
International Journal of Medical Science and Clinical Research Studies 

ISSN(print): 2767-8326, ISSN(online): 2767-8342 

Volume 05 Issue 08 August 2025 

Page No: 1388-1387 

DOI: https://doi.org/10.47191/ijmscrs/v5-i08-09, Impact Factor: 8.188 

1388     Volume 05 Issue 08 August 2025                                          Corresponding Author: Godínez Guzmán A.* 

Appendiceal Diverticulitis: Review and Case Report 
 

Godínez Guzmán A.*¹, Martinez Ferretiz M.² 
1Fourth-year General Surgery Resident at the General Hospital of Cancún “Dr. Jesús Kumate Rodríguez”, Health Services of the 

Mexican Institute of Social Security for Welfare (IMSS-BIENESTAR). Faculty of Medicine, Autonomous University of Yucatán. 
2General Surgery Service, General Hospital of Cancún, Health Services of the Mexican Institute of Social Security for Welfare 

(IMSS-BIENESTAR) 

 

 

 
ABSTRACT 

 

 
ARTICLE DETAILS 

 
Appendiceal diverticulitis was first described in 1893 by Kelynack, identifying diverticular sacs 

along the appendix. (1) It presents in congenital and acquired forms, the latter being more 

common and involving the entire wall of the appendix. (1) It is found in about 2% of all 

pathological appendix specimens, with a reported incidence between 0.014 and 1.9%. (2) In a 

literature review by Stive Vidovic, 34.5% of cases occurred in women and 65.5% in men, with a 

median age of 49 years for both sexes. (3) Preoperative diagnosis is challenging due to its 

similarity to classical appendicitis and poses a greater risk of perforation, as well as the 

synchronous formation of neoplasms such as mucinous adenomas and carcinoid tumors. (2) The 

clinical presentation of appendicitis usually includes pain in the lower right quadrant and right 

iliac fossa, fever, and leukocytosis. (3) This study presents the case of a 38-year-old male 

diagnosed with appendiceal diverticulitis, whose clinical presentation and preoperative diagnosis 

mimicked acute appendicitis. 
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INTRODUCTION 

Appendiceal diverticulitis was first described in 1893 by Kelynack, identifying diverticular sacs along the appendix. (1) It presents 

in congenital and acquired forms, the latter being more common and involving the entire wall of the appendix. (1) It is found in 

about 2% of all pathological appendix specimens, with a reported incidence between 0.014 and 1.9%. (2) In a literature review by 

Stive Vidovic, 34.5% of cases occurred in women and 65.5% in men, with a median age of 49 years for both sexes. (3) Preoperative 

diagnosis is challenging due to its similarity to classical appendicitis and poses a greater risk of perforation, as well as the 

synchronous formation of neoplasms such as mucinous adenomas and carcinoid tumors. (2) The clinical presentation of appendicitis 

usually includes pain in the lower right quadrant and right iliac fossa, fever, and leukocytosis. (3) This study presents the case of a 

38-year-old male diagnosed with appendiceal diverticulitis, whose clinical presentation and preoperative diagnosis mimicked acute 

appendicitis. 
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CLINICAL CASE 

A 38-year-old male without significant chronic, surgical, or allergic history 

presented with abdominal pain for three days prior to emergency evaluation. 

He reported generalized pain rated 7/10 on the visual analog scale, associated 

with nausea but no vomiting. He had an unmeasured fever and self-medicated 

with Espaven (dimethicone). He had two episodes of diarrhea and denied 

urinary symptoms. He reported anorexia and no other associated symptoms. 

The patient came to our facility due to persistent pain. 

On evaluation: he was in an antalgic position, conscious, oriented, with 

hydrated mucous membranes, adequately colored skin, reactive pupils, 

cylindrical neck, and centered trachea. Cardiopulmonary examination 

showed symmetric chest with normal ventilatory mechanics, well-ventilated 

lung fields, and rhythmic heart sounds with increased intensity and frequency. 

The abdomen was distended due to adipose tissue, showed muscle resistance 

and peritoneal irritation with positive Blumberg sign, present and 

normoactive peristalsis, positive McBurney, Dunphy, and Capurro signs, and 

negative Rovsing and Giordano signs. Limbs were intact with immediate 

capillary refill. The rest of the physical exam was unremarkable. 

Lab results on 03.11.24: glucose 82, urea 27.6, creatinine 0.78, Cl 100, Ca 

10.3, Na 139, K 3.8, P 3.1, Mg 1.7, Hb 15, Hct 43.4, WBC 17, Neutrophils 

88.7%, Platelets 318, PT 15.1, INR 1.31, PTT 38. Clinical picture suggested 

acute appendicitis with an Alvarado score of 9, AIR score of 9 (without CRP), 

and RIPASA score of 14. 

Hydration and antibiotic treatment were initiated with a third-generation 

cephalosporin and anaerobic coverage with metronidazole. The patient was 

admitted to the OR for open appendectomy and surgical exploration on 04.11.25. 

Intraoperative findings included a retrocecal appendix measuring 7x2 cm, fibrin 

layers in the distal third, apparent diverticular sacs along the antimesenteric border 

of the appendix (Images 1 and 2), and a local collection of 5 cc of seropurulent 

fluid. A routine appendectomy was performed without surgical complications. 

Postoperative monitoring showed no complications, with the patient tolerating oral 

intake and having normal bowel movements without systemic inflammatory 

response signs. He was discharged on the second hospital day with outpatient 

management including analgesics and antibiotics with anaerobic coverage. 

Unfortunately, a pathology report for microscopic diagnosis was not available. 

 

DISCUSSION 

Appendiceal diverticulosis and diverticulitis are extremely rare entities with a 

reported incidence of 0.004% to 2.1%. (2) They clinically mimic appendicitis but 

carry a higher risk of perforation (33.3% vs. 9.88%). (4) Acute appendicitis more 

commonly affects younger individuals, whereas diverticular disease is more 

frequent in older patients. (4) Clinical presentation may vary, including intermittent pain that can be misdiagnosed as chronic 

appendicitis. It is generally an incidental finding, and treatment is the same as for acute appendicitis: surgical appendectomy. 

Imaging studies can be helpful, but in acute settings, contrast-enhanced CT shows tissue enhancement that may obscure diverticula 

due to periapendicular inflammation. Thus, definitive diagnosis is made by direct observation and histopathology. (5) Among 

potential complications, increased perforation risk is noteworthy. A study published in the Journal of the Korean Surgical Society 

in 2013 reported no sex differences among patients, with an average age of 49 years and a 25-year age range between groups with 

and without diverticulitis. Patients with appendiceal diverticulitis had symptoms lasting an average of 3.6 days, with no statistically 

significant clinical differences. The perforation rate in this group was 65.8%, compared to 10.2% in the control group, and surgery 

duration, hospital stay, and need for drainage were all greater. (5) Given the potential for complications and the risk of mucinous 

neoplasm development, proper identification, protocolization, and treatment with appendectomy are crucial. 

 

 

 

CONCLUSION Due to its low incidence in the literature, proper medical 

approach, appropriate imaging studies, and the high risk of 

IMAGE 2: Multiple diverticula are seen along the 
entire appendix 

IMAGE 1: Appendicitis is identified with an inflamed, 
necrotic distal border and multiple diverticula along the 
entire antimesenteric path. 
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appendiceal perforation and postoperative complications, a 

high index of suspicion must be maintained. Prompt surgical 

treatment should not be delayed in cases like the one 

described above. 

ETHICAL CONSIDERATIONS 

Informed consent was obtained for treatment, surgical 

procedures described in this case, photography, and eventual 

publication. Confidentiality of personal data was guaranteed. 

Ethical principles of the Declaration of Helsinki and the 

General Health Law were followed, taking necessary 

measures to protect patient identity. This case is relevant due 

to the opportunity it provides for learning and decisive, 

beneficial clinical decision-making. It is hoped this report 

will contribute to generating evidence and promoting best 

practices in similar cases 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

BIBLIOGRAPHY: 

I. Abdulmomen, Abdulrahim Ahmed, et al. “Acute 

Perforated Appendicitis Associated with 

Appendiceal Diverticulitis in a Young Man: A Case 

Report with Literature Review.” American Journal 

of Case Reports, vol. 23, no. 1, 26 Nov. 2021, 

https://doi.org/10.12659/ajcr.934838.  

II. Arenas-García, V., et al. “Diverticulitis Apendicular: 

Una Causa Infrecuente de Abdomen Agudo.” 

Revista de Gastroenterología de México, vol. 84, no. 

2, Apr. 2019, pp. 243–244, 

https://doi.org/10.1016/j.rgmx.2018.10.002.  

III. Käser, Samuel Andreas, et al. “Prevalence and 

Clinical Implications of Diverticulosis of the 

Vermiform Appendix.” Journal of International 

Medical Research, vol. 41, no. 4, 14 June 2013, pp. 

1350–1356, 

https://doi.org/10.1177/0300060513487651.  

IV. Lesi, Omotara Kafayat, et al. “Diverticulitis and 

Diverticulosis of the Appendix: A Case Series.” 

Cureus, 28 Oct. 2022, 

https://doi.org/10.7759/cureus.30786.  

V. Marcacuzco, Alberto A., et al. “Implicaciones 

Clínicas de La Enfermedad Diverticular Del 

Apéndice. Experiencia En Los Últimos 10 Años.” 

Cirugía Española, vol. 94, no. 1, Jan. 2016, pp. 44–

47, https://doi.org/10.1016/j.ciresp.2014.05.003.  

VI. Osada, Hisato, et al. “Appendiceal Diverticulitis: 

Multidetector CT Features.” Japanese Journal of 

Radiology, vol. 30, no. 3, 22 Dec. 2011, pp. 242–

248, https://doi.org/10.1007/s11604-011-0039-2.  

VII. Patil, Abhijit Y., et al. “Clinical and CT Findings in 

Appendiceal Diverticulitis.” Clinical Imaging, vol. 

38, no. 3, May 2014, pp. 350–352, 

https://doi.org/10.1016/j.clinimag.2013.12.002.  

VIII. Phillips, Bradley J., and Charles W. Perry. 

“Appendiceal Diverticulitis.” Mayo Clinic 

Proceedings, vol. 74, no. 9, Sept. 1999, pp. 890–892, 

https://doi.org/10.4065/74.9.890.  

IX. Seker, Duray, et al. “A Rare but Distinctive Cause of 

Acute Abdomen: Appendiceal Diverticulitis.” The 

Journal of Emergency Medicine, vol. 44, no. 1, Jan. 

2013, pp. e61–e62, 

https://doi.org/10.1016/j.jemermed.2012.08.034.  

X. Sohn, Tae Joon, et al. “Clinical Characteristics of 

Acute Appendiceal Diverticulitis.” Journal of the 

Korean Surgical Society, vol. 84, no. 1, 2013, p. 33, 

https://doi.org/10.4174/jkss.2013.84.1.33.  

XI. Souferi, Benjamin, et al. “Incidental Findings of 

Appendiceal Diverticulitis Presenting as Acute 

Appendicitis.” The American SurgeonTM, vol. 88, no. 

5, 22 Dec. 2021, pp. 1008–1010,  

XII. Vidović, Stipe, et al. “Acute Appendicitis or 

Appendiceal Diverticulitis? A Case Report and 

Systematic Literature Review.” Clinics and 

Practice, vol. 15, no. 3, 13 Mar. 2025, p. 60, 

https://doi.org/10.3390/clinpract15030060.  

XIII. Yamana, Ippei, et al. “Clinical Characteristics of 12 

Cases of Appendiceal Diverticulitis: A Comparison 

with 378 Cases of Acute Appendicitis.” Surgery 

Today, vol. 42, no. 4, 24 Feb. 2012, pp. 363–367, 

https://doi.org/10.1007/s00595-012-0152-6.  

 

 

 

 

 

 


