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INTRODUCTION 

Acute appendiceal diverticulitis (AAD) is a rare entity than 

can mimic and lead to the diagnosis of acute appendicitis.1-

3 It was first described by Kelynack in 1893 and its 

incidence ranges from 0.004% and 2.1% depending of the 

series.3-7 Appendiceal diverticulosis can be classified in 

congenital or acquired.5,8 The congenital forms are true 

diverticula and extremely rare. Acquired diverticula are 

normally false diverticulum located on the mesenteric 

margin of the appendix.5,9,10 

The clinical manifestation are similar to those of acute 

appendicitis however it’s presented at a greater age, with a 

more indolent course that can lead to delay in the diagnosis 

and a higher risk of complication such as perforation and 

it’s also associated with appendiceal neoplasms.1,7,8,11,12 

The surgical treatment is appendectomy.2 

The diagnosis of AAD can be made imagiologically or 

intraoperatively, however, it is most commonly diagnosed 

during histologic specimen examination.1,2,3,13,14 

The aim of this paper is to report two cases of ADD 

diagnosed in the postoperative context of appendectomy. 

CASE REPORT 

We report two cases of acute appendiceal diverticulitis, in 

which acute appendicitis was suspected.  

Case 1 

A 28-year-old male, with no past medical history 

presented in the emergency room (ER) with right lower 

abdominal pain with 8 hours of evolution and no other 

associated symptoms. On physical examination the patient 

was hemodynamically stable, afebrile and abdominal 

examination revealed a distended abdomen with positive 
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Blumberg sign. Laboratory test results showed 

leukocytosis with neutrophilia and elevated PCR. 

Abdominopelvic computed tomography (CT) scan 

findings were compatible with a noncomplicated acute 

appendicitis. 

Laparoscopic appendectomy was performed in this 

patient. Intraoperative findings were compatible with 

acute appendicitis. The appendix was in a pelvic position, 

markedly inflamed with associated gangrenous process. 

The appendix was resected without complications.  

An appendiceal diverticulum was documented in the distal 

portion of the appendix with associated acute 

inflammatory process with an area of erosion and 

perforation (Figure 1). 

 

Figure 1: Histologic image of false diverticulum 

located at the tip of the appendix, with erosion of most 

of its mucosal surface and with an acute inflammatory 

infiltrate (patient 1). 

Case 2 

A 72-year-old female, with known history of arterial 

hypertension and dyslipidemia came to the ER with 

persistent right lombar pain that irradiated to the right iliac 

fossa and increased with movement, with 2 days of 

evolution and without associated symptoms. On clinical 

examination she was stable with pain on the palpation in 

the right lower abdomen.  

Laboratory findings included leukocytosis with 

neutrophilia and elevated PCR. CT scan showed a 

phlegmonous acute appendicitis with small amount of 

pelvic fluid (Figure 2). 

We performed an open appendectomy through 

Mcburney´s incision. The appendix was in a retrocecal 

position with inflammation of the entire appendix. During 

the procedure there was an iatrogenic lesion of the cecum 

that was corrected without further complications. 

The vermiform appendix had two diverticular formations 

at its tip, both with focal erosion of the mucosa and marked 

adjacent acute inflammatory infiltrate, affecting the 

adjacent tissues (Figure 3). 

 

Figure 2: Pelvic CT scan of the patient showing signs 

of acute appendicitis. 

 

Figure 3: Histologic image of two false diverticula 

located at the tip of the appendix, with both of their 

mucosa slightly eroded and with an acute 

inflammatory infiltrate surrounding them (patient 2). 

Both patients completed a 5-day antibiotic cycle and had a 

linear postoperative course with no complication. 

In the first postoperative follow-up appointment (2 weeks 

following surgery) both patients were asymptomatic. 

Follow-up was carried out up to 6 months postoperatively 

without any clinical complications. Colonoscopy was 

performed in both patients, only showing colonic 

diverticulosis in the patient of case 2. 

DISCUSSION 

Since first described by Kelynack in 1893, acute 

diverticulitis of the vermiform appendix has been 

overlooked.4 Its rare incidence (estimated among 0.004 to 

2.1%) as well as its similarities to those of acute 

appendicitis both in clinical manifestations and treatment 

are the leading contributors to this fact.2,3  

Patients with appendicular diverticulitis have an average 

age of 38 years (higher compared to acute appendicitis 

which is in the twenties). It is more common in men and in 

patients with Hirschprung’s disease and cystic fibrosis.5 

Curiously, in the cases presented above, one was a men 
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and the other was a women, of different age groups, and 

without associated risk factors. 

No association has been found between appendix 

diverticula and colon diverticular disease.13  

Diverticulosis of the appendix can be classified as 

congenital and acquired based on the number of layers that 

herniate through the appendix wall. Congenital diverticula 

are extremely rare, usually located at the anti-mesenteric 

edge and involves all layers of the appendix wall (mucosa, 

submucosa, muscular and serosa) and as such it is 

associated with a lower perforation rate.11,14 Acquired 

diverticula are small (2-5 mm), normally located in the 

distal third of the appendix (60%), on the mesenteric edge 

and are pseudodiverticula (with herniation of the mucosa 

and submucosa through a defect on the muscular layer), 

which explains its higher tendency to perforate.3,15 

In the two cases presented both diverticula were acquired, 

which is the most common form, both being in the distal 

third, both on the mesenteric border. It should also be 

noted that in one of the cases the appendix was perforated. 

Appendiceal diverticulitis were also classified by Phillips 

et al in 5 types based on microscopic findings (Table 1).16 

The cases presented herein correspond to primary acute 

diverticulitis, with acute peridiverticulitis (type 1). 

Table 1: Appendiceal diverticular disease 

classification according with Phillips et al. 

Type Classification 

Type 1 
Primary acute diverticulitis, with or without 

peridiverticulitis 

Type 2 
Acute diverticulitis secondary to acute 

appendicitis 

Type 3 Diverticulum without inflammation 

Type 4 Diverticulum with acute appendicitis 

Type 5 
Chronic peridiverticulitis with acute 

appendicitis 

Preoperative diagnosis is difficult and most diagnoses are 

established after histological examination because of the 

mesenteric position, the small size and of course, the 

similar clinical features with acute appendicitis.2 

In patients with acute diverticulitis when compared with 

acute appendicitis the diagnosis is frequently delayed due 

to a more indolent course, resulting in a higher duration of 

symptoms. Some studies advocate that the predominant 

symptom is abdominal pain, without nausea, vomit or 

anorexia.14 

Preoperative diagnosis using ultrasound or CT scan have 

been reported, however in our cases, despite both having 

performed CT imaging, there was no evidence of 

diverticulitis and acute appendicitis was assumed.3,12,17,18 

Concomitantly, intraoperative evaluation showed no signs 

of a distinct diagnosis other than acute appendicitis. 

Acute diverticular disease of the appendix is associated 

with some complications such as perforation, 

intraperitoneal abscess and appendiceal neoplasms 

(especially carcinoid tumors and mucionous adenomas). 

When compared to acute appendicitis, appendiceal 

diverticulitis is associated with 4 times higher risk of 

perforation (occuring around 66% of cases) and increased 

mortality.14,3 

The recommended treatment is appendectomy, which is 

also recommended in cases of incidental discovery of 

appendix diverticula (both intraoperatively and imaging), 

due to its progression in about 2/3 of the cases to 

diverticulitis, with high risk of perforation and the 

possibility of associated neoplasms.2,5,11 

CONCLUSION 

Despite its similarities to the acute appendicitis, 

appendiceal diverticulitis presents itself as a distinct entity. 

Right lower abdominal pain in older age and with longer 

duration of symptoms should raise the suspicion of an 

acute appendiceal diverticulitis. 

The diagnosis is usually histological however there are 

imaging tools that can support the preoperative diagnosis. 

Appendiceal diverticulitis is associated with an elevated 

risk of perforation and appendicular neoplams. 

Appendectomy should be performed when diverticular 

disease of the appendix is found. 
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