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Clinical presentation

A 48-year-old male presented with mild right lower abdo-
men pain of 2 days duration, which was continue, without 
radiation. No accompanying symptoms such as fever, nausea, 
vomiting and diarrhea. His past medical history were hyperten-
sion and cholecystectomy. In addition, he has a history of con-
stipation before cholecystectomy. He has no previous episodes 
of similar abdominal pain. Physical examination revealed ab-
dominal tenderness in right lower quadrant. His blood routine 
and C-reaction protein examination were normal. During com-
puted tomography scan of his abdomen (Figure 1,2) followed 
by colonoscopy, an unexpected finding was noted in caecum.

Question

What do the images show? 

What is the diagnosis?

Answer

The computed tomography scan of abdomen showed about 
20 mm X 20 mm circular high density shadow in right colon, 
which can be observed in colonic lumen but protruding out of 
the lumen. Colonoscopy (Figure 3) was also performed and the 
fecal impaction was identified in the cecal diverticulum above 
the ileocecal valve. The mucosa surrounding the diverticulum 
was hyperemic and edema. Than the fecalith was removed suc-
cessfully with a foreign forceps under colonoscopy. The internal 
mucosa of the diverticulum was hyperemia, and no perforation 
was observed (Figure 4). The patient’s abdominal pain were re-
lieved after endoscopic treatment. To prevent recurrence of the 
disease, surgical removal of the diverticulum was recommend-
ed but the patient was hesitant. There was no recurrence of ab-
dominal pain and fecal impaction during 10 months follow-up.
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Figure 1: The computed tomography scan of abdomen showed 
about 20 mm X 20 mm circular high density shadow in right colon.

Figure 2: The computed tomography scan of abdomen showed cir-
cular high density shadow in right colon, which can be observed in 
colonic lumen but protruding out of the lumen.

Figure 3: Colonoscopy showed the fecal impaction in the cecal di-
verticulum above the ileocecal valve.

Figure 4: The internal mucosa of the diverticulum was hyperemia, 
and no perforation was observed after the fecalith was removed.

Discussion

The disease mentioned above is called "Diverticular Dis-
ease". Diverticular which occurs when intestinal mucosa and 
submucosa herniate through defects in the muscle layer of 
the intestinal wall [1,2]. It remains asymptomatic in most indi-
viduals but 10%-25% of individuals will develop symptomatic 
diverticulosis, termed diverticular disease [3,4]. Diverticulitis is 
the most common complication of diverticulosis, and its patho-
physiology is the obstruction of the diverticulum sac by fecalith 
or other foreign body (ingested bone, etc.), causing low-grade 
inflammation, congestion and further obstruction. More severe 
diverticulitis leads to hemorrhage, abscess, fistula, obstruction 
and/or or perforated [5]. In Western countries, 90% of cases 
of diverticulosis are found in the sigmoid or left colon [6]. In 
East Asia (Japan and Korea) diverticulosis is more common in 
the ascending or right colon (75%-85%) [7,8]. There is currently 
no clear answer to the reason for this difference. However, it 
is determined that factors such as age, genetics, and dietary 
structure affect the occurrence and development of diverticu-
losis [9]. 

This patient had persistent abdominal pain due to fecal in-
carcerate colonic diverticulum. Fecal impaction is defined as 
a large mass of compacted feces in the colon and has the po-
tential to induce a serious medical condition such as bowel ob-
struction or abdomen pain. This is a typical colonic diverticulitis 
caused by fecalith: Colonoscopy found that the mucosa around 
the diverticulum was obviously hyperemia and edema, but the 
peripheral blood inflammatory indicators have not been shown. 
Fortunately, the timely treatment and treatment of the patient 
avoided the risk of colonic obstruction and even perforation. 
As shown in the diagnosis and treatment of this patient, imag-
ing examinations (CT and MRI) have obvious advantages in early 
identification of diverticulitis caused by foreign body impaction 
[10]. For the treatment of such diverticulitis, colonoscopy is the 
first choice, showing great advantages [11]. But some compli-
cated cases still require surgical operations [12]. In addition, it is 
still necessary to improve diet and lifestyle, strengthen exercise, 
and maintain smooth bowel movements [13].

To remove the incarcerated fecalith in colonic diverticulum 
by colonoscopy foreign forceps, there are the following consid-
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erations: a. Colonoscopy must fully observe the mucosal folds, 
especially the intestinal curvature; b. After finding a colonic di-
verticulum, pay attention to observe the diverticulum sac, and it 
is possible to find inflammation, foreign bodies; c. Colonoscopy 
to remove foreign bodies in colonic diverticulum requires bet-
ter visual field exposure, careful manipulation, and may even 
require the help of digestive surgery.
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