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Case Report 

A rare case of ruptured appendiceal diverticulitis: 
A significant surgical pathology 
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a b s t r a c t 

Appendiceal diverticulitis is a rare pathology which is distinctly different to acute appen- 

dicitis and associated with higher rates of morbidity and mortality. Furthermore, diagnosis 

is often retrospective on histopathological analysis of appendicectomy specimens due to the 

atypical clinical and radiological features. Herein, we present a case of ruptured appendiceal 

diverticulitis in a young patient with atypical clinical features and a radiologically normal 

appearing appendix in close proximity to an inflammatory phlegmon. This case highlights 

the importance of maintaining a high clinical suspicion of surgical pathology and consider- 

ing atypical diagnosis in patients with inflammatory changes in the right iliac fossa. 

© 2023 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Appendiceal diverticulosis is a rare pathology observed be-
tween 0.014% and 2.1% of appendicectomy specimens [1 ,2] .
Despite this it is a clinically significant pathology with unclear
etiology and pathogenesis. Due to the rarity and atypical clin-
ical and radiological features, diagnosis is often challenging.
We present a case of ruptured appendiceal diverticulitis caus-
ing inflammatory phlegmon and small bowel obstruction,
however preoperative radiological findings demonstrated a
normal appearing appendix. We highlight the significance
of this pathology and the clinical challenges faced when
managing patients with appendiceal diverticulosis. 
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Case report 

A 51-year-old gentleman presented with acute right lower
quadrant abdominal pain and vomiting, on a background of
2 months of intermittent right lower quadrant pain. His past
medical history of unremarkable. Contrast enhanced com-
puted tomography (CT) of the abdomen and pelvis demon-
strated dilated loops of small bowel with gradual tapering to-
ward the terminal ileum (TI) associated with phlegmonous
change. The appendix appeared normal with the tip of the
appendix noted to be near the phlegmon ( Fig, 1 ). Terminal
ileitis was the presumed diagnosis, and the patient was man-
aged nonoperatively with bowel rest and intravenous antibi-
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Fig. 1 – Axial images of the initial CT scan demonstrating an inflammatory phlegmon in the right iliac fossa (yellow arrows) 
and thickened TI (white star), the appendix is visualized (white arrows) and is normal in appearance however is situated 

near the phlegmon. 

Fig. 2 – Axial and coronal views of a repeat CT scan demonstrating a collection in the right iliac fossa (yellow arrows), with a 
normal appearing appendix which appeared to communicate with the collection (white arrows). The small bowel is dilated 

(white star) and a nasogastric tube is seen in the stomach (red arrow). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

otics. Stool cultures were taken to exclude an infectious etiol-
ogy, with plans for an outpatient colonoscopy. On day 2 of ad-
mission, the patient developed vomiting, obstipation and low-
grade fever. A repeat CT scan demonstrated a right iliac fossa
collection associated with a small bowel obstruction, with the
normal appearing appendix with its tip communicating with
the collection ( Fig. 2 ). 

The patient proceeded to an exploratory laparotomy in
which a small bowel obstruction was found secondary to in-
flammatory adhesions adjacent to an abscess cavity in the
right iliac fossa involving the appendix. Mucinous discharge
from the tip of the appendix into the abscess cavity was noted.
There was no palpable lesion in the appendix itself or the cae-
cum. There were no other intraperitoneal deposits of mucin
and there was no peritoneal disease seen. Due to adherence of
the small bowel serosa to the abscess cavity, with subsequent
serosal tear on blunt dissection, a segmental small bowel re-
section and primary anastomosis was performed in addition
to an open appendicectomy. 

Histopathological analysis of the appendix demonstrated
a ruptured appendiceal diverticulum and features consistent
with chronic diverticulitis ( Fig. 3 ). Extracellular mucin was ob-
served however there were no features of low-grade appen-
diceal mucinous neoplasm (LAMN) or other malignancy. The
small bowel specimen was normal. Postoperatively, the pa-
tient developed a small pelvic collection managed with an-
tibiotic therapy. The patient recovered well and was followed
up in the community with no ongoing symptoms. 

Discussion 

Appendiceal diverticulosis is clinically significant as it is as-
sociated with appendiceal neoplasm, increased rates of perfo-
ration and higher mortality than acute appendicitis [1 –4] . Di-
agnosis is most often made retrospectively after appendicec-
tomy is performed [4 –6] . Despite this, appendiceal divertic-
ulosis and diverticulitis are distinctly different pathological
processes from acute appendicitis and often the clinical his-
tory is atypical for acute appendicitis [5 ,7] . Management of
appendiceal diverticulitis includes appendicectomy, with la-
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Fig. 3. – Hematoxylin and eosin stain demonstrating 
normal appearing appendix mucosa (red star), an 

appendiceal diverticulum with moderate-severe active 
inflammation and mucosal ulceration (blue star) (Photo 

taken with magnification 20X). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

paroscopic approach considered safe in uncomplicated dis-
ease. Prophylactic appendicectomy for asymptomatic appen-
diceal diverticulosis has been advised due to the association
with malignancy and perforation, however there is no consen-
sus regarding this [4] . Thorough histopathological analysis is
essential to exclude malignancy [1] . 

This case highlights the diagnostic difficulties associated
with appendiceal diverticulitis. Recent retrospective reviews
have identified features on CT which may be suggestive of
appendiceal diverticulitis as opposed to acute appendicitis.
Peri-appendiceal extraluminal fluid collections and periap-
pendiceal fat stranding and the absence of appendicolith or
intraluminal fluid levels are the most significant features in-
dicative of appendiceal diverticulitis [8 ,9] . This is consistent
with our case, in which a periappendiceal extra-luminal fluid
collection was observed alongside an appendix without ap-
pendicolith or intraluminal fluid level. 

Despite the rarity of appendiceal diverticulitis, the clinical
significance renders it an importance differential diagnosis to
consider [1 ,3 ,4] . Furthermore, as this case highlights, appen-
diceal diverticulitis and its sequelae can be observed in cases
with a radiologically normal appearing appendix. Clinicians
need to maintain a high index of suspicion of such patholo-
gies, and a low threshold for surgical intervention, in patients
with atypical clinical features and inflammatory changes in
the right iliac fossa. 

Patient consent 

Written informed consent for publication of this case was ob-
tained from the patient prior to writing or submitting this case
for consideration of publication. 

R E F E R E N C E S  

[1] Dupre MP , Jadavji I , Matshes E , Urbanski SJ . Diverticular 
disease of the vermiform appendix: a diagnostic clue to 
underlying appendiceal neoplasm. Human Pathol 
2008;39(12):1823–6 .

[2] Altieri ML , Piozzi GN , Salvatori P , Mirra M , Piccolo G , Olivari N . 
Appendiceal diverticulitis, a rare relevant pathology: 
presentation of a case report and review of the literature. Int J 
Surg Case Rep 2017;33:31–4 .

[3] Hsu M , Young RH , Misdraji J . Ruptured appendiceal diverticula
mimicking low-grade appendiceal mucinous neoplasms. Am J 
Surg Pathol 2009;33(10):1515–21 .

[4] AbdullGaffar B . Diverticulosis and diverticulitis of the 
appendix. Int J Surg Pathol 2009;17(3):231–7 .

[5] Fiordaliso M , De Marco AF , Costantini R . A case of type 2 
appendiceal diverticulum perforated and a review of the 
literature. Int J Surg Case Rep 2020;77:450–3 .

[6] Kabiri H , Clarke LE , Tzarnas CD . Appendiceal diverticulitis. 
Am Surg 2006;72(3):221–3 .

[7] Phillips BJ , Perry CW . Appendiceal diverticulitisInMayo Clinic 
Proceedings, Elsevier; 1999. (Vol. 74, No. 9, pp. 890-892) .

[8] Yardimci AH , Bektas CT , Pasaoglu E , Kinaci E , Ozer C ,
Sevinc MM , et al. Retrospective study of 24 cases of acute 
appendiceal diverticulitis: CT findings and pathological 
correlations. Jpn J Radiol 2017;35:225–32 .

[9] Ito D , Miki K , Seiichiro S , Hata S , Kobayashi K , Teruya M ,
Kaminishi M . Clinical and computed tomography findings of 
appendiceal diverticulitis vs acute appendicitis. World J 
Gastroenterol: WJG 2015;21(13):3921 .

http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0001
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0001
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0001
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0001
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0001
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0002
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0002
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0002
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0002
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0002
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0002
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0002
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0003
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0003
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0003
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0003
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0004
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0004
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0005
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0005
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0005
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0005
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0006
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0006
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0006
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0006
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0007
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0007
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0007
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0008
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0008
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0008
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0008
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0008
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0008
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0008
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0008
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00234-0/sbref0009

	A rare case of ruptured appendiceal diverticulitis: A significant surgical pathology
	 Introduction
	 Case report
	 Discussion
	 Patient consent
	 References


