure legend, the reader is referred to the Web version of this article.) 

Fig. 4. Axial (A) and sagittal (B) CT images showing no contrast the sigmoid colon at the excretory phase and after the patient was put in a prone position.  
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